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This week will draw to a close my efforts 
to serve you as the eighty-ninth President of 
i our Association. Needless to say, one ap- 

proaches the end of such an exciting pro- 
f fessional experience with mixed feelings. I 
ps venture that every President, however hard 
| he has tried to render the best that is in 
him during his fleeting year, is virtually al- 
ways bound to conclude that his best was 
not enough. At the same time, the experi- 
ence engenders in him a new affection for 
his fellow psychiatrists who have so honored 
him and he will resolve anew to continue to 
* serve them with redoubled efforts in other 
capacities. I am no exception to these 
phenomena. 

There is about our Association, or so it 
seems to me, a special quality of commit- 
ment to the simple proposition that psy- 
chiatry can do something for the welfare of 
mankind, As President I have sensed this 
anew in working with members of our staff 
whose diligence I venture can only be ex- 
plained in terms of their own sense of pur- 
posefulness in helping us to achieve our 
goals. My ear picks up the vital theme of 
purpose in the scores of committee delibera- 
tions in which a President participates, One 
detects it in the policy statements that the 
Association issues from time to time in the 
public interest. Its spirit is implicit in our’ 
avoidance, as an Association, of positions 
that would preserve ancient tradition and 
privilege in the face of changing social 
needs, It is evident in our openness and lack 
of defensiveness in our relations with the 
public and in our willingness over the long 
view to let our collective record speak in 
rectification of the incidental embarrass- 
ment. In a word, our Association is an 
instrument for the implementation of the 
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dedication that is in us, Its good y 
on the record for all to see. Its poti 
greater things to come is theri 


make the most of, t 


of my 
will fall on the capable shoulders 
Walter Barton. All of you, nen 
share my own deep sense of cor 
our affairs will be guided by so 
devoted a physician and servant 
chiatry in the coming year. As for 
me say as prelude to my parting: 
this Address, that if I were proud 
psychiatrist before you so honored 
pride in being one of you has m 
past year. To all of you let me 
humble thanks and with it my res 
serve you as. you have need of me wit 
the energy I can muster in years to 
It is obvious, even to the casual ob 
that there have been great advances 
fia in recent yee 


load of chronic patients in our ho: 
our great dearth of effective 
their management and 
knowledge has vastly ‘expanded, 
though we cry out for more and pu: 
patiently and ever more vigo) 

frontiers to open up new vistas 


phenomena w] 
ness and to mental health. None of u 
would say that we know more than a 
fraction of what we must know—th 
charted areas are much larger than tho 
haye even mapped. Now 
7th decade of the 20th century, | 
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The findings to date and the hypotheses 
have made possible are breath-taking ; 
‘and if, on testing, even a portion of these 
result in well defined theory, our world of 
“psychiatry will look like nothing our col- 
leagues of earlier generations would have 
dreamed possible. Moreover, even those 
hypotheses which cannot themselves be 
validated may and frequently do lead to 
new hypotheses based on the very data 
which were their undoing. 
| Many of these discoveries will not only be 
i inn and challenging but undoubtedly 
> will rudely shake some of our presently held 
and cherished concepts: Such an experience 
_ is, at the least, disturbing, but it should not 
be devastating. Many of these concepts were 
brilliant deductions arrived at as a result of 
searching observation. They are the best we 
_ have and we find that they serve us. None 
of us would say that they are immutable 
truths nor the final answer. Many of them 
are quite probably pieces of a greater whole 
which will become manifest to us when 
"more of the components have been assem- 
bled. With each new verified discovery we 
‘approach a little closer to the whole truth, 
and this, in the final analysis, is what we all 
seek. For truth is the ultimate reality, the 
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It is, moreover, auspicious that our field is 
__ becoming attractive to workers in disciplines 
“who formerly felt they could find no foot- 
hold or challenge in problems concerning 
_ the cause and treatment of the mentally ill. 
With the new information that has been 
acquired in the past few years, they now 
find their skills and techniques can be ap- 
plied to solving the unanswered questions, 
and they are devoting themselves in increas- 
. ing numbers to research on problems never 
_ before attacked from these points of view. 
_ Thus we see chemists studying the nucleic 
acids in relation not only to nervous system 
function as usually conceived, but also in 


relation to such psychological mechanisms . 


as memory. The possible role of trans- 
methylation in mental health and disease is 
beginning to be examined. The possible role 
of epinephrine and norepinephrine and their 
metabolism in mental health and mental ill- 
ness has provided insights and opened new 
avenues to investigation. The interesting and 


highly specialized dispersal of the biogenic ` 


a 


amines within the nervous system, the action ~ 
of drugs upon them, and their correlation 


with behavior is a large and exciting field — 


only recently opened up. Physiologists are 
adding to our knowledge of the function 
of the limbic system and its significance in ~ 
thought and behavior, both normal and 
pathological. The revolutionary concept of 
the graded response of the neuron, and the ` 
findings regarding the transmission of the 
nerve impulse across the synaptic junction 
are inevitably modifying and amplifying our 
understanding of some of the physiological 
bases of human behavior. The important ~ 


field of psychopharmacology, that border- 


land between chemistry, physiology and “ 
psychology, is yielding up secrets which are — 
promptly being applied to the treatment of 
the mentally ill with dramatic results both ~ 
upon the patients themselves and upon the 
therapeutic milieu, including the attitudes 
of the treatment personnel. The social and 
other behavioral sciences are being vigor-_ 
ously explored and much of the findings of 
these scientists are of critical importance in 
the understanding of our patients. 

The theoretic constructs which underpin 
psychodynamic theory are undergoing crit- 


ical re-examination by a variety of disci- 4 


plines to the end that its contributions to ~ 
psychiatric principles and treatment tech- — 
niques will rest on more sound foundations. 
Due to the rapidly improving state of our 
knowledge in all areas, we are becoming © 


better positioned to develop further our field 


of medicine for meeting the tremendous 
demands being made upon us. So much for 
a few of the areas of investigation which are ~ 
contributing new insights to understanding — 
the mental illnesses. Already we can see 


heartening and positive results. Each year, a 


for the past 5 years the mental hospital pop- 
ulation in the United States has declined, 
reversing a trend of over a century’s dura- 
tion. Between 1955 and 1960, resident pa- 
tients in our hospitals decreased by 4.2%, 
or over 28,000, from a high of 560,000. Even ` 
more dramatic is what has happened to our 
patient population projections. Projecting 


the trend for the 11 years 1944 through 1955, — 


the expected patient load for 1960 was over 


‘622,000. The actual figure of 535,332 pa-~ 


tients is nearly 86,000 or 14% below the ex- 
pected figure: This drop occurred despite an ~ 
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. average annual increase in admissions of 
over 6%, due to the fact that separations 
from the hospitals have exceeded admissions 
because of a steady increase of about 10% 
per year in the number of net releases. 

The dramatic changes in our hospital 
population as described by these gross fig- 
ures tell only part of the story, of course. 
There is occurring a change in the’type of 
patients in our hospitals, and, because of 
this, a change in the types of patients seen 
in extramural settings, both public and 
private. Many of the chronic patients tra- 
ditionally seen in our institutions, are disap- 
pearing. With the new therapies both psy- 
chological and pharmacological, and with 
the innovations in hospital ward adminis- 
tration, there is more likelihood of effecting 
early and favorable change in the clinical 
condition of the patients “under our care. 
The result has been more releases and an 
increasing emphasis on extramural care and 
on the importance of the community as a 
therapeutic resource. Accompanying this 
has been growing recognition of the less 
favorable influence of the large hospital as 
contrasted with the smaller one, and the 
therapeutic advantages of the hospital of 
1000 beds or less. 

General public acceptance of this philoso- 
phy—and it cannot come too soon for the 
good of the mentally ill—will be tantamount 
to a national decision to eliminate so far as 
we can the prolonged hospitalization and 
institutionalization of the mentally ill. Com- 
munities will do what they long since should 
have done, namely, provide the facilities and 
services that will forestall hospitalization 
whenever possible and give the convalescent 
mentally ill every chance to achieve maxi- 
mum psychological and social recovery. 

This will mean, among other things, that 
the elderly will not be hospitalized unless 
they are in fact mentally ill and actually 
need the kind of treatment that the psy- 
chiatric hospital can best provide. We are 
now well aware that the elderly may de- 
velop the same psychiatric disorders as those 
who are younger, and that they often re- 
spond as satisfactorily to treatment. Those 
who are suffering from depressions, neuroses 
or other illnesses are as entitled to energetic 
and intensive therapy as are those who are 
younger ; and this therapy can and should’ 


wherever possible. i 
These developments in 
inevitably lead to broadening 
ing our activities whether we pra 
vate office, clinic or hospital. We ha 
more knowledge to put to use and a 
deal more will be at our disposal 
future. This enhanced armamentariu 
these responsibilities will require of 
us not merely a broad scientific and m 
background, but also current knoy 
concerning many aspects of medicine 
will become more'and more essential fo: 
proper management of clinical prob 
This means that not now or ever can 
allow our medical skills to atrophy, if 
are to keep abreast of our field as it 
and thereby give our patients that to 
they are entitled—the best. that can 
obtained. ss 

All of this is to say that a psychi 
must be a good physician first and al 
and that one cannot be a good psychia 
however profound his knowledge of p: 
dynamics or however great his mastery 
psychotherapy, unless this prerequisite is 
first satisfied. Being a good physician | 
plies more than knowing and being al 
apply a variety of technical procedi 
means first of all an attitude toward 
sick, and one’s patients in particular, 
amounts to a total commitment to one’ 
ing and to those under one’s care. It 
continual study and professional im 
ment to the end that patients can be 
served. It means retaining and usi 
variety of basic medical skills which 
patient has a right to expect of any phy 
regardless of his specialty. To restrict 
cal thinking and awareness exclusi 
one special field is to become a techn 
and a physician is much more than a 
nician. X 

An examination of the concept of 
chjatry and psychiatrists held by both 
medical colleagues and the public at 
is very revealing, and gives helpful cl 
understanding some of the attitudes toy 


us. 

Psychiatry is defined as “the 
specialty that deals with mental | 
(1) ; as “a special branch of medical : 
dealing with causes, symptoms, course’ 
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nent of disorders and diseases of the 
; and as “the science which deals 
ith the psychopathological’ aspects of 
aman biology”(3). 
The psychiatrist, we learn, must be a 
cian, a doctor of medicine licensed, or 
_ qualified to be licensed, to practice the heal- 
arts who possesses special skills in the 
a of mental and emotional diseases and 
disorders. With this formulation all of us 
~ would agree. But what does it imply ? Quite 
simply that the psychiatrist, being a physi- 
is required to possess and maintain 
~ competence in those skills which any physi- 
n must have, regardless of how general 
restricted the physician's field of practice 
y be. 
But what is a physician ? What does the 


public think he is ; and what is expected of 


¥ ed. to treat disease . . 
“medicine . . .”(1). 
This, then, is what we are. Practitioners of 
ine, qualified as possessing the knowl- 
and skill to treat the sick. A recent in- 
ction of my own license revealed that I 
authorized to practice medicine and 
gery in my state. The license of each of 
"us either so states explicitly or such au- 
| thority is implicit in the wording. And this 
as it should be. It is a concept all of us 
re taught and all of us accept in prin- 
ple. W. A. White(4), in his Presidential 
dress, in 1925, said, “Psychiatry . . . de- 
mands for its background the whole of 
aedi . it deals with the 
whole individual. . . . So the psychiatrist is 
specialist in the reactions of the organism 
‘whole, and those reactions he cannot 
derstand unless he knows all parts of 
the organism... . . His principal medical 
ualification should be a broad, compre- 
ensive, sympathetic contact with the whole 
eld of medicine.” Alan Gregg (5) addressed 
imself to this same concept at our Centen- 
al Meeting in 1944. It was his opinion that 
concern and current knowledge of med- 
icine generally was essential not only for 
the best treatment of our patients, but also 
in order to “encourage observation and ex- 
“periment instead of speculation.” 
Earlier, I said that to be a good’ phy- 
sician one must possess more than skill in 


.; a doctor of 
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diagnosis and treatment. One must also 
have developed an attitude of dedication to 
his calling and to those he serves. The good 
physician must have honor and integrity and 
a genuine respect and regard for his patient. 
He must have a deep conviction concerning 
the dignity of the individual and the inalien- 
able right of every one to health. From this | 
will have come a selfless devotion to duty 
and a well developed sense of public re- 
sponsibility, He must be. the dependable 
resource, the trustworthy friend, the wise — 
counsellor, the good, discrete and skillful — 
servant of man. - 4 ; 
All of these attributes of character the — 
physician must have in full measure, but in ` 
addition, there is certain technical knowl- < 
edge he must also possess without regard 
to his type or degree of specialization. i 
It goes without saying, of course, that < 
every physician can be expected to carry — 
out a dependable general physical examina- 
tion. I would go so far as to say that the phy- 
sician who does not employ his stethescope, 
his sphygmomanometer, his ophthalmo- 
scope, and his percussion hammer regularly, — 
should seriously question his capacity to 
make adequate diagnoses. Any physician in © 
practice should be able to interpret the — 
usually encountered heart and breath | 
sounds ; to identify a mass in the abdomen 
or breast; accurately to locate the liver — 
margin ; to diagnose a choked disc or silver 
wire deformity of retinal vessels ; to identify — 
tracheal tug; to diagnose accurately the — 
presence or absence of a dorsalis pedis 
pulse ; —to select at random a few examples — 
of conditions that the physician be he sur- — 
geon, psychiatrist, internist, ophthalmalogist — 
or other medical practitioner, may encounter 
at anytime. y 
There are a number of emergency con- | 
ditions to which any of us must be able to — 
respond on a moment’s notice. They may | 
occur on the street, in the home next door, 
on the train or bus or in the’ hospital or _ 
office. Such conditions as massive bleeding, 
shock, “heart attacks,” syncope, convulsions, 
poisoning or drug overdosage and fractures _ 
are among these. Certainly, the victim of 
any of these conditions has a right to expect _ 
any of us to handle such emergencies com- — 


petently. 


Thus far, I have spoken of what any phy- 
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sician should be able to do. I am particu- 
larly concerned, however, with what one 
group of physicians—psychiatrists—can and 
are doing. It is my impression that, while 
the situation has vastly improved since the 
days of Weir Mitchell(6), who complained 


to us 67 years ago of being unable to find. 


either a stethescope or an ophthalmoscope 

. in’ one mental hospital where he was called 
in consultation, it could and should be much 
better than it is in many places. 

It has been rather, disturbing to me to 
learn how quickly the general medical 
knowledge and skills of many young psy- 
chiatrists seem to deteriorate. For a number 
of years, when I have visited:a psychiatric 
‘training center and have been asked to talk 
with residents, I have asked them to identify 
themselves as to the length of time since 
their internship and the number of years 
they had been in residency status. I have 
then mentally grouped them according to 
whether they have been in psychiatric train- 
ing more than 18 months or less. In the 
course of my discussion, I have posed a 
series of questions to them, Representative 
of these questions are the following : 

One of your outpatients who is a diabetic 
and on insulin has just been brought in un- 
conscious. What would you do and why ? 

You have called a cardiologist in consulta- 


tion. He reports that he finds A-2 greater’ 


than P-2. What is he talking about and what 
may it mean ? 

You notice unilateral ptosis on examina- 
tion of a patient. On closer examination you 
find a pinpoint pupil and enophthalmos in 
the same eye. What do you think has hap- 
pened? What other phenomenon would 
you expect to find ? : 

A patient tells you his left leg is‘ slightl 
shorter than his right. How would you 
determine if this is so or not? 

I am always concerned to find that the 
residents in the first 18 months do very well 
answering the questions and that they seem 
to enjoy the session ; but the senior residents 
are much more likely to do poorly, and not 
infrequently they are bored with the whole 
business. The senior residents often wonder 
what all this has to do with psychiatry any- 
way. Members of the faculty will frequently 
remark that I expect too much of the resi- 
_ dents. They are there to learn the details of 


ed in 


psychiatry and that 


ing. It will be time enough to 
other aspects of medicine should 
ever arise, after they are through th 
ing and have passed their Boards, 
observer, such an attitude is omin 
future of the psychiatrist as a physici 
Psychiatry is a fascinating and a 
subject, as all of us can testify. To 
dent it is a new territory to explore, 
has great enthusiasm for it. Because 
he will tend to put aside all else to 
everything he can of this complicati 
challenging specialty which he has el 
for his life work. This is but natural, 
is the obligation of his teachers to see that 
remains firmly grounded-in medicin 
that he continues to practice what he 
learned. 


psychiatric resident retaining his med 
skills applies with equal force to his 
ers, for they shape his learning and hi 
titudes. : 
Would it not perhaps be revealing to 
the membership of this Association 
certain the last time each had taken 
graduate or refresher course in any pha 
medicine except psychiatry ? I greatly 
that the number who had done so in the 
5 years would be a very small proporti 
the membership. There is something 
sistent in this. As an Association, and 
individuals, we have quite properly 
our non-psychiatric colleagues to learn 
about psychiatry and themselves to hi 
many of the problems they encounter, 
expanding the services available to p 
who need them. But why do we no 
the same logic to ourselves ? Is thi 
special quality in a psychiatrist that 


are physicians ? } 

I submit that to claim exemption fro: 
role of physician in the community can 
contribute to the insidious blurring € f i 
image of psychiatry as a part of me 
and of its practitioners as full meml 
the medical fraternity. Not long ago, 
ample, in one community it became 
sary for the localmedical society to es 
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duty roster for nights and week 

in the emergency room of the local 

al because of a sharp and sudden de- 

on of the house staff, All members of 
society except the psychigtrists agreed 

to such an assignment in rotation. The duty 

_ consisted primarily of identifying the con- 
ition of the patient, instituting minimum 
ergency measures where necessary, and 
calling for an appropriate physician to at- 
tend the case. The psychiatrists maintained 
that they felt themselves so unfamiliar 
with what would be required of them that 
it would be in the best interests of the 
“patients if they were excused. On this basis, 
they were not given assignments, and quite 


sociation, however, it was discomforting to 
ize that psychiatrists in that community 
e so removed from the main stream of 
nedicine that they—and they alone—had to 

im exemption from the role of physician 
this emergency situation. 

Tf psychiatry is a medical specialty con- 
med with the prevention, diagnosis and 
atment- of mental and emotional dis- 

s, how can psychiatrists allow their 

sie medical skills to fall into disuse—to 
Tust to the point that they are unusable on 
? We are a uniquely valuable re- 

for a troubled society precisely be- 

we are physicians. We, and we alone 
those who are concerned with mental 

Iness, are equipped:and required to evalu- 
and assume responsibility for the care of 


ical aspects of the problem. There are 

ll others competent to identify, modify 

d improve specific psychological and 
sociological components underlying the on- 
set and affecting the course of mental dis- 
rders. But only the psychiatrist is ex- 
pected to bring together in one person 
owledge and technical ability in all of 

se fields. In fact, while we were as well 
‘prepared in medicine at the time of gradua- 
ion as any of our contemporaries, the great 
“majority of us have not acquired as de- 
tailed or thorough background in the be- 
havioral sciences as those who have devoted 
" their lives to mastery of these disciplines. 
Most of us are not specialists in any one of 


the behavioral sciences; rather we are 
generalists in these disciplines, with the 
added quality of possessing competence in 
medicine which other behavioral scientists 
have not acquired. This qualitative differ- 
ence, I suggest, is not usefully viewed as a 
matter of status or rank. It is more properly 
considered in relation to the role that society 
assigns to us. This difference is the justifica- 
tion for defining psychiatry as a branch of 
medicine. One wonders, however, if the 
incident I have cited is not an isolated case, 
what justification we have for our position. 
If one deals only with the psychological or 
social phenomena, of those who present 
themselves for relief, if one thinks not in 
terms of. the whole individual, if one is not 
always on the alert for manifestations of 
malfunction in any organ system, if one is 
no longer competent properly to identify 
such pathology and effectively to deal with 
it either himself or by wise referral, how 
does one qualify to employ a medical pro- 
cedure ? Under the circumstances how is 
the psychiatrist to reflect the substance in 
the medical degree he holds ? How does he 
differ from the nonmedical practitioner of 
psychological or sociological procedures ? 
The latter is, at least, not expected either by 
his client or by society in general to possess 
medical skills. 

My plea is that the psychiatrist must re- 
tain his basic competence as a physician and 
that the entire course of his specialist train- 
ing should be designed to assure that he 
does. This is largely the responsibility of his 
teachers not only in general psychiatry, but 
also in its subspecialties as well. This re- 
sponsibility must be discharged, it seems to 
me, both by example and by providing the 
environment that will motivate the student. 
If the teacher has scant interest in medi- 
cine per se, it is to be expected that his 
students will reflect this attitude. k 

Additional motivation might be provided 
if the student knew that at the time he stood 
for his examinations before the American 
Board of Psychiatry and Neurology, he 
could expect the examiners to investigate 
his grasp of the fundamentals of general 
medicine as well as of basic and clinical psy- 
chiatry and neurology. 

The teacher by no means bears all the 
responsibility, however. The psychiatrist 


_ 
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~ also has an obligation to his patients and to 
himself to continue to be knowledgeable in 
the broader field of his basic profession. 
There are graduate and refresher courses 
given frequently, but even more immediate- 
ly available are the opportunities provided 
by the meetings of his medical society. 
Much is to be learned not only through the 
medium of formal papers and discussions, 
but also through informal discussions before 
and after the scientific session itself. I have 
said during this past year that I feel it is 
important that each of us takes an active 
part in our medical society. Such participa- 
tion offers the opportunity to keep abreast 
of general medicine and to present ourselves 
as a bona fide part of the medical commu- 
nity. g 
If we are ever to break down the walls 
which have isolated us from the rest of 
medicine, it must be possible for our non- 
psychiatric colleague to expect as much of 
us vis-à-vis his field as we expect of him in 
the realm of psychiatry. Weir Mitchell(6) 
spoke of this at the 50th anniversary of our 
Association, and Gregg(5) addressed him- 
self to it at our centenary. Perhaps, speak- 
ing to you only 17 years after Gregg, I am 
expecting too much too soon; but, when I 
view the breath-taking progress of those 
years, I am sanguine that psychiatry and the 
rest of medicine are about to become as one. 
Some of my colleagues with whom I have 
discussed my concern have felt that I am 
putting too much emphasis on the physical 
aspects of psychiatry. They have pointed 
out that a psychiatrist must be many things 
—a physician, a social scientist, an anthro- 
pologist, a psychologist. I agree whole heart- 
edly. I would point out, though, as I have 
said above that our deficiencies in many 
aspects of psychology, in the social sciences, 
in anthropology, and similar fields can in a 
measure be compensated for by scientists 
working with us who are thoroughly trained 
in those fields. Since only the psychiatrist, 
of all those concerned with mental illness is 
a physician, upon his shoulders, and his 
alone falls the responsibility for the total 
evaluation of the patient—physical, psycho- 
logical and social; and therapy, conducted 
or prescribed in the light of such an evalue- 
tion, is his singular responsibility. à 
Just as I have been told that I expect tod 
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much of residents, so, also, have 
told I demand too much of p 
generally, I do not feel this is so... 
than demanding too much, I ask 
minimum ; and I ask no more of you 
than I ask of any physician, 

Some time ago, I sent to the off 
each District Branch, for the inform 
their members, the verbatim transcı 
my testimony before a Committee of 
American Medical Association. In it I 
it was my opinion that a physician, 
ever his specialty, who cannot make 
psychiatric diagnoses and conduct th 
as skillfully as he carries out any other 
cal procedure outside of his spe 
field, was not properly prepared to pr: 
medicine. I have not heard one voice f 
this Association raised in dissent, I assu 
therefore, that you are at least in g 
agreement with the position I took as y 
representative. But what is sauce for 
goose is sauce for the gander. Are 
equally in agreement when I say that 
the same token no psychiatrist is qui 
to engage in practice unless he can d 
strate equal skill in the diagnosis and 
ment of medical conditions to that we e 
of our non-psychiatric colleagues in 
field of psychiatry ? ; 

By no means do I imply that we s 
attempt to deal with those conditio) 
quiring specialized skills beyond o 
petence, but only that we must alw 
physicians first and psychiatrists seco 
is not enough that we be physicians in 
only. 

What I have said here has been 
of a sincere devotion to the best in 
the mentally ill who are our primary 
sibility, and to you, my colleagues, W 
have tried to serve to the best of my 
This field of medicine which is our s} 
trust, this psychiatry which we try to un 
stand and to apply, is so important for 
physical, social and psychological we 
mfnkind that our best efforts and most 
ful services are the minimum we can otte 

Although I have addressed myself t 
some of the problems, as I see them, i 
psychiatrist as a physician, it has not 
my intention to minimize other as 
his responsibilities to his patients 
community, The scope of what is 


s so broad that he may at times 
of fulfilling all that is expected of 
The job is difficult and intricate, and I 

of no one, knowledgeable in the field, 
o has recommended our calling as an 
sy or simple way of life ; but for all that, 
tisfactions are so great, the sense of 
while service is so profound, that were 
choose again we would still select the 
career—and this with the full knowl- 
Ige that the complexities and the demands 
‘our job are increasing with each new bit 
wledge about man, his behavior and 


3efore the two hundredth anniversary of this 

sociation, psychiatry will find great ex- 
sions of its content and of its obligations. 
will be applications far beyond your 

d your hospitals of the further knowl- 
you will gain, applications not only to 
ents with functional and organic disease, 
e human relations of normal people— 
cs, national and international, between 
between capital and labor, in govern- 
t, in family life, in education, in every 
of human relationship, whether between 
uals or between groups. You will be 
ned with optimum performances of 
beings as civilized creatures.” 


is amalgam of new roles we are being 
led on to fill adds to the danger that our 
ie medical responsibilities may receive 
cient attention. We must not allow our 


As we grow in wisdom and in knowledge, ~ 
as we become able to fit together more and 
more pieces of that most fascinating of all -~ 
puzzles, the psycho-bio-social entity known — 
as man, that which is required of us will in- — 
crease also. Our role becomes more com- 
plex and our job becomes more exacting and 
demanding. We cannot fulfill these demands 
upon us by giving short shrift to any of the A 
elements of our profession and least of all — 
to those that permit us the title of Medicinae 
Doctor. Just as the son is the child of his — 
father, so is psychiatry the child of medi- ~ 
cine. It is essential to our maximum use- C 
fulness, stature and effectiveness that we p, 
remember, cherish and build upon that 
heritage. What ever else we are or may bē- — 
come, we are of the lineage of Hippocrates. — 
By education and by commitment we are ~ 
practitioners of the healing arts, while giv- — 
ing particular attention to psychological 4 
medicine. 3 
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A BIOGRAPHICAL SKETCH 
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There is a kind of Character in thy life 
That to th’observer doth thy history 


Heaven doth with us as we with torches do. . . . 
. . Not light them for themselves 


Character, it is said, like porcelain, must 
be printed before it is glazed, but once 
burned in there can be no change. As to the 
printing, many diverse materials may be 
utilized. Walter Pater wrote of it long ago : 
“How insignificant,” he said, “seems the 
influence of the sensible things which are 
tossed and fall and lie about us in early 
childhood, how indelibly, as we discover 
afterward, they affect us, as they secure 
themselves upon the smooth wax of our in- 
genious souls.” This could well have been 
written prophetically about the 89th presi- 
dent of the American Psychiatric Associa- 
tion, for, as one notes the influences that fell 
about him, it becomes evident that they 
would lead him inevitably to medicine and, 
eventually, to a form of public service 
which would call forth and utilize all of his 
attributes. 

Though Voltaire stated that he who loves 
his country well has no need for ancestors, 
Robert Hanna Felix had been thoughtfully 
provided with plenty of them. They came 
from all directions, with a profusion of phy- 
sicians among them. There were Whigs and 
Tories and rebels of every size and de- 
scription. There were several big ones, in- 

cluding Robert Hanna, Surveyor General of 
` South Carolina under George III; yet the 

Revolution found him fighting for the colo- 
nists with a price upon his head. In the 
other “unpleasantries” in which the nation 
engaged, the boy’s ancestors thoughtfully 
lined up on both sides, thus giving their 
descendant entrée into all manner of “posh” 
societies on both sides of the fence and en; 
abling him to be at one with whomever he 
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— Measure for Measure.— 


is talking to. Like Seneca, however, 
Felix believes that the origin of all man! 
is the same and it is only a clear and | 
conscience*that makes a man noble, 
is derived from heaven itself. 
Robert Hanna Felix was born in 
Osborne County, Kansas, deep in the 
country, on May 29, 1904, to T. Ovid 
Neva Trusdle Felix. His father, knoy 
T. O., was a country doctor; his mo 
daughter of a pioneer physician | 
West, had studied music in Bosto 
was one beloved sister, Mary Bryning | 
who eventually married her brother's 
lege roommate. The lad graduated 
Downs High School in 1921 and t 
worked for a year to help with the far 
exchequer, for the pay of country docti 
was in comestibles, respect, and tio 
rather than in U. S. currency. He en 
the University of Colorado in 1922 ; 
student in journalism, having won a: 
contest, and visions of emulating 
Harding Davis stirred within him 
the year was out, however, he 
biology, a temporary way station on 
road to medicine, for fate had destined 
to become a fifth generation physi 
the Felix-Trusdle ensemble. Oy 
He entered the University of Co’ 
Medical School in 1926, completin 
work with honor in 1930. As had m: 
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“toward OB but he cast about too, for sti- 

ds and maintenance were important, as 

e country was in the depth of “the de- 

pression.” To his dismay, he was accepted 

for training in 3 disciplines ,in 3 different 
places and all within one week. 

A Commonwealth Fellowship put him 

’ under the tutelage of Frank Ebaugh and 

that event, he says, “was one of the most im- 

"portant experiences in my professional ca- 

reer. Ebaugh was a superb teacher, a tough 

task master, and an inspiring mentor. We 

” were steeped in community psychiatry and 
a philosophy of public service.” 


THE PRINTING 


Every man who aspires to greatness is 
unique; some forces touch only lightly 
upon him, while others leave a lasting im- 
print. Among the forces which marked 
Robert H. indelibly were his parents, his 
wife, and two of his chiefs, The pater fami- 
lias, before he studied medicine, was an 
historian and a clergyman. He read widely 
_ in modern and ancient languages. Bob's 
~ mother was an accomplished musician and, 
” thus, the boy was exposed to the best in 
~ music and books. T. O. began his medical 
~ career on horseback, graduated to a buggy 
~ and, finally, to a horseless carriage. There 
a were numerous tales of his homespun diag- 
~ nostic skill and his boy rode with him and 
saw evidences of it first hand. The people 
~ knew Robert as “Little Doc” and, thus, he 
_ was always immersed in a clinical atmos- 
~ phere and from childhood was permitted to 
listen to heart and breath sounds through a 
stethescope. All of this imprinting accounts 
for his image of himself as a physician—he 
had it then, he has it now, and will always 
have it, no matter how far from the bed- 
side he strays. : 
From the age of 7 his summers wer 
spent on a farm and these were some of the 
happiest days of his life. He talks of 
threshing machines and of oiling and re- 
pairing them. He remembers the sweat of 
' the hot days in the wheat fields and he can 
grow lyrical about what it was like to wake 
up early on a cold Kansas morning, when 
snow was on the ground and all seemed 
blue, the wind was quiet and the sun rose 
slowly. He can recreate for his listeners his 
love for the snow, for, the earth, and for 


x 


, 


“inaugurate a complete program for the se- 


everything that was Kansas. Through his ~ 
love of the land and his pride in his family, ~ 
he has an almost mystical sense of being ~ 
bonded to the country. A 
He can become nostalgic about Ebaugh ~ 
and his hypomanic drive, which was com- — 
municated to all of his colleagues. Of him 
Ebaugh says: “His nuisance value was 
considerable. He would ask me the cause of © 
schizophrenia and push me regarding defi- ~ 
nitions of everything . .. He was a classical | 
hypomanic, so we had many things in com- 
mon.” During his first year of residency, the 
young neophyte underwent another ex- 
perience which still influences him. Just as ` 
Petrarch saw Laura, Bob saw Esther Wag- 
ner (Peg), a member of the nursing staff of 
Children’s Hospital, and neither poet was.” 
the same ever after. Bob’s descriptions of 
“Peg” outdo by’ far the poetry of his de- 
scriptions of Kansas. She was ill for a while, — 
so their marriage was delayed until June, — 
1933, and then, believe it or not, they were ` 
married in Loveland, Colorado. Everyone 
who knows Dr. Felix knows of the place she 
holds in his life, one shared only by Kathy, 
a daughter, and each is a joy unto the other. — 
The residency was over in 1933, the de- — 
pression was not. A variety of circumstances 
placed the young psychiatrist at the Depart- 
ment of Justice Medical Center in Spring- ~ 
field, Mo., as a commissioned officer in the 
U. S. Public Health Service. The next duty ` 
station was the Narcotic Hospital at Lexing- 
ton, Ky., in the beautiful blue grass country, 
and here his wife completely regained her ~ 
health, He advanced rapidly in this happy 
setting and in 1941 was assigned to the 
Johns Hopkins University for training in- 
public health. By this time, too, he was 
President of the Kentucky Psychiatric Ass0- 
ciation, a forecast of things to come. ; 
This training in public health was a i 
powerful influence for the young doctor, for — 
here he saw for the first time the necessity — 
of studying and understanding the epidemi- — 
ology of mental disease and the essential” 
role the social and behavior sciences play” 
in the picture. His entire outlook on psyz ” 
chiatry changed at that time. He graduated ~ 
with a Master's degree and as the war broke 
out he closed the year with orders to the 
Coast Guard Academy in New London to” 
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lection, counselling, and therapy of officer physician and public servant. 
trainees. It was here that the young officer of RHF would be complete without n 


was to bloom but, before chronicling his 
stay, there are several other influences to be 
mentioned. 

Among the seniors Bob had met, Walter 
Treadway and Lawrence Kolb, Sr. stood 
out in his affection. Both had been chiefs 
of the Mental Hygiene Division and Dr. 
Kolb had recommended him for public 
health training, Dr. Kolb had also had the 
seminal ideas for a Mental Health Institute 
in 1938 and recently, as Dr. Felix was being 
honored as President of the APA by his 
staff and friends, he reached into the group, 
called Dr. Kolb to the fore, and spoke of 
him as his mentor and the man who had 
laid the foundation for the development .of 
the NIMH. 

No account of these years ‘would be com- 
plete without mention of the second chief 
who was to greatly influence Bob’s life, Sur- 
geon General Thomas Parran. Of him Bob 
says : 


He was an inspiring leader who believed in 
giving his staff their assignments and in letting 
them alone. Always available for consultation 
and advice, he was most generous with both, if 
asked, From the start I had a very great ad- 
miration for Tom Parran and a sincere af- 
fection for him also . . . His insight into the 
mental health needs of this country was phe- 
nomenal . . . The program would never have 
gotten off the ground without his support with 
the Bureau of the Budget, the Department and 
with Congress. 


COAST GUARD. 


The Felix saga at the Coast Guard Acad- 
emy deserves a lengthy chapter, but edito- 
rial demands require that it merely be 
touched upon. How he placed psychiatry 
solidly in the program, how he gained the 
confidence of the officers, staff, and line, 
how he eventually became ‘a highly re- 
spected physician, confidante, and model 
for young medical officers, all must be 
passed over lightly. His program there was 
run with integrity with a-capital “I,” as it 
was before and has been since, and here is 
the cornerstone of his success. It was at New 
London, too, that he worked closely with 
“Vesty,” Dr. Seymour Vestermark, he ofe 
great'and good heart, a lovable, dedicated 


e 


of him. It was to Vesty that he I 
filial glance and there was a mutu 
spect and loyalty between them. E 
knew of the famous triple play team 
bit to “Vesty” to Felix. If one wanted 
thing done, the best way to have Bob 
was to convince “Vesty.” Frequently it re- 
quired Bobbit to do the original convinci 
When “Vesty” died all who knew him 
distressed but it was an especially sad 
to his chief. 


WASHINGTON 
On his 40th birthday, May 29, 1944, 
Felix was ordered to Washington as As 
sistant Chief of The Hospital Division. 
was obviously for the purpose of loo! 
him over and 2 weeks before Dr. Kolb ri 
tired he was told he would be Chief of 
Mental Hygiene Division. All of his accom- 
plishments since then are a matter of publi 
record, 
The time was right to strike a blow 
mental health and the Mental Health Act 
was conceived, worried about, corrected, 
and presented to Dr. Parran for his ayı 
nay. The details of all of this and the peo- 
ple involved and all the hopes and fears 
eventual successes are too vast to chron 
here. The bill was passed and was signed by ” 
the President on July 3, 1946, Congress ad- 
journed the next day. The National Mental 
Health Act was official and in business, 
without money, since there was no time 
obtain a supplemental appropriation. 
Bob was advised by the skeptics 
cynics that he had been given “the b 
- ness.” He had a law but no money and Con- 
gress had gone home. There would be a new © 
Congress next year and they were not bo 
by the other’s actions. Dr. Parran console 
him and appointed a National Advis: 
Mental Health Council and now mo 
was needed for it to have a meeting. Fi 
made the rounds of the foundations. 
executives were sympathetic, but skepti 
until finally the Greenwood Foundati 
now in limbo, put up $15,000 for the 
« ing, There is something paradoxical abo 
the fact that a small foundation staked 
‘agency which would, distribute millions, 
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n December 3, 1945, another event of 
Jd shaking importance occurred. Mary 
erine Felix (Kathy) was born and, as 
alter Treadway says, she became Bob’s 
greatest hobby. Kathy, in turn, sees no need 
_ for any fuss ; she just declares him “the best 
op in the world.” 

When Congress convened in 1947 the 
st appropriation came through, amounting 
_ $1,900,000. Thirteen years later the ap- 
propriation was to be $100,900,000. On 
pril 1, 1949, the Surgeon General abolished 
the Mental Hygiene Division, created the 
lational Institute of Mental Health as one 
the National Institutes of Health, and 
named Dr. Felix Director. The Institute be- 
e an essential arm of the Service and in 
arch, 1957, he was promoted to Assistant 
yurgeon General, Rear Admiral, and Prin- 
ipal Officer of Service for Mental Health 
nd Psychiatry. The amount of good this 
nstitute has done for the cause of mental 
ealth is incalculable. To even hint at the 
| scope of its research and teaching efforts 
uld. be far beyond our purview here, 


he whole psychiatric picture in this nation 
ould be one bordering on chaos. 


Often, as the record of a man unfolds, one 
-= sees how, wittingly or unwittingly, he is the 
isan who constructs his circumstances. 
may twist and turn, now going this way 
then going that, but eventually he ar- 
ives at the niche which was destined for 
him. If he can tolerate frustration without 


e reasonably liveable and, should he 
possess the qualities of dedication, discipline 
and courage, then he and the niche might 
come comfortable indeed. Love and duty 
will protect him and constitute the bound- 
aries which keep him in safe territory and, 
should he by chance be possessed of a touch 
humor to lighten the environment about 
him, then he and those who work with him 

‘will be thrice blessed. This is how the staff 
-members of the National Institute of Mental 
< Health consider themselves. There is no 


_ unwonted or sickly adulation ; they feel they, 


have a clear perception of the man who 


» 
yy 


eing weighed down, he can make that - 


° he reads widely in the field of lie 
>and he is somewhat of an expert on the Civi 


heads their organization. They know all of 
his faults and can recount them readily, 
but they regard him with respect and a 
genuine and deep affection, and love him 
with his faults and in spite of them. They 
recognize that he does not like being second 
best in anything; he wants the job done 
rightly and the spirit of being best is a part 
of his style of life. His wisdom and the 
soundness of his objectives, however, pre- 
vent this from being in any way unpleasant, 

When the Institute was small, “The Chief” 
knew everyone personally. The same interest 
that he displayed for the staff and the Coast 
Guard, he displayed for Institute personnel, 
He Kas the ability to understand the other 
person’s point of view and the same ability 
to-make every person he talks to feel that he - 
is a teacher who has something to impart, 
which otherwise Bob would not have 
learned. This is an art, for he must encour- 
age people who have something to con- 
tribute; yet he knows he may eventually ` 
have to sit in judgment upon that contribu- - 
tion. 

It is the consensus that Dr. Felix is a 
learned man. He knows well his own field 
of endeavor. Sitting as he does in the center 
of a group which is constantly receiving 
reports of progress in the different aspects 
of the field and being briefed by all and 
sundry, it is difficult to think of anyone bet- 
ter informed in the field of psychiatry. Cer- 
tainly, when he is fully briefed and pre- 
pared to appear before congressional com- 
mittees, there is no one better informed, 
for, like the astronaut who eventually will 
climb into the capsule, he has been in train- 
ing and preparing for the day when he will 
take flight up “on the hill,” prepared for all 
everitualities. At these times he is under 
tremendous tension ; symptoms appear ; he 
is frightened and scared and, yet, there is & 
certain security about his knowledge and a 
sureness of what is going on ; he believes in 
it and, when he goes up there, he is the 
Institute. 

There are other subjects besides medici 
and psychiatry in which Felix has an appre 
ciable knowledge and a high degree of 
interest. He knows and understands music, 


War. Most psychiatrists and many leaders in 
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other fields have had occasion to sit upon=psize. I have often pondered | ; 


committees and have watched this man 
work. Their first reaction is one of wonder- 
ment that anyone could have been chairman 
of such high-powered committees for 14 
years, passing judgment upon the worth of 
applications for grants and encouraging the 
opening up of new directions in psychiatry, 
without having a whole host of sharpshoot- 
ers after him. 

Next, they are in admiration of his qual- 
ities of associating himself in some way with 
everyone in the area, no matter who they 
are or where they come from. He has some 
relationship with each part,of the country 
and some investment in each .calling or 
profession he encounters. If he is speaking 
before a congressional committee on juve- 
nile delinquency, he recalls his own days as 
a “juvenile delinquent,” for he stole water- 
melons from farmers! Soon the committee 
members remember their own youthful pec- 
cadillos and then Bob moves into a dis- 
cussion of the mobilization theory of human 
behavior. The session ends with everything 
having been accomplished but taking up a 
collection. He had started with the small 
and simple, and ended on a note much more 
sophisticated. Dr. Parran once spoke of him 
as haying “the ability to take a broad geo- 
graphic view.” One shudders to think what 
might have happened had a man broad of 
beam rather than broad of view landed in 
that job and decided to play it safe and not 
take a chance on getting into trouble. Had 
this happened, we would still be back where 
we started from ages ago. 

Many of the present day developments in 
psychiatry have taken place because of the 
leadership and assistance of the National 
Institute of Mental Health and much of this 
success stems from the vision and unflagging 
devotion of Robert H. Felix, who has per- 
sistently worked toward the application and 
expansion of the public health approach to 
mental illness ånd mental health. His leader- 
ship has been directly instrumental in in- 
spiring the confidence of the Congress, the 
Executive Branch of the government, his 
superior officers, and his colleagues. One 
nationally known scientist says : “I can tell 
you there exists in NIMH an espirit de « 
corps, which stems directly from Dr. Felix, « 
that is unique in any organization of this 


` APA for 10 years and Treasurer for one. 


‘and a desire to help people. It is difficult 
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know so much about the various ; 
maintain the fantastic schedule that 
and be as effective as he obviously is. 
the basic reasons for his success is his 
ability to concentrate only on wha 
doing at a given moment and then rı 
every possible opportunity. He is a r 
father figure to the National Institu 
Mental Health and he apparently has tl 
rare virtue of leaving all of his trouble: 
not taking them home with him.” 

His hobbies amuse everyone, He goes 
everything with such enthusiasm that he 
unaware that he is exaggerating. The m 
est victory garden he. had during the war, 
the roses he grew in Washington, next the 
dahlias ! Then the woodworking in the base. 
ment—he is tooled up to make B-59’s, The © 
estimate is 50 dollars worth of tools for 
every dollar project. There are amusing 
anecdotes, too—the “tomcat” which had | 
tens, the purple exclamations when the ad- 
miral’s key was down on the intercom sys- 
tem—but we cant go into them. 
intimate friends see him as a man of open 
heart, great warmth, and a quality of humor 
which has endeared him as “The Kansa 
Windstorm.” 

Honors have been plentiful, as might 
supposed. He holds Doctor of Science 
grees from the University of Colorado and 
Boston University, and Doctor of Laws fr 
The University of Chattanooga and Ripon 
College. He is a diplomate, and member 
all of the psychiatric and Public Hi 
societies that he should be, and is a certifi 
mental hospital administrator. He 
Chairman of the Budget Committee of 


has represented his country abroad and at | 
home in many capacities in. the Public — 
Health Service and these, plus his n 
honorary societies and fraternal organiz 
tions, constitute a formidable array, 
numerous to mention here. A 
His deepest loves are his family, his cou 
try, his work, his church, and his friends, 
all of these should be put first. He is a 
tryman in the Episcopal Church and 
class he runs on Sunday about everything 
particular has to put out the SRO sign. 
Through all of this runs a deep sincerity 


had time to level with 
_ yet. As we survey this rather breathless, b 
intention. s wonderfully productive career, in which 
er, abo genuine si dedicated man carried the lamp of 
| his many abilities ; if he has any benevolence chiefly for “the weaker by 
they are simply potential friends wall,” we can say to him and of him : 


The secret consciousness 
Of Duty well performed—the public voice 
of praise that honors virtue and rewards it — 
_ All of these are yours. i 


CULTURE AND MENTAL ILLNESS * 


ASHLEY MONTAGU, Pu.D.? 


It is not, I think, too often pointed out 
that contemporary psychiatric theory and 
the development of modern cultural anthro- 
pology evolved at about the same time. That 
the cross-fertilizing effects of the two fields 
have been considerable and mutually bene- 
ficial has been gratifyingly clear for more 
than a generation. That the reciprocal inter- 
stimulation will continue in depth on an 
ever-widening horizon is already’ evident. 
The mental health of both“ disciplines will, 
in the future, depend to a considerable ex- 
tent on this continuing agreeable relation- 
ship. Something of what has thus far béen 
achieved as a result of the ethno-psychiatric 
interdisciplinary approach to the study of 
mental health and illness will, I hope, be 
made evident in what follows. 

With this obeisance to the ceremonial 
phase of the discussion, as it is called in 
anthropological circles, we may address our- 
selves to the more profane part of these 
ritual proceedings. 

We are to discuss culture and mental ill- 
ness: Let this be taken to mean that I shall 
not only be discussing the influence of 
culture on mental illness, but also the in- 
fluence of mental illness upon culture, The 
latter is an approach which, it seems to me, 
has received altogether too little attention. 

Perhaps we might commence with some 
working definitions of our terms. By culture 
we understand the man-made part of the 
environment, man’s symbols, ideas, values, 
traditions, institutions, pots and pans, and 
technology. As the late Sir John Myres put’ 
it, culture is what remains of man’s past 
working on his present to shape his future. 

By mental illness we may perhaps under- 
stand a more or less gross, more or less per- 
sistent failure of social adaptation. It should 
be made clear at the outset that the term 
mental illness as used here refers to func- 
tional mental disorder, and not to organical- 
ly originating mental illness. It is under- 
stood that genetic factors and, probably, 

1 Delivered as the Dinner Address at ‘the 
Eighth Annual Psychiatric Institute of the New 
Jersey Neuro-Psychiatric Institute, Princeton, N. Fz 
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prenatal factors‘ are each classes of vi 
which, under certain cultural conditi 
capable of making a significant contributi 
to the incidence of mental illness. By 
tal health we shall mean the ability to love 
and to work, or if you like, the balance be 
tween anxiety and its resolution, = 
It should be understood that with the 
velopment of human culture man has 
tered a new zone of adaptation, in whi 
through the socialization process, he learns 
what is expected of him and what he may ~ 
expect from others. He internalizes 
norms and acquires a working knowledgi 
his culture as a whole. While no one in : 
culture ever develops a mastery of ev 
aspect of the culture, in different cultures 
and in different segments of the same cul- ~ 
ture there exist significant differences in 
both the quantity and the complexity or 
quality of the cultural variables, a good — 
many of which the average member of such 
a culture is able to command, In general 
nonliterate cultures (the so-called “prim 
tive” cultures) are both quantitatively 
qualitatively less demanding of their men 
bers than literate cultures, at least, thi 
would appear to be so. The individual i 
simply not assaulted by so many and | 
various stimuli or expected to know and 
as much as the average member of liter: 
It is an open question whether we do no 
have in this difference one that is in its 
a significant factor in producing the diffe 
ences in the frequency and distribution 
the various forms of mental illness. I 
possible that the sheer weight, recurren 
and complexity of the innumerable va 
bles which the person has to master in 
complex society constitute if not the su 
ficient conditions, then at least some of th 
necessary conditions in contributing to th 
incidence of mental illness of various kin 
in societies culturally so weighted P 
strain of life under highly complicated an 
stressful conditions of existence can play 
havoc with the human organism, 
seems to me reasonable to suppose that: 


s stressful a culture is upon the individual 
e less likely is there to be mental illness 
in such a culture. The evidence of cultural 
anthropology supports this relationship. 

In every culture there probably exist dif- 
ferences among individuals of a genetic and 
constitutional nature in the ability to adjust 
the stresses and strains of the load of 
cultural competencies they are required to 
ry. But when that has been said one has 
id very little, for the role played by the 
genes is extremely difficult to measure, and 
constitution is itself the dynamic expression 
f the interaction between genetic and en- 
‘onmental factors, It is a massive task, 
which no one has yet undertaken for any 
population, to tease out and determine to 


ironmental influences are responsible for 
the individual's response to the cultural load 
yhich is placed upon him. 
_ The environmental factors begin to be 
erative upon the organism from the 
moment of conception, and even before. By 
“before” I refer to the influence exercised 
_ by environmental factors upon ova and 
sperm before conception. We know that en- 
ronmental factors operative during the 
renatal period are capable of producing 
hat Pasamanick has called a continuum of 
ep ‘oductive casualty, which ranges all the 
“way from death to transitory minimal cere- 
ral defects, I believe that in connection 
ith mental illness we shall have to con- 
ider the possibility that different cultures 
provide the conceptus with different pre- 
atal environments sufficiently different to 
_ affect the individual’s subsequent behavioral 
evelopment. The influence of prenatal fac- 
‘tors upon behavioral development is a fasci- 
_ hating subject which has only just begun 
to come under investigation. The cultural 
aspect of the subject remains virtually com- 
letely untouched. Neither the anthropolo- 
gist nor the social biologist, nor, it should 
be added, has the psychiatrist, devoted any 
ignificant attention to this area of human 
experience. And yet the experiences of the 
human organism during the first 267 days 
_ Of its life in utero may turn out to have a 
highly important bearing upon the epidemi- 
ology of mental illness. The culturally de- 
_ termined differences in the pregnancy ex- 
perience of women in different’cultures may 


oe 


well result in differences in predisposition to 
mental illness of the individual in different 
cultures, 

There is evidence that in our own cultur 
babies born to mothers who have had dis- 
turbed pregnancies, at birth already exhibit 
behavioral disturbances. I refer to the wor 
of Sontag in this country and of Stott i 
England. Intrauterine convulsions of th 
fetus have been described in mothers whi 
were emotionally disturbed, and there i 
evidence that the fetus can be sufficiently 
emotionally disturbed in utero to develop. 
a peptic. ulcer and be born with it. May it 
not be that the differences in cultural ex- 
periehce during pregnancy in different cul" 
tures constitute a significant factor in the 
etiology of mental illness ? K 

A period very differently handled in dif 
ferent cultures and which, it may be sug- 
gested, is possibly critically productive of 
differences in the predisposition to menta 
illness is the first year of postnatal life 
There is a good deal of evidence which inz 
dicates that the first postnatal year, and” 
especially the first 6 months, is a develop: = 
mentally very much more sensitive and 
vulnerable period than has hitherto been 
supposed, and that cultures which fail to 
recognize this are likely to exert a damaging 
effect upon the development of the indi: — 
vidual, The evidence is both interesting and ” 
convincing, and a good deal of it has been 
summarized in Bowlby’s WHO report Ma 
ternal Care and Mental Health and in my 
own The Direction of Human Develop: 
ment, Recently I have come to view mans, 
gestation period as not being completed 
till about 8 to 10 months after he is bom, 
that is, about the time when he begins to 
crawl. Uterogestation is terminated, in my 
view, principally because the size of the” 
fetal head reaches the maximum size con- 
sonant with its ability to pass through the” 
birth canal. The fetus must be born when 
it is born if it is to survive, but its gestation 
must continue outside the womb, a process - 
which I have called exterogestation, similar 
to that of the marsupial. If this interpreta- ” 
tion of the facts is correct then it should be ~ 
clear that the human infant during its first ” 
year is in a very much more precarious po- 
sition in relation to the world into which it 
is born than we had previously supposed: — 
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Mother and child continue to form a sym- 
biotic unit at birth. Birth is wrongly inter- 
preted as an interruption of that unity, a 
unity which should continue for many 
months after birth, and which both mother 
and infant are reciprocally designed to con- 
tinue. Contact with the mother’s body, the 
baby’s visual experience of that body, the 
support she gives, the breastfeeding that 
should continue for at least 9 months, all 
these are indispensably necessary conditions 
for the wellbeing and healthy development 
of the infant. Any culturé which discourages 
its mothers to behave in this manner is like- 
ly to contribute in a major way to’ the pre- 
disposition to mental illness in its members. 
The extreme dependency of the infant must 
be met with all the responses it calls for. 
Unless these are provided the results may 
be subsequently catastrophic. Whether such 
satisfactions are afforded the infant is a 
matter which in every society is culturally 
determined. Hence, here is a basic relation 
between culture and the incidence of men- 
tal illness. 

At this point it is perhaps necessary to 
say that no culture is completely homogene- 
ous, in the sense of providing or being the 
same for each of its members, There are 
differences of status, roles, class, caste, and 
the like. There appear to be interesting dif- 
ferences in the frequencies, and in some 
cases even in the kinds, of mental illness, 
associated with such social differences. This 
has been clearly demonstrated in Hollings- 
head and Redlich’s 10-year study of the 
New Haven community, Social Class and 
Mental Illness. Among the 5 social classes 
distinguished by these investigators, the 
results showed “The lower the class, the. 
greater the proportion of patients in the 
population.” Class differences in type of 
mental illness followed the rule: “The 
higher the class the more neurosis and the 
less psychosis, or inversely, the lower the 
class the mote psychosis and the less neu- 
rosis.” But, as Hollingshead and Redlich 
point out, these differences may be an arti- 
fact of the different ways psychiatrists are 
utilized by the classes. Also genetic and 
constitutional factors may play a role. How- 
ever this may be, Hollingshead and Redliche 
have made out a good case for the view that 
“who becomes a psychiatric case, particu- 


_ by that remarkable anthropoligst Benjamin 


* mental, or other reasons are unable to 


larly if neurotic behavior is involved, 
pends in large part upon where one i 
the class structure.” Similar findings have 
been reported by Kaplan, Reed, and I 
ardson on the gested Wellesley, Mas- 
sachusetts population, and the “below ave 
age” “Whittier Street area” of Boston, 
Class and caste, and even religious differ- 
ences within any culture, often become 
significantly different from each other as are 
the differences between. different cultures. 
This is not a new observation, Anyone of 
any experience of life has repeatedly made 
it, and it was quite clearly stated in 1845 


Disraeli when, in his programmatic novel ~ 
Sibyl, he says, “I was told that the Privi- — 
leged and the People formed Two Nations, 
(Bk. Iv. Chap. 8). The “Two Nations,” of 
course, being the upper and lower classes 
of 19th century England. f 
In America Jurgen Ruesch finds that the 
preponderance of psychosomatic conditions: 
in the lower middle class, “the culture of 
conformance and excessive repressive tend- 
encies,” may be explained as due to 
lack of expressive facilities, hence the solu: 
tion of psychological conflicts throu; 
physical symptom formation. In the lower 
classes, hostility frequently tends to express 
itself through accidents, fractures, and trau- 
matic disease. The upper classes, “with over- 
bearing superego traditions” manifest a rel- 
atively large frequency of neuroses and 
psychoses, especially of the manic-depres- 
sive type. È 
Tietze, Lemkau, and Cooper in their 
study of the relation between mental illness 
and socioeconomic status in America found 
that schizophrenia tends to be the mental 
illness most common among social isolates, 
such as unskilled workers, farmers, or lone 
urban residents and manic-depressive illness 1 
being most prevalent among professional, 
religious, socially prominent, and o 
groups of persons, who have strong ideal- 
istid, interpersonal, and community involve- ~ 
ments. {i 
Every culture requires the acceptance of 
a certain number of fundamental values. 
This requirement in many cultures, if not in 
all, is itself generative of stress in some in- 
dividuals who, from constitutional, fn r 
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st to such values. In some cultures, such 
ur own, the attempt is made to socialize 
e individual in irreconciliable and mutual- 
ly conflicting values. For example, the acci- 
ents of history have made, Americans the 
eirs of the Hebraeo-Christian tradition 
ethically, and of successful competition 
within the framework of American social 
evolution. A great many individuals break 
own from the effects of unsuccessfully 
struggling to reconcile the Sermon on the 
ount or its equivalent with the principle 
‘competition. Others find no difficulty in 
armonizing the two. As a consequence of 
carrying the burden of such conflicting 
values why do some individuals break 
own, while others do not, exhibiting, at 
ost, only minor symptoms ? Until a great 
‘deal more research has been done it will not 
be possible to return a satisfactory answer 
this question. 

~ Where the culture provides institutionally 
ctioned outlets for the reduction or reso- 
uti of the stresses it creates, or where the 
ndividual can find these for himself without 
oo much strain, mental illness is likely. to 
e avoided by those who can utilize these 


Jarolines of Micronesia, where the climate 
leasant, land and sea produce an abun- 
ce of food, and the work required of any- 
is neither long nor strenuous, it is not 
difficult for anyone to live up to the para- 

aount values of the culture : kindliness, co- 
operation, and nonaggression. Spiro tells us 

at no one could remember a single in- 
tance of murder, rape, robbery, or fighting 
with one exception). Hostility finds an 
outlet through individual and cultural fan- 
tasy, that is, through dreams and legends. 
eligion provides another outlet for hostility 
through its good and bad ghosts (alus). 
But even on Ifaluk mental illness some- 
times occurs, and there were 3 such cases 
in which, interestingly enough, a dominant 
characteristic was the subdued aggressive- 
~ ness of each affected individual. Spiro at- 
tributes the repressed hostility and anxiety 
of the Ifaluk individual to the peculiarities 
of Ifaluk infantile experience—Iargely the 
morning bathing of the helpless infant in 


. maintain it. And this is the main incentive 


-interesting case-history which may help us 


the cold water of the lagoon—water so cold 
that adults avoid it until the sun has warmed 
it and it becomes bearable. All else is over- 
indulgence until.4 years of age, when chil- 
dren’s emotional needs are both ignored and 
rejected, > 

Why do the vast majority of Ifaluk man- 
age to avoid mental illness? The answer, 
according to Spiro, appears to be the sane. 
tioned outlet that religion primarily affords, 
Aggression is displaced upon the maleyo- 
lent ghost, the alus. Another important 
means of reducing hostility and anxiety and 
satisfying the Ifaluk’s dependency needs, is 
the institution of the chieftainship. As the 
paramount Ifaluk chief put it, 


The chiefs are like fathers here. Just as an 
empty canoe is tossed about by the waves and! 
finally sinks, so, too, a society without chiefs. 
is tossed about by conflict and strife and is de- 
stroyed. If a father asks his son not to behave! 
badly, the latter may not obey him since he 
may not respect him highly. But all people 
obey the words of the chiefs, since they are 
feared and respected by all. The chiefs’ duty” 
is to see that the people behave well. The chiefs” 
must constantly tell the people to be good, or 
else the society, like the canoe, would be dez 
stroyed. 


In the United States quite a number of 
people felt the same way about Franklin 
Delano Roosevelt, When he died in 1945 it 
was for millions as if a protecting father had 
died. The importance of making a strong 
identification with a parental figure in the 
development and maintenance of mental 
health is today, I believe, abundantly clear. 

The Ifaluk fear to lose the love of their 
chiefs and do everything in their power to 


to conformity to the ethos of cooperation 
and kindliness which the chiefs so promi- 
nently personify. The chief is a warm, lov- 
ing, parental figure, The love and praise 
given by the chiefs provide the essential 
satisfaction and security of which the indi- 
vidual was deprived as a child, 

Perhaps the Ifaluk has achieved an ap- 
proximation to the Welfare State from 
which other societies could learn a thing of 
two. At any rate, the Ifaluk do afford an 


to understand better by what cultural de- 


vices mental illness could be kept to a mini- 
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mum in any society. The indications are that 
emotional stress, anxiety, and conflicting 
values must be as minimal as possible, but 
since such experiences are not wholly avoid- 
able, that the culture provide institutionally 
sanctioned means for the expression of ag- 
gression and the reduction of anxiety, as 
well as support for the dependency needs 
of the individual. It is interesting to note 
here that in the western world mental ill- 
ness is least frequent among the subscribers 
to that religion which makes a real attempt 
to satisfy these requiréments, namely, the 
Catholic. This suspicion was corroborated 
by the findings of Hollingshead and Redlich 
on the population of New Haven, although 
they found that among the lowest class 
Catholics there were more frequently psy- 
chiatric patients than among either Jews or 
Protestants. Why this should have been so 
remains an interesting but unanswered 
question. 

Fairly clearcut evidence of the relation 
between culture and mental illness is to be 
found in a culture which flourishes in our 
very midst, namely, that of the Hutterites. 
The Hutterites have a reputation for peace 
of mind, and many who have written on 
them have been lastingly impressed by this 
quality. Eaton and Weill and their co- 
workers, on first contact with them. were 
struck by the generally prevailing atmos- 
phere of relaxation, contentment, coopera- 
tiveness, and absence of manifested anxiety. 
Upon investigation, in the summer of 1951, 
it was found that out of a Hutterite popula- 
tion of 8,542 people, 199 or 1 out of every 
43 living Hutterites were then mentally ill 
or had been previously. 


The total number of schizophrenics was, 


9, manic-depressives 39, there were 58 with 
neuroses, 16 with psychophysiological dis- 
orders, and 6 with personality disorders. 
Withdrawal in so well-knit a group as the 
Hutterites is difficult, and this Eaton and 
Weill suggest may explain the fewness of 
schizophrenics. On the other hand, depres- 
sion appears to be an intensification of a 
culturally supported normative trend. 
Among the Hutterites no cases have been 
know to occur of psychoses due to drugs, 
alcoholism, or syphilis. There were no psy+ 
chopathic personalities. Murder, arson, vio- 


lent physical assault, or sex-crimes were ` 


quite unknown in this group. Only two 
sons showed moderately severe charact 
disorders. Divorce, separation, or even fami- 
ily quarrels were rare. Violence, panic, and 
severe regression are uncommon, even 
among psychotics; suicide was extremel 
rare, i 
Eaton and Weill conclude that the facts 
justify the generalization that Hutterites. 
tend to internalize their problems rather 
than project them into. their relationshi 
with other people. Under stress, they are 
much more likely to be anti-self than anti 
social. The socialization process and co: 
munal indoctrination supports this norma: 
tive behavior tendency. This emphasizes 
submission of the individual to community 
expectations, the principle of personal guilt 
and pacifism. Sug 
Such findings have led to the formulati 
of the hypothesis of specific cultural rel 
vance with respect to the epidemiology 
schizophrenia and manic depression, to wit, ” 
as we have already seen, schizophrenia is 
the disorder of social isolates and 3 
depression the disorder of the socially in 
volved. At the same time the structure 
Hutterite society does seem to show ral 
clearly the kind of cultural factors that 
operative in relation to the production of 
individual and social disorganization or non- 
disorganization. ‘i 
It is fairly evident today that all h 
beings at some time during their early 
velopment possess the- potentialities 
behaving in schizophrenic, manic, d 
sive, obsessive, or anxiety patterns. Wh 
an individual will respond to his behavic 
environment, that is, his cultural environ 
ment, with one pattern of behavior or 
other will depend very much upon the 
sures of that cultural environment, mak 
all necessary allowances for genetic a 
constitutional factors. Some cultures 
duce more and more severe forms of th 
responses than others, and the cultu 
strésses that do so may vary in their na 
in different cultures. In some cultures m 
tal illness is institutionalized, by which 
meant not that the individual is put ini 
institution as a sick man, but rather th 
and his behavior are incorporated in 
society as a normal part of it. The 
whom we would yegard as normal 
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_ society would be regarded as sick in such a 
“culture. The diabolical, hostile, paranoid 
_Dobuans of northwestern Melanesia make a 
virtue of treachery and ill-will, and would 
regard anyone who deviated from this pat- 
tern as utterly unfit to deal with the malig- 
nancies of this cutthroat world. Malignancy 
and hostility are therefore institutionalized 
as the ethos of Dobuan culture—it is a way 
of life. 
_ Similarly, the Balinese, in a culture in 
which the food and material goods are ade- 
quate, war and crime at a minimum, the 
arts highly developed, the traumatizing ex- 
periences of childhood turn the Balinese 
into schizoid personalities. From about 5 or 
6 months of age, and steadily becoming 
more definite as the child grows older, the 
_ mother continually tantalizes and teases the 
~ child. She stimulates him to show emotion, 
love or desire, jealousy or anger, and then 
turns away, as the child in rising passion 
-ragingly and despairingly implores emo- 
tional response from her. The discourage- 
ment of interpersonal emotion is systematic. 
The child never attains a climax of emo- 
ional response, and the resulting with- 
-drawal is seen in a lack of responsiveness 
hich is established by the age of 3 or 4. 
The relationship to people remains distant, 
ary of the expression of too much feeling, 
_ When he is frightened, the Balinese falls 
into a soft sleep from which it is difficult 
to wake him, When he has to wait he may 
ar into a fetal position and fall asleep. 
Vithin his own highly elaborate system of 
time.and space he moves relaxedly and with 
grace; in an unknown situation he is unable 
_to act.at all. On tests, the Balinese respond 
like schizophrenics, yet they are fully func- 
tioning members of their community. 
< Responding to a question raised by 
Lauretta Bender, “How many schizophren- 
ics can a society absorb and survive ?” Mår- 
_ garet Mead says, 
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One might say that Bali had been able to»ab- 
sorb a much higher number of those who 

~ would be schizophrenic in other societies, until 
_ their special potentialities, seen now as one 
variant of human nature, had helped develop 
a social order that was self-perpetuating. To 
this all children born in Bali were exposed, 
they, in turn, absorbing, in posture and gesture 
and capacity to move within a highly protected, 


» 


symbolic system, something of the special gifts, 
the special vulnerabilities, the special sensitivi 
ties of the potentially schizophrenic, fitting in 
with the phrasing that “schizophrenia is not so 
much a disease as a way of life.” In studying 
Balinese culture, the details of childhood ex- 
perience may be seen as a way in which a 
culture perfectly adapted to the particular con- 
stitutional needs of schizoid individuals is com. 
municated to all human children, involving far 
greater trauma for some than for others, sub- 
duing all to a state where they do not threaten- 
the pattern, and developing an insatiable de- 
mand for symbolic’ rather than immediate 
satisfactions, turning the schizoid hunger for a 
meaningful pattern into an appetite for the 
practices of living arts (in F. Alexander, pp. 
439-440). 


The important thing to note here is that 
in Bali the schizoid habitus has become in- 
stitutionalized and that it has given Balinese ~ 
culture its essential character, in the arts, 
interpersonal relations, and in religion. This 
has been discussed by others elsewhere; 
here it must suffice to say that the arts, in- 
terpersonal relations, and religion are 
greatly influenced by the prevailing psy- 
chosis—using that word to mean no more 
than “a state of mind”—and each of these 
cultural activities and institutions affords 
the individual abundant opportunities for 
the maintenance of his own self-homeo- 
stasis, 

Thus, we begin to perceive how mental 
illness may, to a large extent condition the 
institutionalized forms of emotional expres- 
sion such as religion, pageantry, painting, 
carving, puppet-making, music, the dance, 
drama, narrative, and the like. For in Bali 
it seems quite clear that these forms of emo- 
tional expression are designed to fit the re- 
quirements of the individual’s emotional 
needs. 

The effects of mental illness upon the — 
structure and functioning of society is a 
matter which in our own time has assumed 
the dimensions of a world important prob- 
lem. No less than the problem of the sur- — 
vival of mankind itself. The question is: 
How behaviorally deranged can a society 
get before it endangers its own surviv: 
and that of others? Before that question 
can be answered we must dispose of the | 
doubt as to whether it is possible for 4 
society to be behaviorally deranged, and 
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consider whether the phrase is only a figure 
of speech. I recall a brilliant book by an 
Englishwoman, Caroline E. Playne, The 
Neuroses of the Nations, published in 1925. 
It was 30 years before its time. I read it in 
1925, and I also read the reviews. I was 
impressed by the book, but not by the re- 
views, which were largely scornful. How 
could a nation be neurotic ? Neuroses ap- 
plied to individuals, not to such complex 
entities as nations. This was the main criti- 
cism of what was otherwise conceded to be 
a well-written and intefesting book. Only 
8 years were to pass, or if you like 20, for 
Miss Playne’s analysis of the Gerrian and 
the French neurosis to receive full corrobo- 
ration from the tragic dénouement of 
events. But meanwhile Miss Playne’s book 
and her examination of national neurosis 
has been forgotten. I should like briefly to 
quote her thesis in her own words, She 
writes : 


The study on which we embark of the national 
group-minds of the two great continental rep- 
resentatives of Western civilization, France and 
Germany, is an examination of the nature of 
the limitation which in their case “held up” 
the generation who lived at the beginning of 
the twentieth century. And the contention is 
that the special limitation of human nature 
which hindered the progress of this generation 
was the failure of men’s nervous systems to ad- 
just themselves to the ever-increasing strain of 
life under highly stressed and complicated con- 
ditions of existence. Out of this failure of ad- 
justment arose nervous excitement, nervous de- 
pression, general irritation, resulting in anger 
and passion. Primitive passions burst forth, 
accompanied by emotions of instinctive type. 
The effect of this upthrust of ancient and ob- 


solete furies into the newer order was so turbu- . 


lent, that . . , they swept the masses out cf the 
path of reasonable advancement and plunged 
them into a series of group-neuroses. 


Whatever one may think of Miss Playne’s 
explanation of the dynamics involved, it took 
the spectacle of Nazi Germany to convince 
some observers, at least, that a whole nation 
could be mentally ill, for how otherwise 
would it be possible to account for the be- 
havior of the Hitlers, Goerings, Goebbels’, 
Himmlers, and Eichmanns, and countless, 
others like them but by the history of the 
average German's behavior? Those who 


-predicted that it will again. Just as itm 


had known many Germans and who 
gave the matter any thought, like 
German exiles Heine and Nietzsche, w 
aware of what the Germans subseque 
proved themselves capable. One does - 
have to read the memoirs of Nazi i 
or concentration camp commandants ti 
know that the cultural conditioning of 
majority of the Germans was such as t 
make rigid, fearful, emotionally shallow: 
humanely arid, obeisant and obseg 
creatures, who were never happier tha 
when commanded or commanding, Th 
parallel between German family struct 
and the structure of German political life 
now something of a cliché of the psychi- 
atry of peoples. Dr. Bertram Schaffner has ~ 
discussed this subject in his aptly titled 
book Father Land: A Study of Authori- 
tarianism in the German Family. The m 
ner in which the adult German personality 
is formed within the German family i 
great part serves to explain that personality, 
The fear and respect, Ehrfurcht, inculca 
for the father, Pflicht the ee 
of duty which seems to serve the 
as a substitute for what is elsewhere kno 
as a conscience, the absence of love, 
subservience of women, the commandin 
position of the father, the word of the fa 
as inflexible law, the unquestioning obe 
ence expected of children and inferiors, 
emphasis on work, the thoroughness and 
tention to detail, the fear of failure, the 
cipline and regulation, the enforced 
ity of the child, the lack of freedom, ‘ 
the like, would be enough in themselyés t 
explain why the Germans are Germans. | 
No analysis can be attempted here of the” 
historical conditions which caused 
culture to develop in this way, but 
is one man who deserves a major s 
the discredit that man is Martin Luth 
wab not, however, one man, but many wht 
were responsible for Germany's totalitar 
development. Germany was and still isi 
natien of little Hindenburgs, Lude 
and Hitlers. They are turned out as reg 
ly and as invariably as a pattern made to 
template. The patterning of the 
personality has on’ two occasions alr 
had the most devastating consequences 
millions of human beings, and it may 
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predicted that all American attempts to 
ocratize the Germans will fail. The 
ericans helped the Japanese to achieve 
democratic revolution that had already 
long been in the making. But can a nation 
of little Hitlers be taught democracy? I 
elieve not. Democracy is something one 
learns in the home. It is not simply a politi- 

doctrine. Politics is life, and political 
ttitudes are founded in the home. “Do you 
imagine” wrote Plato in The Republic “that 
constitutions grow at random ‘from stone 
to stone, and not from those characters of 
the men in cities which preponderate and 
draw the rest of the cities after them ?” The 
aracters of “the men in the cities” are de- 
rmined by the agencies that shape them 
ithin the family. Democracy in Germany 
can come about, if at all, only by gradual 
evolution, and only after the German family 
as democratized itself. As things are today 
ere is hardly a German who really under- 
_ stands the meaning of democracy. 

_ The comparative psychiatry of cultures 
d of nations would be a fascinating topic 
) pursue further. It is a subject in the 
k making. Each nation has its own psychosis, 
_and some of them happen to be more dan- 
erous than others. I hope I have said 
nough in this paper to suggest that it is a 
ject worthy of our closest attention. 
have thus far spoken of the influence 
of cultural factors upon the incidence of 
mental illness. I should now like to say 
something about the influence of the mental 
illness that prevails in any culture upon the 
ondition of that culture. It should be clear 
that in a culture in which there are as many 
sick individuals as there are in Dobu that 
such a society must either ultimately de- 
stroy itself or change its character. Dobu is 
remarkable example of what happens to 
a culture when virtually everyone in it is 
mentally unbalanced. Mental illness be- 
omes the norm of behavior, and in a short 

ime there remains no one in such a society 
who is able to perceive that such behavior 
is, in fact, socially maladaptive and destruc- 
tive. The parallel to some western societies 
is rather deadly, and we in the western 
world have to ask ourselves, before it is too 
_ late, whether it may not be that at the pres- 
_ ent time we stand at the very edge of doom 
f: because mental illness has become endemic 
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among us and institutionalized as a way of 
life. We have to ask ourselves how mentally 
fit are those men in our culture who occupy 
high office and influence the lives of millions 
of others ? ig 

We have to consider whether motivations 
which move many men to acquire political 
power are not generated by something less 
than the desire to be of help to mankind, 
and we have, in addition, to consider 
whether the citizens who make it possible 
for such persons to realize their drive for 
power, are not perhaps as sick as those they 
elect. 

Mental illness, it would seem, has not 
been.uninfluential in the appearance of cer- 
tain forms of art, architecture, and litera- ~ 
ture, not to mention many of the things that 
are said and done through the usual form — 
of these arts, » i 

A culture such as that of the United 
States, which not only permits but encour- 
ages the employment, for example, of news- 
paper columnists who are clearly mentally 
ill, in which such men grow to riches, fame, 
and even respect, evidently caters to the 
deepfelt needs of mentally sick individuals. 
This is further evident in the nature of the 
entertainments favored by the masses, in 
which murder, violence, rape, and sexuality. 
form the staple article of diet, and in the 
plays having morbid and perverted themes 
for their plots. It would appear that it is no 
longer the blind who are leading the blind 
into the ditch, but the mentally ill who are 
leading the mentally ill, and contributing to 
the secularization of even greater numbers 
of mentally ill. 

We stand much in need of a social psy- 
chiatry which will devote itself to the study 
of the causes and cure of the mental ill- ” 
nesses of cultures, 
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A VISIT TO THE ARGENTINE * 


JOSEPH WORTIS, M.D.? 


An invitation to the Second Argentine 
Psychiatric Congress held in Mar del Plata 
November 2-6, 1960, provided a welcome 
opportunity to meet some of our South 
American colleagues, visit several institu- 
tions, and acquaint myself with some Ar- 
gentine psychiatric activities. 

In recent years there has been a very 
rapid increase of psychiatric interest and 
activity in the Argentine. Forty years ago 
there were probably no more than 50 Ar- 

tine psychiatrists, working mainly in 
itals; there are now over 600 physi- 

cians of various levels of training working 
more or less exclusively in psychiatry, most 

~ of them in private practice, including about 
= 100 alg se ried yr a a 
congress initiat cooperating psychia- 
Snr ese e Be 11030 3 fhe broaden- 
A profess interest, now involving 
pag and other auxiliary workers, 
‘Ted to a larger second conference in the 
beautiful sea port of Mar del Plata, south of 
B Aires, There were about 500 partici- 
s including nearly 300 psychiatrists. 
4 other South American countries 
“were represented. The principal themes 
" were mental health and work, clinical psy- 
' chopharmacology, and the neuroses and 
3 psychoses of childhood ; 100 papers were 
i 
4 


` presented and round tables held. The entire 
gs will be published. In general 
a sophisticated level 


quent references to the social context of 
tric disorders. There appeared to 

a much greater willingness for different 
schools to meet together than is customary 
in our country. Very little experimental 


11 would like to thank my Argentine hosts for 


, Drs. Gregorio and 
Sylvia Bermann, Dr. Pichon Riviere, Dr. Reca and 


many questions. 


2From the Dept. of Psychiatry, State Univer- 


pital of Brooklyn. 
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work was presented, research design was 
negligent, and statistical refinement rare— 
all reflecting basically an inadequate sup- 
port of psychiatric research. Many of the 
clinical psychopharmacological studies were 
directly sponsored by the drug companies, 
who helped support the Congress in other 
ways. The newer drugs are widely publi- 
cized and enjoy considerable vogue ; they 
may be sold in the Argentine without medi- 
cal prescription. 

The fishing port of Mar del Plata is not 
only a resort for the porteños but has one 
of ‘the biggest gambling casinos in the 
world, run by the provincial government. 
It has, moreover, a socialist mayor. Part of 
the income from the tourist trade goes into 
social services, and a modern cerebral palsy 
rehabilitation center, Il Centro de Rehabil- 
itacion para Nifios Lisiados (CERENIL), 
has recently been developed there under 
the enterprising leadership of Dr. Juan O. 
Tesone, an American-trained orthopedic 
surgeon who has not only brought new 
equipment and techniques to Mar del Plata, 
but has succeeded in mustering ample phil- 
anthropic aid from the local business in- 
terests, CERENIL has even been allocated 
a block of beach cabins whose lucrative 
rentals help support the service. 


BACKGROUND 


Nineteenth century Argentine society was 
still largely feudal, with a wealthy landed 
gentry that controlled huge holdings, an 
aristocratic ruling class and a large popu- 
lation of extremely poor peons or workers. 
Recent decades have seen the rise of a pros- 
perous commercial and professional mid- 
dle class who live in modern comfort in 
the large cities, with theaters, autos, opera 
and smart shops that rival the best of Eu- 
rope’s. But striking class differences still 
remain, and on the outskirts of Buenos 
Aires big areas of one-room hovels can be 
found, without water, electricity or sewage, 
where scores of thousands live in squa- 
lor, and where infant mortality in the sum- 
mer months reaches terrible figures; con- 
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ditions in the sparsely settled interior are 
said to be as bad or worse. According to 
the figures from the Ministry of Health, 
infant mortality in the country as a whole 
is 60 per 1000 (compared with 27 per 1000 
in the U.S.A.) but is only 30 per 1000 in the 
populous cities—an average based on a very 
unequal rate in different sections. Infant 
mortality is especially high in the rural areas 
(in some districts as high as 200 per 1000) 
and over half of the children in these areas 
have intestinal infestation. Figures given 
to me at the Health Ministry indicate that 
expenditures for health services from all 
sources—public and private—amount to 
about 1200 pesos per person per year 
($15), but most of it comes from, public 
funds. There are now 28,000 psychiatric 
beds in the country, but 48,000 are said to be 
needed (though some think it would be 
wiser to expand acute and preventive serv- 
ices). 50 to 65 pesos per person per day 
are paid for all services and maintenance for 
psychiatric cases in public hospitals, but 
officials told me they need at least 100 pesos 
per day as a bare minimum. In the larger 
public general hospitals in Buenos Aires 
the present costs are 400 pesos per day per 
patient. Other welfare services related to 
psychiatric needs are similarly backward, 
so that social factors not only create exces- 
sive psychiatric morbidity, but prevent 
effective treatment and rehabilitation. Re- 
cent inflationary trends have aggravated 
the whole problem. 

The population of the country has in- 
creased rapidly from less than 5,000,000 
in 1900 to over 20,000,000 at present. Much 
of its immigration is thus relatively recent. 
Argentine is the most European of the Latin 
American countries, with relatively little 
Indian and practically no Negro popula- 
tion. In spite of some very poor areas, it 
is economically the most advanced country 
in South America. It has always been 
strongly baund by economic ties to Euro- 
pean and more recently American interests, 
and its upper classes were typically edu- 
cated in foreign or foreign-language schools. 
At the begining of this century its neurol- 
ogy and psychiatry were mainly influenced 
ae French ; after World War Seas 
and to some extent English influ 
appeared, but for the past 2 oe: dions 
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been following the Russian lit 
of the books, on display at 
were translations of American auti 
past period has also seen a defi 
tion of psychiatry from neurology, a hi 
increase in the private practice of psych 
try, and an active development 
analysis. : 

Argentina is proud of its own p 
traditions, Diego Alcorta (1807-42 
our Benjamin Rush, was by! 
influences and was interested in both p 
cal and social causes of 


of psye 
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pe 


World Health Organization. Dr. 
Bermann, another early psychoan 
since defected to the anti-psyc 
a tly without dama 
ing in the profession, rie 
tine Psychoanalytic Association now Mi 
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HOSPITAL NACIONAL NEUROPSIQUIA) 


* Following the conference, I spent 
visiting various psychiatric facilities 

the city. When I said I wanted to see U 
worst as well as their best I was advi 
to visit the federal Hospital New 

trico in the suburbs. The hospital 
of a neglected grou of stucco and 
that are no me 
ps sandy rubble, It 
4/500 patients on a budget of 50 
patient (420) a gay, without a sing 
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time trained psychiatrist, very few trained 
nurses, not a single social worker, and with 
- 6 attendants per 24 hours for each unit 
of 124 patients. About 82 visiting physicians 
work about 18 hours a week, for which 
they are paid 4000 to 5000 pesos a month. 
The Director, Dr. Omar J. Ipar, gives the 
hospital 6 hours a day. Many patients help 
care for other patients, and the inmates com- 
' prise 80% of the working staffs in kitchen and 
onay. Psychotic patients roam the open 
grounds unattended. An average of 2 pa- 
tients a day wander off or escape ; 90% are 
returned, There are 1200 admissions or re- 
admissions (75%) a year. Of every 100 new 
cases admitted 50 remain in the hospital 
while 50 die or are discharged, The illicit 
muggling of alcohol into the hospital 
grounds is a constant problem. Tuberculosis 
was formerly rampant, but is now controlled 
with antibiotics, There are 250 deaths in- 
_ cluding 7 suicides a year. General condi- 
ns seemed deplorable, though some sec- 
_ tions of the hospital were being renovated. 
_ Aside from the work the patients do to 
maintain themselves, there was little planned 
_ occupational activity, and I saw many pa- 
tients lolling on their beds in mid day, or 
_ gazing vacantly at the walls. In the event 
_ of discharge, there is usually no follow-up. 
_ A program for the training of 12 part 
time residents began four years ago and was 
= Said to be going well. Regular staff meetings 
are held, and the hospital has just resumed 
< its annual neuropsychiatric bulletin and 
_ journal. Fortunately an association with a 
specialty hospital such as this is still re- 
garded as a prerequisite for professional 
_ standing in private practice, Though the 
_ caliber of the doctors I met seemed to be 
good, their opportunities for useful work 
__ under these conditions were discouragingly 
limited. I saw 2 busy and well equipped 
~ pathology sections however, and some work 
E 4 chemistry and pharmacology was being 
lone, 
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_ POLICLINICO DE AVELLANEDA 
; A visit to the small psychiatric services 
of Dr, Sylvia Bermann in a general hospital 
was a pleasant experience. Staffed by a few 
dedicated psychiatrists, mostly women, it 
_ was providing excellent services to children 
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and adults in an atmosphere of warmth and 
serious scientific interest. A small 10-bed 
inpatient service for the active treatmen 
of acute psychoses was a welcome new 
asset to the hospital, and relations to other 
hospital departments were excellent. Dr, 
Bermann was being paid 4000 pesos a 
month for directing this service, though it 
was her major activity, and some of her 
staff physicians got no pay at all. y 


CHILD PSYCHIATRIC CLINIC, HOSPITAL 
ESCUELA SAN MARTIN 


Dr. Telma Reca de Acosta, a quiet and 
charming woman with some American ex- 
perience, heads the newly developed uni- 
versity. children’s psychiatric clinic at the - 
Hospital Escuela San Martin, housed in an 
ample though sparsely furnished wing of 
the newly constructed university hospital. J 
Though there are 2 other small children’s 
psychiatric services in this city of 6,000,000, ` 
hers is the best known and is trying bravely 
to meet the rapidly growing demand for 
services. It is staffed by 5 part time psychia- 
trists who are paid the equivalent of $60 
a month, a few psychologists, and some 
non-professional assistants, but so far by no 
social worker. The clinic handles 25 new i 
cases a week; few children can be seen F 
more than once, and most of the follow-up ~ 
work is done with the mothers in groups 
set up mainly according to the age of the _ 
child. There is no waiting list ; in this way 
maximal use is made of the scarce profes- ~ 
sional personnel. Two-thirds of the referrals 
involve reactive behavior disorders or neu- f 
roses, about 10% to 15% are problems of ` 
mental defects, and there is a small percent- J 
age of psychoses. Except for some of the 
retarded children, there is no special public = 
school classes for these disturbed children, 
and no available residential facilities for 
childhood schizophrenia, a group for whom — 
Dr. Reca is attempting some special thera- E 
peutic help. Several physicians attend the 5 
clinic for training, since residency train- 
ing in the specialties is still not established J 
in the Argentine. Although present opera- 
tions are relatively modest in scope, the — 
establishment of this new clinic is signifi- — 
cant, and will undoubtedly lead to bigger 
developments, 
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POLICLINICO DE LANUS 


This university service of psychopa- 
thology and neurology under Dr. Mauricio 
Goldenberg is generally regarded as the 
best psychiatric clinic in the country. It is 
housed in a busy public hospital compa- 
rable to Bellevue in New York City, and has 
both an outpatient, and an inpatient serv- 
ice of 32 beds—practically all used for 
psychiatric cases. It has 35 staff physicians, 
most of whom give half their time to the 
clinic, though only 5 are paid—$50 a month, 
with $75 a month for the chief. Seven of 
the psychiatrists specialize in group therapy. 
There are 7 well trained psychologists, plus 
a number of psychological trainees. The 
clinic boasts one full time social worker 
and hopes soon to have a number of psy- 
chiatric residents in training; it handles 
about 40 appointments a dày and takes on 
about 35 new patients a week. Its psychia- 
tric case material consists largely of neu- 
roses, early psychoses—mainly depressions— 
and alcoholism. I was told that after a few 
visits most patients tend to drop out. Group 
therapy is a special interest of the clinic, 
and some of the patients are treated on a 
day hospital basis. It conducts considerable 
research, most of it involving the newer 
drugs, and all of it supported by the drug 
companies, Its orientation is Pavlovian 
(misnamed “reflexological”) and it is active 
in developing a school of psychotherapy 
with an experimental basis, largely un 
the leadership of Dr. José A. Itzigsohn, a 
Russian-born psychiatrist and translator of 
Pavlov. 

At this clinic I met with a large group 
of medical students, who wished to ask 


questions, first about psychiatry, and then. 


about the U. S, A, Half of them said they 
would like to train in the States because 
full time training opportunities have only 
begun to be developed in their country. As 
a group they seemed to be well-read and 
surprisingly well informed on broad social 
issues, a characteristic, I was told, of most 
South American students, They were alert 
to the pressing need for medical progress 
and reform, seemed especially interested 
in knowing of different psychiatric schoole 
of thought in America, and carefully noted 
the names of all the authors I mentioned. 


A PSYCHOANALYTIC GROUP 


I spent an interesting with 
20 young analysts associated with Dr, 
Pichon Rivière. I was encouraged to gi 
my views and join in discussion of a riety 
of psychiatric topics, all duly tape-reco 
ed. Discussion continued until well p 
midnight, which is said to be not unu 
in Buenos Aires. Major interest was focu 
on psychotherapy but I was most favora! 
impressed by the breadth of interest of 
group and their receptivity to new 
Many unfortunately were losing co 
with hospital work because it was demai 
ing and unremunerative. I think it wo 
be a pity if means were not found to bi 
their interests and talents to medical 
tings and to broader services. 


PUBLIC HEALTH AND PSYCHIATRY E 


I had an opportunity to meet with Dr. 
José Luis Locci of Rosario, the chief psy- — 
chiatric advisor to the National Ministry 
of Health, and Dr. Ricardo R. Barbagelata, ~ 
a teacher of psychology in one of the pro- 
vincial universities, who is also an adviser — 
to the National Committee of Mental” 
Health. They told me that the present ~ 
national psychiatric budget amounts to 637,- 
000,000 pesos a year (about $8,000,000 ; 
exclusive of construction, This is y 
almost entirely for the care of the 22,000 1 
psychiatric cases in national hospitals (there ` 
are also 6,000 in provincial or private hos- T 
pitals), an additional 4,000,000 pesos a year 
are allocated for research, and a 
amount of preventive work. They > 
emphasized the very serious s ortec 
of their present psychiatric services and 
that the Government must take quick action 
to satisfy even the minimal needs of the ` 
population; many additional beds } 
needed for psychiatric cases and they 
thought that the budgetary allotment for” 
each bed should be substantially incre 
Except for one small university e 
in La Plata and an institution for the feeb 
minded the country had no residential p 
chiatric facilities for children. There is 
a single full time head of a psych 
service in all the Argentine. There is 0 
appreciation of the need for such posi 
and for the expansion of psychiatric se 
ices in general hospitals, all within a broad | 
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e hampered by inadequate support and 
cilities. The opinion was frequently ex- 
ssed, even by Government officials, that 
eneral planning for medical services on 
tional level is long overdue, and will 
e to be initiated. Even the 1200 pesos per 
r per capita that are now being spent 
‘the public could yield far better health 
ces, including psychiatric services, if 
ended in some planned and rational 
y. Until that is done, there seems to be 
Prospect of providing adequate psy- 
hiatric care to meet the needs of the Argen- 
} population. Meanwhile it is to be 
oped that some of the most urgent and 
ediate needs will be satisfied, 
question I often asked was how we 


‘the U. S. A. could be helpful. Many 
“younger physicians expressed the wish to 
end a period of training in the U, S, A, 

t is my impression that in the past 
‘most of the American-trained phy- 

s have returned to give their major 


c+ 
interest to private practice and have neg. | 
lected hospital work. “How else could w 
earn a livehood?” they ask. It seems 
to me American training resources could 
be used much more effectively if our re. 
sponsible agencies negotiated with Argen- 
tine agencies to exchange personnel, or 
perhaps teams of personnel, with some 
assurance that these would help satisfy 
some of the broader psychiatric needs of 
that country, Now especially, when there 
is emerging in the Argentine a new interest | 
in the development of psychiatric services 
in general hospitals, perhaps ways could 
be found to train some of their younger men 
to prepare for full time career positions in 
general hospitals, in research or in psychia- 
tric public health work. I think brief so- 
journs of visiting teams from our country d 
would not only-be well received and would _ 
help to train many young psychiatrists, but f 
would provide useful opportunities for some 
of our psychiatrists to get the stimulus of 
new contacts, problems and ideas, and to 
cultivate an interest in the growing psychia- 
tric work of our South American neighbors. 
Joint conferences or group training seminars 
could also provide very fruitful results at 
relatively little cost. I am sure that programs ~ 
of this type would help to revive those good - 
neighborly feelings which have not flour- 
ished in recent years. a 
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Because modern methods of treatment of 
both schizophrenia and depression are now 
getting patients better much more quickly 
and with so much less chronicity, the Min- 
ister of Health has announced recently that 
within the next 15 years it should be pos- 
sible to close no fewer than half the total 
beds in British mental hospitals, as well as 
treating most of the acute recoverable pa- 
tients in much smaller psychiatric units at- 
tached to general hospitals. 

How has this revolution in the treatment 
of the functional psychoses in Great Britain 
been achieved and why ? “Certainly, when 
the writer first entered psychiatry in 1934, 
such future top-level planning would have 
been quite inconceivable, and the position 
then was a very different one, even as re- 
gards the predicted treatment outcome of 
the most favourable cases of early schizo- 
phrenia and depression. However, it is now 
very often forgotten that in those days the 
only specialised methods of treatment avail- 
able for such cases were the methods of 
Freud and Jung and some of the simpler 
forms of psychotherapy, while the only 
physical treatments were drugs such as the 
bromides and paraldehyde. In England, 
simply because there were then so few other 
treatments apart from the psychotherapeu- 
tic ones, and because a strong Freudian 
movement had existed in England since the 
end of World War I, psychotherapy and 


psychoanalysis were certainly tried in the: 


treatment of selected functional psychoses 
as well as in the neuroses. However, their 
failure to cope with but a few of the enor- 
mous numbers of the mentally ill demand- 
ing urgent help at that time is now a matter 
of psychiatric history. And we also remem- 
ber the truly deplorable state of British 
mental hospitals when psychotherapeutic 
and social methods of treatment were the 
only ones available to help so many thou- 
>t Physician in charge of the dept. of Psycholog- 
ical Medicine, St. Thomas’ Hospital, London, 
England. i : 


THE TREATMENT PROGNOSIS FOR FUNCTION 
PSYCHOSES IN GREAT BRITAIN __ 


relief. 
Before World War II, howev 
a new treatment break-through i 
advent of several fresh physical. meth 
emanating from European clinics, The v 
of insulin coma, convulsion therapy, 
lobotomy in the functional psychos 
all suddenly discovered and later 
used. World War II also provided 
psychiatry with a further convincing 
onstration of the effectiveness of ph 
methods of treatment, which by then 
cluded “front line” sedation, drug ab: 
continuous sleep, various forms ol 
therapy, electroshock treatment, — 
like, in the handling of the enormo! 
bers of military and civilian ps 
casualties, as compared to World W: 
when again only such methods as hypnosis 
and psychotherapy were usually avail 
As a consequence, millions of di 
pensions have been saved the British 
ernment in part at least because so m 
less chronicity has resulted: from the 
ment methods used in World War II 
pared to those of World War I. 
These new treatment developments 
then fortunately followed up with a returt 
to peacetime psychiatry in Britain, and thi 
resulting revolution is now becoming 


tional psychoses, which still fill the majo 
of mental hospital beds in every count 
the world. But to obtain the full be 
from the use of all the newer phi 
methods of treatment now available, 
necessary to use them with courage, 
lectivity, skill, and a determination ni 
go on trying to pretend, as often hap 
the U. S. A., that they are merely a se 
best form of treatment, whose main | 
is to get a patient ready for the ap 
couch or for other forms of specialised 
chotherapy. This is especially the 
the present time when there are 
few psychotherapists available 
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en in such comparatively wealthy coun- 
es as U, S. A. and Great Britain. In fact, 
e treatment revolution that has happened 
England, and which may allow the 


How greatly improved the treatment 


psychoses in Britain is also shown by the 
fact that the doors of most of the wards of 
mental hospitals can now be left wide open, 
ind the majority of patients in them treated 
a purely voluntary basis. But in many 
r countries and, unfortunately, in a few 
mservative or backward British mental 
ospitals, this is still not possible, simply 
because the uses of the newer methods of 
physical treatment have not been active 
enough, and there are far too many agitated 
; mentally tortured patients only await- 
__ ing opportunity to rush out and kill them- 
selves because of the severity of their con- 
tir ed suffering. To have opened the doors 
British mental hospitals, and of its gen- 
eral hospital psychiatric treatment units, 
when only psychotherapy and social treat- 
$ ts were provided for patients would 
ve resulted in disaster, and would have 
led to a rapid discrediting of the whole sys- 
tem. 
~~ In fact, to get to our present favourable 
treatment position in Britain, around 15,000 
obotomies (mostly modified operations 
pared to the standard Freeman and 
Watt’s technique) have already had to be 
done on our more chronically agitated and 
entally distressed patients ; and the tran- 
quillizers have certainly proved to be no 
satisfactory substitute for modified lobcto- 
ies in so many of them. An official govern- 
ment enquiry has also just established that 
over 45% of over 10,000 lobotomised chronic 
atients in British mental. hospitals have 
een able to be discharged, many of them 
also returning to work, while the relapse 
fate was much lower than expected. Since 
the introduction of the phenothiazines, this 
00 has helped to stabilise still further some 
£ the improvements seen after operations ; 
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' moderate and severe depressions in Britain. 
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it has also helped to make lobotomy un- 
necessary in others. , 

Insulin coma, too, has had to be used 
since the war in practically all the mental 
hospitals in Britain to get these results, rather — 
than simply giving long courses of EST 
even to recent, acute, and still recoverable 
schizophrenic patients. Now, fortunately, it 
seems that EST and the phenothiazines, — 
when used together, are generally providing — 
a better and more speedy remission in more — 
patients than when insulin coma and EST 
were used. But additional modified insulin 
régimes are still having to be employed to 
restore body weight to normal in schizo- 
phrenic patients before their discharge from 
mental hospitals, and under the National 
Health Service, maintenance treatment 
with the phenothiazines is also provided 
following dischirge, and indefinitely where 
necessary, to help to prevent relapse. 

With the advent of the phenothiazines, it 
has also been shown that many acute schiz- 
ophrenias can be treated in general hospital 
psychiatric wards with open doors, or even 
as outpatients in general hospital psychi- 
atric units and day hospitals, provided that 
convulsion therapy, modified insulin, and 
the new tranquilizing drugs are all made 
available, and on an outpatient basis where 
necessary. The treatment time for an acute 
schizophrenic illness is consequently often 
being reduced to 8 weeks or less, compared 
with the months and years that it used to 
take to induce remissions in much smaller 
numbers of such patients, when psycho- 
therapeutic and social methods were our 
only real treatments prior to World War II. 

It has been the same in the treatment of | 


The widespread use of outpatient EST, now 
often provided by general hospital psychi- 
atric units under the National Health Serv- 
ice, the additional provision of modified in- 
sulin treatment where necessary, the selec- 
tive use of the amphetamines, and the wide 
range of long- and short-acting barbiturates 
which are are now available, and, when all 
else has failed, a final selective use of the 
newer modified forms of lobotomy, have — 
made the long and agonizing depressive 
illnesses of the past a very rare occurrence: 
»Furthermore, the newly increasing range 0! 
antidepressant drugs, which are bringing | 
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so many. of the anxiety states and the neu- 
roses with depressive features within the 
range of simple chemotherapy, has made 
the treatment of the whole group of de- 
pressive illnesses quite unrecognizable com- 
pared to that prevailing only 25 years ago. 
Then it might take depressed patients 
months or years to get better, and so many 
of them eventually killed themselves or died 
of agitated exhaustion in mental hospitals, 
despite all the forms of therapy used to try 
to help them. 

The writing has certainly appeared on the 
treatment wall in recent years for those pre- 
pared to read it. But in some countries like 
the U. S. A., the millions of dollars provided 
by the government and other wealthy, foun- 
dations for psychiatric treatment research 
are still being concentrated too much on the 
“dynamic” psychopathologies and on psy- 
chotherapeutic approaches, which have 
proved so disappointing up to now in get- 
ting patients out of mental hospitals. This 
is difficult to understand since psychothera- 
peutic and analytic treatment has in fact as 
yet to prove its real worth even in the treat- 
ment of the more severe forms of neurosis. 
Meanwhile only a comparative pittance is 
being provided in various countries for re- 
search into the many possible physical and 
physiological treatments in psychiatry which 
have really brought about the recent thera- 
peutic revolution wherever they have been 
fully and courageously used. Also, while 
the possibilities of these new methods of 
treatment of the mentally ill are still under- 
developed and comparatively in their in- 
fancy, it is likely that the possibilities of the 
psychotherapeutic and social treatments of 


both the psychoses and the neuroses have | 


is almost certain that they will be found 


already been fairly fully explored « 
the past 50 years. And, when used a 


as unable to get more than small num! 
patients out of mental hospitals in the fu 
as they have been in the past. ne 
Some people even in Britain have, 
ever, tried to deceive themselves into beli 
ing that the present improvement in ti 
ment prognosis has been due largely to { 
better social, individual and group psych 
therapeutic treatment facilities that 
also sometimes been available in re 
years, along with the recent opening of | 
doors of our mental hospitals. Certainly 
such procedures do ‘help to supplem 
each other ; but one can quite safely pre 
that we would only have to give up the 1 
of all the newer physical treatments for 
very few months in Great Britain, and mo 
of the doors of our mental hospitals and 
wards of psychiatric units in general hos 
pitals would have to be closed again, an 
the bars would go back on the windoy 
because of the numbers in them trying 
kill themselves during much more prolon| 
and intolerable illnesses. Conditions 
speedily revert to those seen when 
and psychotherapeutic methods are give 
too much prominence and prestige at th 
expense of the full use of the newer phy: 
cal treatments. It is only these latter 
have made possible the revolution that 
occurred in the prognosis for the reco 
able psychoses in Great Britain today 
they have also helped to give less effecti 
social and psychotherapeutic methods 4 
added value which they could never ha 
hoped to have obtained in their own righi 


It is a truism that in any decision making 
process the freer the flow of relevant in- 
ormation the greater the chances that the 
decision will be rational and just. Any im- 
pediment to pertinent communication in- 

eases the probability that irrational or, in 
the court of law, unjust decisions will be 
made. The clinical insights of psychiatry 
can accurately reflect the state of its knowl- 


ly when the procedures for testifying do 
ot suppress or distort the information. The 
er the restrictions imposed on the psy- 
shiatrist testifying in court, the greater the 
“resources upon which the courts can draw. 
Decisions concerning the legal criteria 
x excluding responsibility obviously be- 
long to other members of this Committee. 
The considerations which we are presenting 
from and are restricted to our area of 
training, competency and primary interest— 
ental disease and mental defect. Only so 
the proposal attempts to incorporate 
chiatric disease need the Committee 
“grant our advice any more weight than that 
of other interested laymen. However, so far 
s it does, we think it reasonable to hold 
t the unanimous opinion of the three psy- 
hiatric members of the Advisory Commit- 
tee ought to be weighed as representative 
f the thinking of many of our colleagues 
psychiatry upon whom the success of any 
formula depends. . 
_ There is now a body of experience based 
_ on the history of the MacNaughton formula 
which may guide us to avoid a repetition of 
difficulties arising from earlier efforts. For 
example, a serious impediment to meaning- 
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i 1 This is the minority report of the psychiatric 
members of the Advisory Committee to the Amer- 
ican Law Institute preparing a Model Penal Code. 
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ful communication between psychiatrists 
and lawyers in the MacNaughton formula 
is the psychiatrists’ mistaken assumption 
that MacNaughton makes an attempt to de- 
fine insanity which they consider in error. 
Lawyers see it as a statement of the con- 
ditions under which an accused person 
might be exculpated from guilt and from — 
being stigmatized as a criminal. d 

"The traditional reluctance of psychia- 
trists to testify in courts under the Mac- 
Naughton formula arises in large part from 
the frustration of language which the law — 
requires of them. Many lawyers have failed 
to realize that freedom of psychiatric testify- 
ing is not identical with extension of psychi- ` 
atric concepts in the procedures and deci- 
sions of the courts. Courts can only benefit 
from having the greatest possible clarity of © 
exposition of psychiatric testimony, no mat- 
ter what standards it sets for responsibility. — 

Section Four of the Model Penal Code of © 
the American Law Institute,’ devoted to Re- 
sponsibility, has a dual function : It sets up 
the criteria by which, according to law, 
mental disease or defect may exclude re- 
sponsibility. Responsibility is not a qualita- ` 
tive or quantitative intrinsic attribute of — 
a person; it is, in this context, a legal 
judgment. Since, however, “the deed does l 
not» make the criminal unless the mind 
is criminal,” the state of mind must be | 
ascertained and a pathological state of 
mind is a psychiatric problem. However, 
the gauge for determining legal exculpa- 


3The proposed American Law Institute for- — 
mula ; Section 4. 3 
1. A person is not responsible for criminal 
conduct if at the time of such conduct as a result 
of mental disease or defect he lacks substan 
capacity either to appreciate the criminality of 
conduct or to conform his conduct to the require 
ments of law. a 
2. The terms ‘mental disease or defect’ do not 
include an abnormality manifested only by 1 
peated criminal or otherwise anti-social conduct. 
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tion is not suitable for the differential di- 
agnosis of psychiatric disability. 

So, Section Four also sets up standards, it 
guides, and it limits the communications of 
the psychiatrists concerning mental disease 
and defect to the judge and the jury who 
are to make the legal decision. It is this 
second and to some extent competing func- 
tion which concerns us. Confusion arises 
from this paradoxical effort to combine in 
one formula: 1. The criteria by which the 
courts will hold a man not legally responsi- 
ble (i.e., punishable) and 2. The conditions 
for the exposition of the psychiatrist's 
knowledge. 3 

The question clearly should be: How 
may the courts optimally elicit testimony 
from the psychiatrist concerning psycho- 
pathology so that its own legal question con- 
cerning responsibility maf be answered 
with maximum information at its disposal ? 

The two major formulae, competing to 
supplant MacNaughton, are the proposed 
American Law Institute prescription and 
the Durham Decision.4 In our view both 
are refreshing’ and encouraging advances 
over MacNaughton and reveal significant 
agreement. The. similarities between them 
might be summarized as follows: 1. Each 
is intended to free from responsibility a 
man who has committed an illegal act which 
is the result of, or the product of, mental 
disease or defect ; 2. Each includes mental 
pathology—illness, disease or defect; 3. 
Each rejects exclusively cognitive or intellec- 
tive approach ; 4. Neither formula, presum- 
ably, is primarily concerned to define mental 
illness but rather to indicate what degree 
of severity of mental illness protects an in- 
dividual against the punitive and stigmatiz- 
ing impact of criminal law ; 5. Each incor- 
porates the concept of causality, with the 
words “product of” and “as the result of.” 
Both “product” and “result” refer to the 
cause. Cause is the circumstance, condition, 


event, which’ necessarily brings about or ~ 


contributes to a result. 
Within this framework we state our reser- 
vations concerning the American Law In- 


_Stitute formula. We hold that the subtlety, 


eS 
_ ‘Durham Decision: An accused is not crimi- e 
nally responsible if his unlawful act was the prod- 


uct of mental disease or mental defect. [94 U. S. 
App. D. C. 228, 214F2d862 (1954)] 


complexity and obscurity of its 
cal entities and its actual intrusion int 
field of psychiatric diagnosis unnecess 
limit the contributions of psychiatry, pr 
and potential» and needlessly restrict 
medical and psychological resources up 
which the court may draw. The leg 


the negative definition that repeated a 
nal or otherwise antisocial conduct is ni 
mental disease effect a gratuitous entri 
into medical and scientific arenas which 
unnecessary and may be harmful to i 
law’s purposes. 
Specifically, “substantial” and “capaci! 
are psychologically vague, ambiguous, ui 
clear and complex quantitative concepts 
More important, “to appreciate the - 
nality” is an involved cognitive phrase at 
least as likely to lead to confusion as “knowl-- 
edge of right and wrong.” Further, since 
criminality is an illegal act with an accom. 
panying mental state, is there not a logi 
inconsistency or tautology here ? For if t 
offender cannot “appreciate the criminality, 
then his act is not criminal, and if it is crim. 
inal then he must have “ 


A 


appreciated” it 
“To conform his conduct to the requiri 
ments of law” is an inverse restatement of 


an almost unusable defense. To lack “sub 
stantial capacity to conform his conduct t 
the requirements of law” is to have an irr 
sistible impulse. : 
The terms “mental disease and defect” 
specifically exclude “an abnormality mani 
fested only by repeated criminal or othe 
antisocial conduct.” To refer to mental dis 
ease and then to limit its meaning is to rob 
the court of the worth of the psychiatris 
expertness precisely to the degree that it 
limits his ability to transmit clinical informa- 
tion. It predisposes to failure in commun a 
cation. The phrase “mental disease or defect” 
should serve as a focus for the communica 
tion’ and description of the combined 
havior, feeling, ideas, of a person so as t 
inform judge or jury. 
If the courts wish to determine whether ~ 
mental disease or defect exists, then the v 
must use not only the semantics but the 
substance of psychiatry. It cannot, for 5) 
ample, meaningfully adopt psychiatri 
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, and then appropriate to itself the 
‘tight to establish psychiatric diagnosis cri- 
teria even by exclusion. It legally excludes 

‘forms of behavior which may themselves be 
‘symptomatic of pathology, fer antisocial be- 
havior may be the manifestation of illness. 

eated illegal or antisocial conduct is a 

mifestation of a personality, and this per- 

ality may be a sick one. There is a qual- 

y of behavior referred to as alloplastic, 
nost commonly found in the psychopathic 
"personality in which the symptom of psy- 
~ chopathology consists in the acting out. The 
manifestation of a man’s abnormality may 
onsist precisely in his repeated or otherwise 
ntisocial conduct. To exclude such conduct 


orders, - 
parently there is no insistence on legal 
rmulae in diagnosing physical diseases, so 
ly in this case? If the physician were 
ly forbidden to use one outstanding 
tom as criterion for physical illness, the 
dity of such an approach would be- 


_ If the intent is to exclude the so-called 
chopathic personality from irresponsibil- 

it is hard to see how it can succeed in 
way, If the Committee does not want to 
cuse as psychiatrically ill individuals the 
called psychopathic or sociopathic per- 
nality, this formula will not serve that 
uurpose, for its use depends upon the testi- 
ny of psychiatrists ; those who consider 


psychopathic or sociopathic personality a 
Lis disease ardeat will so testify and 
those who do not will not. 

In summary, essentially the Model Penal 
Code formula has added to the cognitive 
criteria volitional criteria. It has eliminated — 
behavioral criteria except when they are 
combined with other phenomena. = 

The Durham Decision permits free com- _ 
munication of psychiatric information and 
the American Law Institute creates road — 
blocks to such transmission. The Durham 
formula puts no limitations on psychiatric 
testimony except those which are implicit 
in the present state of the discipline. The 
American Law Institute formula requires — 
psychiatric judgments as to substantial ca- 
pacity, demands essentially cognitive cri- 
teria concerning capacity to control, and in- ~ 
sists upon including legal criteria in the old 
tradition by attempting to eliminate the psy- 
chopathic personality. | 

Neither the Model Penal Code nor the ~ 
Durham formula resolves the problems of 
psychiatry ; no legal formula can. Psychiatry 
is an incomplete scientific and medical spe- 
cialty. Indeed all medicine and science are 
developing and hence are incomplete. This 
is reason to encourage its contribution rather 
than to emphasize its limitations in the 
courts. 3 

For these reasons, we recommend the 
adoption of the historic practice of the New 
Hampshire Court as recently reformulated 
in the case of Monte Durham. 
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Psychoanalysts have contended that, in 
general, recovery from neurotic disturbance 
is not likely to be stable and enduring un- 
less the patient has undergone psychoana- 
lytic therapy. For example, Fenichel(5) 
asserts that “there is no doubt that psycho- 
analysis, as the only ratlical method is the 
best method available for the treatment of 
neuroses”; and since other methods leave 
the neurotic roots untouched, their effects 
are “unreliable.” In like vein, Hendrick(10) 
attributes the results of other methods of 
therapy either to suggestion or to positive 
transference and regards them as sympto- 
matic and temporary, and when due to 
transference, “dependent upon maintenance 
of rapport with the therapist.” If, and only 
if, such statements can be substantiated can 
psychoanalytic therapy, with its great ex- 
penditure of time and money, be regarded 
as the treatment of choice for patients 
suffering from neurotic symptoms. 

Yet, apparently, these confident assertions 
have not been supported by anything other 
than anecdotal testimony. To establish the 
position, statistical evidence is essential. 
It is not sufficient that here and there a 
nonanalytically treated case relapses; it is 
necessary to demonstrate that neurotic re- 
actions, overcome without the use of ana- 
lytic methods, will usually, or at least often, 
recur or be replaced by other neurotic re- 
actions, 

The psychiatric literature contains a good 
deal of data relevant to this issue. Such 
data, without exception, contradict the be- 
lief that recrudescence is common when 
neurotic reactions have been overcome with- 
out psychoanalysis, In a follow-up study 
of apparently cured or much improved 
neurotic patients who had been treated at 
New York Hospital by methods that includ- 
ed some interpretative psychotherapy but 
not psychoanalysis, Hamilton and Wall(9) 
found that 51 of 53 male patients had 

1 From the Department of Neurology and Psy- 
chiatry, University of Virginia School of Medicines 
Charlottesville, Va. 


maintained their improvement for 4 ye 
or more; and Hamilton, Varney and 
(8) made the same observation regard: 
66 of 67 females followed up 5 to 15 ye 

In a survey of 500 miscellaneous cases fr 
the Tavistock Clinic, Luff and Garrod(1 
noted that discharged as “much improve 
were 72 cases of anxiety state, 13 of hyst 
9 obsessionals, and 5 cases of reactivi 
pression, after treatment that was usually 
“comparatively short,” consisting of 
education and explanation of symptor 
Three years later, the numbers “much ii 
proved” in each of these diagnostic gro 
had actually risen slightly. In line with thes 
observations, I have reported(21) that re 
lapse was noted after 2-7 years in only on 
of 45 neurotic patients who had | 
treated by methods based on learning prin 
ciples. Similarly, Stevenson(17) found ` 
evidence of relapse in any of 12 patie 
rigorously followed for periods ranging fro 
1-5 years. Adding these figures together, 
we find 4 relapses out of a total of 249 p 
tients, or less than 2%,? ji 


PRACTICAL IMPLICATIONS 
Most patients come for treatment \ 
neurotic illness because they desire to 
relieved of the suffering and attendant di 
abilities, The therapist’s first task is 
decide what form of treatment to advis 
The belief is widespread that psychoanal: 
ysis is the only “causal” treatment ant 
should therefore, as a general rule, be 
commended when available to patients w! 
cam afford it. Insofar as this belief depen 
upon the presumption that the results 
nonanalytic treatment are impermane 
provisional, it is undermined by the evid 
presented above, that heterogeneous n 
ods of psychotherapy achieve remissio 
suffering whose reliability can scarcely 
bettered; and it is not impossible th 
Fit is consonant with this that Wallace and 
White(18) have recently presented data confirm 
the casual observation that neurotic patients 
recover lastingly without having any fi 
therapy. 9 . j 
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It is relevant that Freud(6) describes two 
cases (and refers to “a large number of 
‘similar ones”) in which symptoms recurred 
everal years after the end of successful 
alysis. (To say, as some analysts may, that 
the relapses show that these analyses were 
not really successful or were incomplete, 
_ merely begs the question. ) 
However, even though considerations of 
durability of effects do not establish a pref- 
erential position for analytic therapy, its 
prodigal expenditure of time and treasure 
might still be justified if the percentage of 
patients to obtain benefit were substan- 
ally greater than with other methods, But 
 comparison(3) of various reported series 
` of patients has not shown that psychoanaly- 
sis produces marked amelioration of neu- 
-rotic reactions any more frequently than 
_ various traditional therapies do. Moreover, 
_ recently developed methods of therapy 
~ based on principles of learning(20, 21, 4) 
| appear to be producing a very significantly 
_ higher proportion of recoveries than either 
sychoanalysis or the traditional therapies, 
In the light of these facts, what is to be 
said of the contention that nonanalytic 
therapies merely treat symptoms and “do 
not get to the root ?” This contention is true 
only. if the psychoanalytic theory of neu- 
| rosis holds good—an assumption which we 
shall dispute in the final section of this 
paper, It is, of course, possible “merely” to 
treat symptoms—for example, by giving the 
patient a sedative. But if the truth should 
be that neuroses are persistent unadaptive 
habits of reaction and that symptoms are 
simply the evoked reactions, then to re- 
move the habit will remove the symptom 
-lastingly, by removing its basis. In short, 
anxiety that is a conditioned response can 
be permanently removed by decondition- 
_ ing ; which would not be expected of anx- 
iety that is part of a “defense mechanism,” 
It seems reasonable on the available evi- 
dence to conclude that for patients whose 
sole requirement of treatment is fo be last- 
__ ingly freed of neurotic symptoms, there are 
` no grounds for regarding psychoanalytic 
therapy as the treatment of choice : in fact, 
~ its inordinate length places it low in recom- 


mendability. o 


$ a 


Of course, analysts claim effects for their 
therapy that go beyond symptom removal. 
It is credited with a unique capacity to 
bring about changes characterized by such 
terms as “maturation” or “balanced inte- 
gration.” When these terms are adequately 
defined, it will become possible to examine 
whether or not psychoanalysis is a superior 
method of bringing about the changes 
specified. In any event, such changes should 
surely be sought after only in those who 
desire them: they, should not be repre- 
sented as prerequisites to lasting recovery 
from neurotic symptoms. 


THEORETICAL IMPLICATIONS 


(a)’ Implications for Freudian theory. 
The erroneousness of the psychoanalytic 
prediction with regard to patients who re- 
cover without psychoanalysis has theoreti- 
cal implications that are at least as im- 
portant as the practical ones. Some of the 
most basic tenets of psychoanalytic theory 
are placed in grave doubt by the failure of 
this particular prediction. As will be seen, 
this applies as much to recent modifications 
of the theory as it does to Freud’s own 
formulations. 

In general terms, Freud’s theory of neu- 
rosis is that neurotic symptoms are outward 
manifestations of emotional forces that have 
been repressed, and constitute compromises 
between partial discharges of these forces 
and various “defensive forces” that resist 
discharge. In a summary of his position in 
1922, Freud wrote(6) : 


The neuroses are the expression of conflicts 
between the ego and such of the sexual im- 
pulses as seem to the ego incompatible with 
its integrity or with its ethical standards, Since 
these impulses are not ego-syntonic, the ego 
has repressed them . . . But the achievement 
of repression fails particularly easily in the case 
of the sexual instinct. Their dammed-up libido 
finds other ways out from the unconscious . . . 
What results is a symptom . . . Symptoms are 
in the nature of compromise-formations be- 
tween the repressed sexual instincts and the 
repressive ego instincts . . . 


The therapeutic results of psychoanalysis 
were to be achieved through making the 
repressed impulses conscious, overcoming 
the “resistances” that arose to thwart this. 
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Freud claimed to have shown that “.. . the 
essential part of the process of cure lay in 
the overcoming of these resistances and that 
unless this was achieved no permanent men- 
tal change could be brought about in the 
patient”(6). He maintained this position 
to the end of his life stating, for example, 
in 1937 : “The therapeutic effect of analysis 
depends on making conscious what is, in 
the widest sense, repressed within the id” 
(6). 

These statements of the essential tasks 
of analytic therapy are a direct and obvious 
corollary of Freud’s theory of neurosis ; and 
go hand in hand with the proposition that 
lasting recovery from neurotic disorders 
is not to be expected without the work of 
analysis having been effected. Now, it has 
turned out to the contrary, that remission 
of neurotic symptoms obtained without the 
use of analytic procedures is almost always 
lasting. In other words, what psychoanalytic 
theory holds to be necessary for enduring 
Tecovery is in fact not necessary. Does this 
imply that what the theory proposes as the 
basis of neurosis is in fact not the basis ? 

This conclusion would seem an exceed- 
ingly likely one in any instance in which 

_ the requirements for cure are dictated by 
a causal hypothesis, To take a case analo- 
gous to that at issue: suppose that many 
years ago, before the etiology of malaria 
was established, the hypothesis had been 
put forward that plasmodia play a neces- 
sary part in the cause and maintenance of 
the disease. It would have seemed to speak 
Strongly against this hypothesis if (in con- 
trast to what was actually found) it had 
turned out that patients regularly became 
Permanently free from symptoms while the 

ve parasites continued to populate their 
blood cells. Nevertheless, the causal role 
Of the parasites could not have been abso- 
lutely excluded on this finding alone. It 
might have been suggested that they were 

| encapsulated, for example. 
Th the field of neurosis theory, Freudians 
aware of the fact that symptoms may dis- 
appear without analysis have proposed that 

‘his may be the result of increasing or deep- 

ening repression, But it is consistent with 
eir theory that they do not regard such dis- 

appearance as likely to endure. Fenichel(5) + 

States that when therapy has produced re- 
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pression of symptoms, “the pressure of th 
repressed will recline be eed an 
sooner or later new symptoms will be 
formed.” Since permanent repression is not 
seriously entertained by the theorists, inso- 
far as our evidence demonstrates failure — 
of new symptoms “sooner or later” to aps 
Pear, is seems to render abandonment of — 
the repression theory almost inescapable, — 
If the alleged unresolved repressed j 
nently fails to produce symptoms, then 
either it has no real existence or it is irrele- 
vant to symptoms,’ ri 
There are factual as well as theoretical 
considerations that discourage the invoca- — 
tion of permanent “repression” as a way | 
out of the Freudian dilemma. The theory 
expects some disadvantage for the patient 
with intensified repression in comparison 
with patients in whom analysis has brought 
about a “real undoing of the pathogenio ~ 
defenses”(5). However, studies that have _ 
broadly compared the results of psycho- 
analysis with those of other methods have 
not indicated any superiority in the q Z 
of cures obtained by psychoanalysis( 12, 
19). Two recent reports of the therapeutic i 
experiences of individual psychoanalysts ~ 
tend to confirm this finding. Stevenson(17) 
noted that a group of his patients who were 
treated by direct instigation of changes in 
behavior did not seem in any respect worse 
off than others whom he treated by psychos 
analysis, Ellis(3) presents data showing 
that his results improved increasingly the — 
further he deviated from psychoanalytic x 
methods, i 
(b) Do variants of Freudian theory offer 
a way out P Modern deviations from Freud. 
ian theory (e.g, Horney(11) Fromm(7), ' 
and Alexander(1) ) are mainly in the direc- ~ 
tion ,of giving greater importance to. un- 
conscious conflicts related to the immediate ~ 
situation of the patient. Horney(11) denies — 
that there is an actual persistence of ~ 


8The whole s pe foregoing EEY may | 
make it t I accept the rej lar occur- ~ 
pon ee Sireetoce kat coe ae 
tole in lucing symptoms. The is that I ` 
believe “ee something resembling repression - 
occurs only rarely. The general tenor of my ar ` 
gument is; even if we assume that repression is 
a universal concomitant of neurosis, it fails to 4 
account for the „facts conceming recovery from 
neurotic symptoms. $ Eer 
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essed infantile wishes and fears, and 
holds that what is preserved is a character 
trend based on the early experiences. She 
believes current conflicts are repressed to 
defend the patient from pain. But the basis 
of neurosis is still repression, and procedures 
that deal with “defenses” remain the essence 
of therapy for her. While Fromm(7) em- 
the influence of socio-economic 
on personality, his dynamics of 
individual neurosis remain basically Freud- 
ian. Alexander(1) gives importance to in- 
ts or semi-conscious consolidations of 
insight that follow on the interpretations 
made during therapeutic sessions. 
These examples reflect deviations in mat- 
ters of detail, not principle. The road to 


as for the “Freudians,” may be 
development of insight. This does 
course, mere intellectual apprecia- 


patterns operating on one’s personality ; 
it means the actual experiencing of aspects of 
One's personality which have been made defen- 
sively unconscious. 


mals by subjecting them, while in confined 
space either to ambivalent ‘stimulus situa- 


PROGNOSIS IN UNPSYCHOANALYSED RECOVERY FROM NEUROSIS 


ee oe ae 
j ai ear a 


tions (e.g., Pavlov, 16) or to noxious stim- 
ulation(14, 21). Enduring habits of dis 
turbed reaction to definable stimulus situa- 
tions are produced. These habits can be 
systematically eliminated if conditions are 
so arranged that the neurotic response can 
be inhibited on repeated occasions by the 
simultaneous elicitation of an incompatible 
response that is “stronger” than the neurotic 
response. 
The regularity with which the neurotic 
responses can be, eliminated in this way 
led to the formulaton of the general hypoth- 
esis that if a response inhibitory to anxiety 
can be made to occur in the presence of 
anxiety-evoking stimuli so that it is accom- 
panied by a complete or partial suppressi 


rotic habits of response, counterposing to 
anxiety in suitable contexts a variety of 
responses (¢.g., deep muscle relaxation), 
that are physiologically antagonistic 
anxiety. It has been found that, as in the 
animal experiments, progressive decrements 
occur in the strength of anxiety responses 
to relevant stimuli. In terms of outcome, 
in 3 successive series of neurotic patients, 
comprising a total of 210, the percentage 
either apparently cured or much improved 
has consistently been about 90(21), : 

These therapeutic observations support 
the view that neurotic behavior is a partic- 


with special features(20, 21) and remov- 
able by unlearning. Such unlearning occurs 
whenever neurotic responses are inhibited 
by incompatible responses; and this may 
happen whether by design or not in any 
kind of therapeutic interview situation a 
also in the ituati : 


centages of favorable result§ are obtained. 
by a large variety of therapies other than 
aoe based on principles of conditioning 


» sponse to specified stimulus conditions 
been eliminated, such elimination is perma- 


nent unless the habit is reinstated by specific 
new conditioning (learning), The facts re- 
vealed in the follow-up studies reviewed 
in this paper favor this postulate, 


SUMMARY 

A survey of follow-up studies comprising 
249 patients whose neurotic symptoms have 
either ceased or improved markedly after 
psychotherapy of various kinds other than 
psychoanalysis shows only 4 relapses (1.6%). 
This evidence contradicts the psycho- 
analytic expectation of’ inferior durability 
of recoveries obtained without psychoanal- 
ysis and does away with the chief reason 
for regarding analysis as the treatment of 
choice for neurotic suffering. The facts pre- 
sented have gravely damaging implications 
for the whole psychoanalytic theory of neu- 
rosis, but accord with a theory based on 
principles of learning, 
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_ A previous paper dealing with psychiatric 
ation and its relation to diagnosis and 
_ treatment in a mental hospital indicated 
that (a) great inter-ward variablility existed 
in the diagnoses made of patients even 
hough patients were assigned to the dif- 
erent wards almost solely on the basis of 
wailable bed space, (b) diagnoses of pa- 
- tients on the same ward varied considerably 
_ with changes in administrators on the ward, 
(c) psychiatric orientation rather than pa- 
tient behavior accounted for much of the 
variability in diagnoses, and (d) the dif- 
ences in diagnosis were reflected in the 
e and treatment provided patients( 1), 
‘This paper is concerned with the same 
oblem: of variability of diagnosis and 
ts significance but from another point of 
» and in circumstances in which psy- 
tric orientations are similar or minimally 
ergent, 

In this study 287 female patients con- 
ively released from a mental hospital 
been studied 6 months after hospital 
ischarge. Patients and their significant 
hers were interviewed in an attempt to 
ermine factors associated with success or 
lure in outcome and with the level and 
uacy of 


Jé 
f 
+ 


ical functioning, 
nd the extent 


the expectations 
e like(2). 


+ 2 Respectively, Prof. of Psychiatry and Director 
of Research, and Associate Professor of Psychiatry, 
Columbus Psych. Inst. and Hosp., Col, of Med., 

‘Ohio State University, r 
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DIFFERENTIAL ASSESSMENT OF POSTHOSPITAL 
PSYCHOLOGICAL FUNCTIONING : š 
EVALUATIONS BY PSYCHIATRISTS AND RELATIVES! 


BENJAMIN PASAMANICK, M.D., ano LEONARD RISTINE, M.D.2 


‘returned to communities outside the 13 


g 


In order to have an evaluation of the level 
or adequacy of posthospital patient func- 
tioning, independent of that derived from | 
the significant other, a random sample of | 
former patients was asked to cooperate by 
presenting themselves for a psychiatric in 
terview. Two hospital psychiatrists were in: 
volved in these evaluations, and former pa: 
tients were assigned to one or the other. 
purely by chance. Neither psychiatrist was _ 
aware of the patient's previous history ex- 
cept as he may have deemed it advisable to 
ascertain this during the course of the in- 
terview. è 

The results of these evaluations will be _ 
presented in this paper. First, the 2 psychia- ~ 
trists will be compared with each other in — 
terms of (a) their Lorr Psychiatric Scale 
ratings for the patients they interviewed, 
(b) their specifications of the degree of 
impairment of the patients they saw, and 
(c) their diagnoses of these patients, The 
latter will be compared with the diagnoses — 
given the patients at discharge. Second, the 
ratings and evaluations regarding the ade- — 
quacy of functioning of each patient given — 
by each of the psychiatrists will be com- _ 
pared with similar ratings given the pa- | 
tient by her significant other, In other 
words, the perceptions and insights of the 
psychiatrists will be contrasted with those 
provided by husbands or other significant 
others, This will also serve to retest our 
previous finding that the psychiatrist gener- 
ally specifies a greater degree of impair- 


ment for the patient than does her signifi- 
inate ane an does her signi 


METHOD 


In an 8-month period, December, 1958, 
through July, 1959, the Columbus Psychia- 
tric Institute and Hospital, a short-term, ~~ 
intensive therapy institution, discharged 376 
female patients, Of these, 89 were either _ 


county areas served by the hospital or were 
Teinstitutionalized within 15 days after dis- 


Hi 
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charge. This left 287 cases who were fol- 
lowed in the community. Of the 287 former 
patients, 41 or 14% were reinstitutionalized 
within 6 months after hospital release, The 
remaining 246 cases represent the pool from 
„which 119 were requested, on a random 
basis, to return for a psychiatric assessment. 
Despite a great deal of encouragement, only 
65 of the 119 or 54.6%, cooperated in the 
psychiatric re-evaluation program. 

The 65 re-evaluation patients were found 
to be similar to the 54 refusal cases in al- 
most every respect in which available data 
permitted comparison. These included 16 
hospital variables, e.g., diagnosis, previous 
admissions, an impairment rating at admis- 
sion and one at discharge, hospital treat- 
ment and outpatient treatment. The 2 
groups were also similar in their social back- 
ground characteristics including age, social 
class standing, education, religion and size 
of community in which they resided. They 
differed only in their marital status. The re- 
evaluation® cases included a significantly 
greater percentage of married women (70%) 
than did the refusal cases (41%). In addi- 
tion, on none of the variables—pre- and post- 
hospital and social background—did the re- 
evaluation subjects differ from the 127 cases 
who were not selected to participate in the 
psychiatric assessments. This would lead to 
the conclusion that no appreciable selec- 
tivity characterized the psychiatric assess- 
ment cases or differentiated them from the 
refusals or those not involved in this aspect 
of the outcome study. 

Minimal differences existed in the orienta- 
tions towards diagnosis and treatment of 
mental patients and towards the etiology of 
mental disorders in the 2 hospital psychia- 
trists who participated in the psychiatric 
assessments. One of the psychiatrists saw 
39 former patients, the other 25 former pa- 
tients. This difference was due wholly to 
scheduling and time factors since patients 
were assigned*randomly to them. 

Each of the physicians interviewed the 
patients without prior access to case ma- 
terials. At the conclusion of the interview, 
which usually exceeded 1 hour in duration, 
a Lorr Psychiatric Rating Scale form, Part 
I, was filled out by the examining physician. 
In addition, the psychiatrist also rated the, 
degree of psychiatric impairment character- 


izing the patient as he perceived it at 
time. The degree of impairment ran 
from 0-100. Finally, the physician sp 
the diagnosis to be given the patient, D 
noses ranged from no mental illness pre 
through the usual psychiatric categories, 

The major instrument, the Lorr Psye 
tric Rating Scale, Part I, contains 42 it 
pertaining to behavioral and psychol 
functioning. Each item presents the po 
bility of rating the degree of variation fi 
a “norm” population. The total norm score 
48.5. 


We departed very slightly from the pro- 
cedure specified in the manual of instruc- 
tions, Two items, 14 and 26, which deal 
with physical disability were excluded. Our ~ 
total score, based on discrepancies from the — 
item norms, became 40 for no visible im- — 
pairment to 151 for complete and total dis- 
ability. Also omitted from analysis were the — 
factor scores since these served no useful ~ 
purpose in this particular study, ý 

In addition to the ratings derived from 
the psychiatric interviews, relatives (usually 
husbands) had previously evaluated the — 
psychological functioning of the patients. ` 
Each significant other had rated the patient 
on 32 items of psychological functioning, of — 
which 17 paralleled those in the Lorr Seale, — 
Hence, it is possible to relate skilled psychi- 
atric judgments on these items to those of 
the less skilled but more familiar ones of the 
significant others, 


FINDINGS 
Inter-Psychiatrist Ratings : Although the 
patients seen by the 2 psychiatrists did not < 
appear to differ from each other either in ~ 
terms of objective criteria or in the hese P 
ceptions of their significant others, i 
were evaluated differently by these psychi- — 
atrists. One (A) rated his 25 patients as — 
being more ill than did the other (B) who 
evaluated 39 patients. The patients of the 
former received an average Lorr Scale sco 
of 57.1 while the latter averaged 49.1, a dif- 
ference which is statistically significant. OF 
the 40 individual items, psychiatrist A 
dicated that his patients departed more fre 
the norm on 26 items, less on only 12 iten 
and not at all on 2 items, compared v 
the patients of the other psychiatrist. On 
12 of the 40 symptom items, the patients ba 


oat 
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TABLE 1 
Percentage of Patients Rated by Two Psychiatrists as 
Exhibiting Each of Forty Symptoms 


PSYCHIATRIST Ferree 
A 


PSYCHIATRIST PSYCHIATRIST 
P LORR SCALE ITEM A B 


Preoccupation 
36 21 — with health 76 23 
Hallucinates voices 0 13 
8 0 — Mumbles to self 0 0 
Mood swings 60 31 
sag 16 26 — Irrational impulses 20 3 
Time disorientation 0 3 —  Unrealistic self 
"Tense and nervous 60 33 05 estimation 272 36 
24 15 —  Hallucinates persons 0 5 
Speed of reaction 48 36 — Frequent hallucina- 
= Talkativeness 44 31 — tions 0 0 
Manneristic move- Word fixations 0 3 
Speech impediment 12 15 
Exaggerated opinion 
of self 20 3 
Inappropriate per- - 
sonal restraint 76 23 
Place disorientation 0 3 
People against her 36 8 
Extreme emotional 
tone 24 46 
Suicidal thoughts 20 21 
Extreme emotional 
Tesponse 80 26 
People talk 
about her 36 8 
Implausible ideas 24 5 
Perplexed by 
problems 36 23 
Fear of future 76 23 


optimistic prognosis. Such, however, wi 


{ t than those of not the case. When asked to rate the 


As indicated in Tabl 


the norm on k 
d swings, pairment. Th hysici indi 
natoa: us, physician A indicated 
A found 3 average impairment rating given the pa 


‘ made use of tients by ph sici i al, 
plaints to get attention or con. tion U E A to This reversal, 


trol others, were Preoccupied with their indi 
health, were too loud or inaudible in their i ary fe 


speech, and feared the future, Other symp- volves ighti i 
tom diferenc, s a weighting and an order which 
Seamed were of the same or greater Superimposed on what is actually seen. Con 


This analysis would seem to indicate that bility amo 
the 2 raters were emphasizing different as- During 
pects of soa or symptoms and that one ` 64% of the 25 
was systematically specifying greater im- 54% of the patients of iatri 
pairment than the other and ‘perhaps a less been diagnosed as o e 


A hostility, 
and indi 


a 


=D 
ot wa aan 
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accounted for 28 and 33% of their respective ference could be found on 
patients. Six months after discharge, phy- pattern of impairment seemed wh 
sician A found no visible signs of mental parable for the 2 groups. | 
illness present in 20% of the cases and phy- 
sician B in 18% of his patients, The percent- i 
age of. psychotics in the 2 populations were “TABLE 2 
44 and 43% respectively and 16 and 23% of Significant Others’ Ratings of Patients Seen 
the 2 populations were classified as schizo- Psychiatrists, in Percentage of Patients Mai 
phrenics. No pronounced shifts occurred in Symptom 
the diagnoses given the patients 6 months = == 
later except for the nearly one-fifth in each 


SIGNIFICANT SIGNIFICANT 


OTHERS OF OTHERS OF 

group now designated as not being mentally PATIENTS RATED PATIENTS RATED 
ill. Further, there is nothing in this area of BYA BY B 
diagnosis sufficient to account for the dis- Non-relevant 
crepancies of the two physicians on the Lorr responses 20 15 såg 
Scale ratings of the patients. If anything, stereotyped BY) 
the patients of psychiatrist B should have posture 20 8 a 
been somewhat higher in disability score Person, place, } 
since the percentage of schizophrenics time dis- ae 
among his patients was slightly greater. orientation 8 8 Th 

Psychiatrist-Significant Other Ratings; Tense and PN 
Prior to their psychiatric re-evaluations, | ean ja p ee 
each of the patients had been rated by their Ata aa a: 
significant other (usually the husband) on ` trolled by re 
a 32 item scale of psychological functioning. others 24 18 = 
Most of these 32 symptoms or behavior Disturbed by ‘hile 
items were derived from the Lorr Scale, hostile im- io, 
Parts I and II, although their wording was pulses 8 5 - 
changed so as to be more comprehensible to Use of somatic ie 
laymen without specialized knowledge. complaints 8 8 T 
Seventeen of these symptom items are di- Preoccupied with a 
rectly comparable in the ratings of signifi- _ health 40 AG = 
cant others and of the 2 psychiatrists. ae 2 5 “8 

The findings indicate (a) that the signifi- Mumbles to self 8 10 
cant others of the patients later evaluated  Hallucinates 
by either psychiatrists A or B, did not differ persons 8 5 
in their appraisals of these patients, (b) xtreme emo- 
that when they differed significantly from tional tone 44 62 
the significant others, psychiatrist A tended Suicidal 
to rate his patients as more deviant from the thoughts 8 5 
norm than did their relatives, and (c) that Pepet; n 6 
in the case of psychiatrist B, the opposite Fears’ future 28 36 


prevailed, The relatives of his patients speci- 
fied more frequent impairment on the symp- bi daw gk 24 
tom items on which they differed greatly. y 
A. Significant Other Comparison; Table oe 
2 indicates that the significant others of the BY Psychiatrist A and pigs bi 
patients of psychiatrist A perceived their Since the 2 psychiatrists were t 
relatives as functioning at about the same differ in their evaluations of patient fu 
level of impairment as did the significant tioning, it was necessary tor oompa 
others of the patients of psychiatrist B. Ac- individually with the significant other 
cording to their relatives, more of the pa- ‘ the patients he interviewed. 
tients of psychiatrist A were malfunctioning, Table 3 presents a comparison 
on 9 items, fewer on 7 items, and no dif- same 17 symptom items for psyel 
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9 TABLE 3 ; k S a 
A Comparison of the Percentage of 26 Patients Seen 

k Psychiatrist A and Rated by Significant Other as 
ff Exhibiting Each Symptom 


SIGNIFICANT PSYCHIATRIST 
A OTHER P 


lon-relevant 


-responses 36 20 oa 
- Stereotyped posture 8 20 mt 
Person, Place, Time 


disorientation 0 8 — 
'ense and nervous 60 64 = 

‘Feels guilty 24 20 = 

- Behavior controlled 

= by. others 8 24 z 

Disturbed by 

hostile impulses 8 8 eet. 

Use of somatic 


complaints 64 8 01 
Preoccupied with 
health 76 40 05 
Hallucinates voices 0 12 = 
Mumbles to self 0 8 = 
‘Hallucinates persons 0 8 ~ 
Extreme emotional 
24 44 — 
20 8 — 
36 24 M 
76 28 01 
ey 


bodily organs 76 24 01 


and the significant others of his patients, 
Phere are only 4 symptom areas in which 
sagreement occurs which could not be 
_ attributed to chance, In each instance the 
- qualified rater specifies the greater disabil- 
ity. Three of the items deal with the pa- 

tients’ somatic complaints and the fourth 

ith apprehension about the future. It can 


ings, that the psychiatrist was greatly con- 
_ cerned with the somatic condition of the 
patient in relation to other facets of post- 
hospital functioning, 
significant others do not consider soratic 
ailments to be important in mental illness. 
On the major symptoms associated with 
mental illness, only minor and random dis- 
_ crepancies existed between psychiatrist and 
significant other. Finally, the correlation be- 
tween psychiatrist A and significant others, 
-Using the entire 40 item,Lorr Scale score and 


the 32 item psychological functioning 
was ++.7l—a very high and significant e 
relation which, as already indicated, wo 
have been even higher except for differer 
in the somatic conditions section of the 

C. Psychiatrist B and Significant Othe 
While one pattern of differences eme 
in the ratings of psychiatrist A as oppos 
to the significant others of his patients, 
other type of pattern was found to 
acterize the ratings of psychiatrist B a 
patients’ significant others, First, psychial 


TABLE 4 E 

A Comparison of the Percentage of 39 Patients Seen by 
Psychiatrist B and Rated by the Significant Other as 
Exhibiting Each Symptom 4g 


PSYCHIATRIST SIGNIFICANT 
B OTHER 

Non-relevant 

responses 21 15 
Stereotyped posture 0 8 
Person, Place, Time 

disorientation 3 8 
Tense and nervous 33 79 
Feels guilty 15 26 
Behavior controlled 

by others 5 18 
Disturbed by 

hostile impulses 13 5 
Use of somatic 

complaints 21 8 
Preoccupied with 

health 23 46 
Hallucinates voices 13 5 
Mumbles to self 0 10 
Hallucinates persons 5 5 
Extreme emotional 

tone 46 62 
Suicidal thoughts 21 5 
People talk 

about her 8 26 
Fears future 23 36 
Worries about 

bodily organs 23 23 
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tructive impulses on the part of the patients, 
Third, no single area of behavior or symp- 
toms served as the focus of differences 
between skilled observer and significant 
others as did somatic complaints in the case 
of psychiatrist A. Fourth, the correlation 
between the ratings of psychiatrist B and 
the significant others was lower, +.50, than 
the correlation for the other rater and his 
significant other comparisons. This lower 
correlation again attests to the greater ran- 
domness of differences throughout the rat- 
ings. In sum, then, psychiatrist A over-rated 
impairment in one area and psychiatrist B 
under-rated it in most areas when the sig- 
nificant others are used as the reference 
group. H 


DISCUSSION 


In interpreting these resfilts two general 
conclusions seem important. The first con- 
cerns the importance of relatives of patients 
as raters of the illness and functioning of 
their significant others. The second reveals 
that when psychiatric orientation differences 
between qualified and experienced psychi- 
atrists are minimized, they tend to agree on 
the general level of disability of their cases 
and on the diagnoses which they make. Dif- 
ferences, however, continue to occur on the 
specifics of functioning and the importance 
and weight of these for the clinical picture 
of the patient. It is unlikely, as a conse- 
quence, that any instrument which attempts 
to reduce clinical judgment to a series of 
symptoms or behaviors will be very reliable 
unless practitioners are first schooled in its 
usage. Under such conditions variable biases 
will be replaced by systematic bias leaving 
us still very short of the desired goal of valid 
judgments and measures of psychiatric im- 
pairment and illness. 

Three points should be stressed in inter- 
preting the ratings made of patients by their 
relatives. 1, Sjgnificant other judgments seem 
to be most reliable when they concern the 
actual day-to-day functioning of the pa- 
tients. Relatives seem competent to judge 
overt and meaningful deviations in func- 
tioning. Continuing contact with the patient 
gives the relative some perspective 
time as well. However, relatives and for that 
matter trained and experienced practitioners 


tend to run into difficulty and cont 
rating or judging such subjective, ill-d 
and abstract concepts as hostility, g 
security and the like. The dilemma then 
volves either eliminating such difficult 
qualify but important concepts from 
scales, or retaining them and introd 
inevitable perceptual and conceptual b 
2, Elsewhere we have shown that rela 
of former mental hospital patients, and 
tives of never hospitalized women 
served as controls for the patients clea 
were able to distinguish the functioning | 
the 2 groups. On 20 of 32 symptoms, t 
controls were rated by their relatives 
superior functioners. Thus, using overt b 
havior or symptoms it is possible to valida 
the ratings of relatives. This surely has 
portant implications for epidemiologic stud- 
ies of mental disorder in the general pop 
tion or in various sub-cultural groups. 

3. In the division of labor in the mental 
health area, it is frequently the lot of the 
social worker to obtain case histories from 
relatives. The physician or therapist is 0 
therefore, denied the salutory effort of tem 
pering or modifying or affirming his ow 
judgments by getting these materials eith 
already interpreted for him or possibly n 
getting them at all except for some social 
background data, If, as we have tried to 
indicate, the relatives and significant ol 
are capable of making critical judgments of 
patient functioning, then these ought to be- 
come available, undiluted and uninterpreted 
by others, to the clinician. These obser 
tions seem to point up the necessity 
thorough training of psychiatric resid 
in the securing of reliable anamneses tro 
the relatives by patients. This appears 
be badly neglected in present day psych 
tric training. : 

As suggested elsewhere, the two psych 
trists in this study were selected beca 
they were only minimally discrepant in theii 
orientation. Despite this, differences in th 
evaluations did occur. Neither their d 
ences in age nor experience, both of whi 
were stibstantial, could account for the fi 
that one tended to see greater symptom 
pairment in his patients while the ot 
tended systematically to underrate 
disabilities. Ferhaps the difference or 


i. 


~“ 


for by the general pessimism of 


experienced clinician as to case 

e and the apparent optimism of the 
ager clinician in this respect. Whatever 
explanation, it remains a fact that the 
ions of relatives coincided to a great- 

nt than the evaluations of our skilled 


uld have been removed had they inter- 
red relatives as well as patients is a 
int which remains to be tested em- 
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RELAXANT ANAESTHESIA FOR ELECTROPLEXY 


S. V. MARSHALL, M.B., Cu.M.? 


Modified electroplexy was used for the 
first time in Australia on December 1, 1945 
(27). Since then relaxant anaesthetics have 
been used in this series for 16,275 treat- 
ments in 2,100 cases. All these anaesthetics 
were given by trained anaesthetists, 13,961 
by myself and 2,314 by associates. The 
series comprised 639 males and 1,461 fe- 
males ; age-range 13 to 89, average 50 years. 
Practically all these patients were of private 
or intermediate status. 


DEVELOPMENT 


Case 1.—Stout female, 56 ; inyolutional mel- 
ancholia for 18 months. Early in illness frac- 
tured neck of L. femur; pin-fixation per- 
formed. Hence electro-convulsive therapy 
withheld, but finally decision made to try it 
with curare(7, 8). 

In 5 weeks 11 treatments given ; no aggra- 
vation of injury. Each fit well modified by 
Intocostrin equivalent to 20-25 mgm. of 
d-tubocurarine. No preliminary anaesthetic 
used, and despite pause of 3-5 minutes be- 
tween injection and stimulus, little anxiety 
seen until the last few treatments. Excellent 
mental recovery ensued. 


At this time curare, although available 
in purified form (Intocostrin), was sti 
regarded with suspicion, and had been 
employed by us in surgery for only a few 
months(9). Nevertheless, it was felt that 
in the new application efficient pulmonary 
ventilation with oxygen would provide the 
essential safeguard, This view has been 
amply comfirmed by subsequent experience. 

Unexpectedly, in this case and several 
others given Tubarine, the recovery of 
breathing was little delayed, perhaps be- 
cause of excess acetylcholine produced at 


1 Read at the 2nd World Congress of Anaes- 
thesiologists, Sept. 8, 1960, Toronto, Canada. 

2 Harley, 143 Macquarie St. Sydney, N.S.W., 
Australia. 

8It is desired to thank Dr. Cedric Swanton, 
Dr. Stephen Benedek, Dr. Roger Kiely, and Pro- 
fessor W. S. Dawson for giving me access to most 
of the patients dealt with in this paper. i= e 
valuable help of the nursing staffs of the hi 
tals concerned is also acknowledged, as is : 
of my stenographer, Mrs. M. Mitchell. 
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the neuro-muscular junctions by the in 
motor discharge. This was fortunate b 
the value of neostigmine was then not. 
ficiently appreciated by us. 

Decamethonium (Eulissin ; Syn 
and gallamine (Flaxedil) were next 
a trial. Full dosages, 5 and 80 mgm. re 
tively, were found necessary, and the 
sistence of apnoea for anything up to 
minutes or more afterwards not only 
manded efficient and sustained artificial 
piration but also made the procedures ui 
duly time-consuming. However, psychi: 
misgivings about the safety of these 
ods so restricted their use that in 6% 
only 11 cases (65 treatments) had b 
dealt with. À 

The introduction of succinylcholine (sux: 
amethonium) chloride (Scoline, Anectine ) 
now revolutionized the situation. Followin 
the first British report(31) it soon c: 
to Australia(1) and its value in ECT 
rapidly confirmed there(29, 32). My owr 
recourse to the new drug so increased that 
during the years 1957 and 1958, 816 
(6,184 treatments) were handled, Number 
have declined somewhat since then, pr 
ably because of improved tranquillising 
anti-depressive drugs. i 

Periodically suxethonium bromide ( 
vedil E) was tried in this series (35 
but its one advantage of slightly briefer 
tion was offset in terms of cost, conveniene 
constancy, relative potency, and stability 
solution, Far more than with suxame 
nium chloride its solutions require 
storage to preserve their potency, 
otherwise deteriorates rapidly. 
creased volumetric dosages will more fr 
quently become necessary with suxethon 
solutions that are kept ed Puke 8 

erigds, while consequent variations 
ui potency create doubts about the 
response, which might be unexpectedly. 
lent. 

Suxamethonium bromide (Brevedil 
was also found to have similar disad) 
tages. As with suxethonium. its rela 
low content (64%) of active cation 
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nfavorably with that of 80% for the chlo- 
e(11). This latter figure facilitates the 
culation of accurate dosages when nec- 
ary. Hence in this series the preference 
for suxamethonium chloride has been 
_ maintained 


Increasing familiarity showed that, in 
competent hands, modified electroplexy 
uld be made safe for virtually all patients 
needing it. Training and experience in 
odern anaesthetic technique was an in- 
valuable aid in this regard. The essential 
tequisité for safety was skilful and efficient 
ulmonary ventilation with oxygen during 
ery treatment. 

The following brief reports are illuminat- 


Case 20.—Emaciated female, 50; severe 
melancholia, Extreme osteoporosis absolutely 
precluded unmodified ECT. Recovery after 12 
treatments modified variously with Brevedil 
|, Scoline, and Brevedil E. 
ase 219.—Big-framed florid woman, 65; 
pine depression. Gross hypertension, 
‘etinal changes present. Good result 


ase 1133,—Frail old woman, 70 ; senile de- 
ion. Coronary sclerosis, hypertension and 
ongestive cardiac failure; on digitalis and 
Diamox. Mental improvement with 17 treat- 
ments, modified with Scoline, over 5 months. 
arming bradycardia, extrasystoles and hypo- 
ension at first treatment, corrected by 0, in- 
lation and IV atropine. Similarly protected in 
sequent treatments, plus dilution and slow 
ection of all solutions, 

Case 1321,—Cyanotic female, 60 ; gross hys- 
_terical “asthma,” 3 years. On enormous doses 
of adrenaline, In hospital 12 times with “status 
thmaticus.” Appearance really shocking. 
ecovery after 7 treatments modified with 
- Scoline. Relapse 4 months later, 7 further 
modified treatments only temporarily effec- 
tive. Now in “institution ; probably denied 
further treatment because of terrifying “symp- 
toms.” 

Case 1357.—Debilitated male, 68; involu- 
tional melancholia ; myocardial degeneration, 
_ with 2:1 heart-block ; cardiac failure immi- 
nent; on digitalis. Excellent mental recovery 
after 11 treatments modified with Scoline ; 
improvement maintained, 3 
4 


Without prompt and sustained IPPR’ 
with oxygen in these patients, their pros 
pects of survival would have been very 
certain. A similar consideration applies to 
several cases of prolonged apnoea, quoted 
later. Treatment was denied in only two 
cases, one of advanced congestive cardiac 
failure, and another, restored with oxygen 
and saline venoclysis from collapse follow- 
ing thiopentone, found to have a perforated. 
duodenal ulcer. 


TECHNIQUE 


From an early stage in this series a 
“sleep-dose” of thiopentone has been given 
to all patients treated. The 2%% solution was 
always used, especially to minimize irrita- 
tion from wrong placement (perivenous or 
intra-arterial injection), A good sign of cor- 
rect location is that the patient becomes 
aware of a sulphurous smell or taste within 
3 or 4 seconds of starting the injection, per- 
haps because of some breakdown of the 
barbiturate in the lungs. Salivary excretion 
could not occur in this short time.” o 

A pause of about 5 seconds was then 
observed before giving the relaxant, so that 
painful muscular twitchings and feelings of 
suffocation would not be appreciated by 
the patient. All relaxant solutions, too, were 
well diluted with sterile water for the 
following reasons : d 

a. Any minor leakage or loss of a con: 
centrated solution will reduce significantly 
the quantity of active substance given, 
whereas with free dilution small losses be- 
come immaterial. 

b. Increasing the volume of the injection 
will lessen the possibility of its sequestra- 
tion in dilated or obstructed veins. É 

c. The larger volume necessitates a slow- 
er rate of injection, thus ensuring better 
dilution in the blood-stream and reducing 
the possibility of muscarinic (vagal) effects | 
on the heart (23), E 

On completing the injections, rhythmic 
inflation of the lungs with oxygen was prac- 
tised, to prevent hypoxia during the 50-70 
seconds required for maximal effectiveness 
of the relaxant. Few reports have stressed 

the importance of this pause, which influ: 

Intermittent positive ration. 

> 5“I feel it in bts uti har one ti through ~ 
my nose.” “What a horrible taste.” “It stinks.” 
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ences dosage significantly (vide infra). 
The stimulus was then applied, and when 
muscular spasms had ceased oxygen-infla- 
tion was resumed and continued until 
spontaneous breathing recommenced. 

Throughout the whole procedure firm 
chin-support was consistently applied, not 
only to ensure a clear airway and to safe- 
guard the tongue, lips, and teeth, but also 
to keep the epiglottis away from the poste- 
rior pharyngeal wall and so to prevent 
reflex spasm or vomiting. This is most im- 
portant, in case food or drink has been 
surreptitiously taken—indeed, it is a useful 
safeguard when the stomach is known to 
contain food. For similar reasons artificial 
airways and mouth-gags were generally 
avoided, and sound (acrylic) artificial den- 
tures left in situ. When breathing resumed, 
all patients were placed in a true lateral 
position, so that a clear airway and the 
escape of secretions would be ensured dur- 
ing recovery. To leave patients lying supine 
at this stage, partly obstructed and gargling 
their secretions, is bad practice. 


DOSAGES 


Preliminary atropine was usually omitted, 
so as to minimize discomfort. When, how- 
ever, hypersecretion or marked bradycardia 
had been found to occur, 0.65 mgm. (gr. 
1/100) would be given hypodermically 
about one hour beforehand. If time were 
short, or in emergency, atropine was given 
intravenously—a rare necessity. 

The usual dose of thiopentone varied 
between 150 and 250 mgm., depending on 
the physical and mental condition of the 
patients. Occasionally more would be used. 
Obviously, heavy medication beforehand 
(barbiturates ; chlorpromazine, etc.) would 
suggest reduced dosages. 

Similarly, no minute calculation of dosage 
was necessary as regards the relaxants. Ex- 
perience showed that, with succinylcholine 
chloride, the range was from 15 to 50 mgm., 
also depending on the nutrition and phy- 
sique of the patients. Usually, the first treat- 
ment represented ‘the trial of a roughly 
estimated dose, subsequent requirements 
being regulated according to the response , 
then obtained. Formerly larger dosa; 
(50-100 mgm.) were considered necessary, 
not only from anxiety to procure adequate 


` pointing (“J'accuse”). The lips are al 


relaxation but also because in € 
time (20-30 sec.) was being allowed 
tween the injection and stimulus. La 
was realized that by giving the 
enough time te act, its dosage could be 
substantially reduced without loss of 
ciency. A more speedy recovery of bi 
ing also resulted. t 
KA 
RESPONSE zy 
In this series the object has been 
obtain good modification of the con 
sion, especially of the initial tonic sp: 
without suppressing the indications of 
major fit. Profound modification was sou, 
only when serious traumatic or other ¢ 
abilities already existed, but it sometin 
occurred when not really desired, usuall 
at initial treatments. The reverse situation 
of unexpectedly strong convulsions usually 
meant deterioration or wrong placement 
the relaxant solutions, or use of the wr 
drug. This occurred twice, with niketh 
mide (Coramine) and methyl-amphetami 
(Methedrine) respectively in Cases 95 and 
181, without ill effects. (ne 
There are various useful but not co 
ent signs that a major fit is taking plac 
Following the brief stimulus the tonic 
phase is sustained, with spastic dorsi- or 
plantar-flexion, and often internal rotat! 
of the feet. The great toes are either fle) 
or extended, sometimes with reversal 
this movement when the clonic ph 
begins. Similarly, acute flexion of the 
and fingers often occurs, but with 
thumbs adducted and the index fi 


strongly pursed (“duck-face”) and the brow. 
creased in bewildered perplexity. Occasio) 
ally the pupils are dilated or the eyes widely 
opened. Clonic spasms or tremors now | 
low, and are confirmatory of a majo 
zure, even if slight and confined to 
eyelids and face. Undue delay between 
jection and stimulus (over 90 seconds ) 
result in a prolonged clonic phase, beca 
the effect of the relaxant is now raj 
waning. If, however, no sign whate 
appears, the stimulus may be repeated 
breathing (and hence neuro-muscular tra 
mission) returns, and a good response 
tained. Meanwhile, of course, rh 
inflation with ‘oxygen is continued. 


(CATIONS 


‘There was no death immediately related 
the therapy in this series, but 2 patients 
died during the course of their treatments. 
‘One had a cerebral haemorrhage about 12 
hours after her 4th treatment, while the 
_ other died of a coronary occlusion 4 days 
_ after her 5th treatment. Both of these events 
"were thought to be purely coincidental. 
_ Otherwise, the only significant complica- 
on was prolonged apnoea, which devel- 
_ oped in 9 cases. Although more likely in 
_ the malnourished and debilitated, it never- 

theless occurred in some apparently healthy 


lood-serum(16) or of potassium ions at the 
uromuscular junctions (13, 24), the essen- 
l treatment is to maintain efficient pul- 
monary ventilation with oxygen for as long 
s necessary. In addition, if apnoea per- 
ts for more than a few minutes, carbon- 
oxide absorption must be practised as 


our elimination of the relaxant(17). 
This observance of anaesthetic principles 


in subsequent 
relaxant can 
e drastically reduced, as little as 5 mgm. 
‘of suxamethonium often being adequate. 
A variety of minor complications also oc- 
curred in this series, Thiopentone was given 
intra-arterially in two cases, but being well 
produced no ill effect. Venous 
similarly limited, an im- 
: portant consideration when scanty veins 
_ must be conserved for multiple injections, 
_ Post-anaesthetic restlessness was rare, be- 
~ cause of the use of oxygen. Undue brady- 
cardia, salivation and laryngospasm oc- 
_ curred in a few cases ; in these atropine was 
useful. A dusky colour in two cases, 
unrelieved by oxygen, was due to sul. 
phaemoglobinaemia from excessive use of 
phenacetin compounds. Another case with 
deficient response to, oxygen, required 


bronchoscopic evacuation of massive pus 


accumulations from the lungs. The hazard 


of bronchial inundation with pus should 


always be anticipated in patients with bron- 


chiectasis or chronic sinus infections, 
and suitable preliminary therapy—postural 


drainage and bronchoscopy—effected. Tem- 


porary signs of a partial brachial plexus 


lesion were seen in one case, probably due. 


to cervical spondylosis. Finally, vulcanite © 


dentures were broken in two cases ; artifi- 


cial teeth of this material are now removed, — 


Complaints of after-pains were rare, since 
4 hours bed-rest was ensured after all treats 
ments, 


CoMMENT 


The relevant literature exhibits much 
diversity of opinion regarding the proper 
conduct of modified electroplexy(2). Much 
false emphasis is also evident. For example, 
haemorrhagic lesions found at autopsy have 
been attributed rather to the therapy than 
to the most likely cause, anoxia(25). Deaths 
occurring after giving the relaxants but 
before the stimulus was applied have been 
attributed to the former, and not to the 


ineptitude of the users(20). Some writers — 


consider that restriction of both thiopentone 


and relaxant to barely effective dosage will _ 


increase the safety margin(21, 28). This 
idea has been extended to justify the entire 
omission of thiopentone(15), a “sub-shock” 
being used instead to produce unconscious: 


ness(19, 10). Criticism of this most unpleas- 


ant treatment has been made(26), for in 
competent hands there is no need to re- 
strict either the anaesthetic or the relaxant 
components of the procedure. 


The ill-effects of oxygen deficiency are 


not sufficiently emphasized in articles on this 
subject. It is often mentioned only vaguely 
or as a secondary consideration. Some re- 
Ports do not refer to it at all, but instead 
exhibit a pathetic reliance on such drugs as 
lobeline, nikethamide, aminophyllin, po- 


tassium chloride, nor-adrenaline and even — 
cortisone in emergency situations. Even al: ” 
aesthetists have been guilty of stating that 


oxygen is “not often required” or “given 
only when necessary.” It is always neces- 
sary, for serious impairment or suppression 
of the vital function of breathing invari- 


ably accompanies modified electroplexy. To. 


f, 
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be effective oxygen must reach the pulmo- 
nary alveoli, and this can be ensured only by 
inflation of the lungs from a Waters’ “bag- 
and-mask” or similar outfit. Failing this, 
expired-air inflation (mouth-to-mouth, etc. ) 
is far superior to manual compression of the 
thorax. The futility of even massive insula- 
tion of oxygen into the nose or pharynx of 
a paralysed subject should be obvious to 
everyone. 

Further examples of false emphasis are 
readily found. In an qtherwise excellent 
article(3) a death is ascribed. to “severe 
functional disturbance of delicately bal- 
anced physiological mechanisms”—in short, 
asphyxia. Again, in a fine study of prolonged 
apnoea after the use of Brevedil E(4) it 
is stated that this drug can produce “not 
only apnoea but a profound degree of 
collapse”—hyperbole indeed. Further, the 
use of an oxygen and 5% carbon-dioxide 
mixture is then recommended. This advice, 
of course, ignores the fact that central stimu- 
lation cannot improve breathing while 
neuro-muscular transmission is interrupted. 
The fallacy of using this mixture to prevent 
hypocapnia from over-vigorous lung-infla- 
tion(30, 12, 15) also should be obvious. 

Hypoxia during surgical anaesthesia is 
known to cause mental deterioration, es- 
pecially in elderly subjects(5, 6). It is prob- 
able that repeated hypoxic episodes during 
serial electro-convulsive treatments could 
be similarly deleterious, so reducing the 
prospects of good mental recovery. Hence 
efficient ventilation of the lungs with oxygen 
should invariably accompany modified elec- 
troplexy. Knowledge and skill in this regard 
are largely the prerogatives of trained an- 
aesthetists. Others wishing to utilize effec- 
tively this vital remedy should either know 
something of its proper application or else 
call in expert help. 


SUMMARY 

1l. A report’ covering 16,275 modified 
electro-convulsive treatments on 2,100 pa- 
tients is submitted. 

2. The scope and development of the pro- 
cedure in the course of nearly 15 years 
is indicated. 5 

3. The technique and dosages employed — 
with the preferred drugs, thiopentone and + 
___Suxamethonium chloride, are outlined. 


4. There was no death immed 
lated to the therapy, but 2 pa 
coincidentally during the course 
treatments. A 
5. Prolonged but non-fatal apnoe: 
curred in 9 cases, being readily con 
by proper oxygen therapy. Other com 
tions were rare and of minor charact 
6. The imperative need for such 
therapy in all patients subjected to mo 
electroplexy is emphasized. j 
7. Comment is made on various 
of false emphasis, especially regar 
emergency developments, that occur in 
relevant literature. RS: 
8. The possibility that repeated hypo; 
episodes in elderly or debilitated pati 
might impair mental recovery is stressed. 
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MONISM AND DUALISM IN THE STUDY OF BEHAVIOR ; 
IS THERE A CONFLICT BETWEEN THE PSYCHODYNAMIC 
THE ORGANIC POINTS OF VIEW ? 


MAX LEVIN, M.D.1 


Bailey(1), who has devoted much time 
and thought to the mind-brain problem, 
begins his recent penetrating analysis of the 
subject by defining the sharp contrast, as 
he sees it, between the biological and psy- 
chodynamic points of view. He says that 
psychoanalysts and others who are psycho- 
dynamically oriented 


believe psychic events to have power to create 
behavior or, better, that psychic events have 
access to, or are controlled by, a special source 
of power, variously spoken of as the Soul or the 
Ego. This source of power i$ . . . felt to be 
separate from and, in many ways, opposed to 
the tendencies of the biological mechanism 
which we call the body. They are, in other 
words, “obstinate dualists,” 


Opposed to this is the biological point of 
view, which is “monistic.” 

Bailey has no sympathy for the “obstinate 
dualists.” He says (page 371) : 


Superego, Ego and Id are only new words for 
the ancient dualistic manner of thinking em- 
bodied also in words, such as God, Man or 
Devil, which goes back at least to Zoroaster. 
Psychodynamicists . . . think like theologians. 
Having banished the Soul, they are obliged to 
reinstate it under the guise of the Ego, a term 
which they are forced to use more and more, as 
the theologians use the Soul. 


Bailey is a learned and scholarly man 
whose opinions deserve close attention, but 
I submit that he is mistaken. I shall try to 
show that there is no conflict between the 
organic or biological view of behavior and 
the psychodynamic view. On the contrary, 
the two views ‘are complementary. They fo- 
Cus attention on different aspects of be- 
havior. There is no more conflict between 
them than there is between the physician 
who studies the clinical aspects of pneu- 


1From the Department of Neurology and + 


Neurosurgery, the New York Medical College, 
wee and Fifth Avenue Hospitals, New York, 


whi Susy 
hie 


monia and the scientist who studies. its 
teriology. 

In the study of the mind-brain pro 
it seems to me essential to adopt Hug 
Jackson’s “doctrine of concomitance’ 
The brain is a material thing, consisting í 
neurones which obey the laws of ph 
and chemistry. How can activity of p 
structures be transmuted into such in 
terial things as ideas and images? Ji 
held that it is futile to try to answer th 
question. We can only say that a 
state is “concomitant” with activity of n 
structures, Thus, speaking of the Bia 
of consciousness to nervous (physical) © 
states,” he said (II, 72) :? Hh. 


The doctrine I hold is: first, that states € 
consciousness (or, synonymously, states O 
mind) are utterly different from nervous states; | 
second, that the two things occur nee 
that for every mental state there is a correlative 
nervous state; third, that, although the two 
things occur in parallelism, there is no inter- i 
ference of one with the other. This may b 
called the doctrine of Concomitance(3), 


Again he said (I, 52) : 
We cannot understand how any conce 
arrangement of any sort of matter can gi 
mental states of any kind . . . I do not trot 
myself about the mode of connection b 
mind and matter. It is enough to assume 4 


brum, mental states occur, I, of course, a 
but how this is I do not inquire ; indeed, 
as clinical medicine is concerned, I 
care. 


To put the matter in other words, 
state$ are ears epiphenomena of 
ical states in the brain. NAN 
i I submit that if we accept Jackson's 
there is no conflict between the bi 
and the psychodynamicist. As Bailey s 

2 Bracketed figures refer to volume and p 
e “The Selected Writings of John Hughlings. 
(3). . 
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the psychodynamicist believes that “psychic 
eyents (can influence) behavior,” but this 
belief is acceptable if we understand it cor- 
rectly. The influence is exerted not by the 
psychic events, but by the physical states 
concomitant therewith. 

Material events occur only in response 
to material causes. They cannot be at- 
tributed to immaterial causes. But they can 
correctly be attributed to the material con- 
comitants of immaterial (or psychic) events. 

In this connection I refer to a striking 

"passage in Tinbergen’s remarkable book 
| The Study of Instinct(15). Speaking of the 
_ causes of behavior, Tinbergen objects to 

the custom of attributing causation to “sub- 
| jective” factors. Thus he says (page 4) : 
_ “The conclusion that an animal hunts be- 
Cause it is hungry will satisfy many people 
at first glance.” He objects to this easy 
explanation. 


The ethologist does not want to deny the pos- 
sible existence of subjective phenomena in 
animals (but) he claims it is futile to present 
them as causes, since they cannot be observed 
by scientific methods. Hunger, like anger, fear, 
and so forth, is a phenomenon that can be 
~ known only by introspection. 


Tinbergen drew the right conclusion but 
_ for the wrong reason. The objection to at- 
= tributing behavior to hunger is not that 
hunger, being a subjective state, cannot be 
studied objectively. Even if we had a meth- 
od of studying and measuring hunger, we 
still could not attribute behavior to it, since 
behavior consists of a series of physical re- 
actions while hunger is a mental state. Phys- 
ical reactions must be explained by phys- 
ical causes. Certain chemical depletions of 
the hungry animal arouse responses in his 
nervous system which manifest themselves 
in movements designed to correct the de- 
pletions. The function of the nervous system 
is self-preservation. The healthy and proper- 
ly “educated” predator responds to periodic 
internal chemical states by finding and de- 
vouring its prey. The chemical state is the 
cause of the behavior. The feeling of hunger 
is merely an epiphenomenon. 

There comes to mind an example that 
was one of Jackson’s favorites. Jackson had 


an uncanny ability to spot the fallacies that . 


may lurk behind a fagade of logic. He often 


referred to the motionlessness of a patient 
after an epileptic fit, saying that many phy- 
sicians, if asked why he is motionless, would 
think it reasonable to answer, “Because he ig 
unconscious.” Jackson knew that you cannı 
attribute a physical state (motionlessness) 
to a mental state (unconsciousness). 
correct answer, he argued, is that the high- 
est cerebral centers (the “organ of mind”) 
are of sensorimotor constitution (7). The 


paralysis of their motor component(11)s 
Here is one of Jackson’s many statements on 
this matter (I, 321) : 


After a very severe fit of epilepsy proper, 
patient does not move his limbs . . . He seems 
a mere breathing, circulatory, etc., mechanism, 
lying otherwise inert on the floor. As he is then 
comatose, it would generally be said that 
does not move because he is unconscious. 
moment’s consideration, however, will show 
that this is an explanation which verbally ex- 
plains everything, and yet in reality explains 
nothing. It may pair off with such a pseudo= 
explanation as that a patient does not move # 
limb because there is loss of volition . . . 
belongs to a whole family of psychologico= 
materialistic confusions ; it is akin to that which 
has it that ideas or sensations (psychical states) 
produce movements (physical states) ; to that 
also which declares that the mind affects 
body. Nothing is said against the popular or 
clinical use of these expressions. No one ob 
jects in a clinical conference to the expression 
that .. . the mind affects the body, when it 18 
understood that what is meant is that centres, 
during activity of which mental states arise; 
can affect other centres, and thus the body. Bi 
much is to be said against the use, or rathe’ 3 
abuse, of such expressions in what purport to be 
scientific explanations . . . I submit that the 
post-epileptic comatose patient does not move; 
for the very simple reason that there is some 
negative physical condition of his nervous 
centres . . . The fact is, he cannot be un- 
conscious without having some negative phys- 
ical condition of his nervous system answering 
to that negative psychical condition, and it is 
the central negative physical condition alone 
(that explains) his other physical condition of 
immobility. A 


(Italics in original.) da 
In his third Croonian Lecture Jackson 4 
said (II, 72) : k 
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Those who accept the doctrine of con- 
comitance do not believe that volitions, ideas 
and emotions produce movements or any other 
physical states, They would not say that an 
hysterical woman did not do this or that be- 
cause she lacked will; that an aphasic did not 
speak because he had lost the memory of 
words; or that a comatose patient did not 
move because he had lost consciousness. On the 
contrary, they would give, or try to find, ma- 
terialistic explanations of physical inabilities. 


The foregoing argument would appear to 
support Bailey in his disagreement with the 
psychogeneticists. But this is not the case. 
Psychic events can influence behavior, but 
we must understand how this influence is 
exerted. We may take up the matter of 
learning. Experience and learning modify 
the brain. An Englishman and a German 
may each have a normal ‘brain, yet their 
brains differ in their functional organization, 
for the article of furniture that you sit on 
causes one to think of the word “chair” while 
the other thinks of “Stuhl.” These two words 
presuppose different patterns of innervation 
of muscles of articulation. Learning has 
caused these men to respond differently, 
with different patterns of tongue and lip 
movement, to the same stimulus. 

The psychodynamicist is more particular- 
ly concerned with the effects of emotional 
experience. He believes that emotional ex- 
perience in childhood can leave its stamp on 
later patterns of behavior. This belief cannot 
be disputed. If a child is frightened by a 
dog, his behavior may show it for years af- 
terward. The psychodynamicist cannot be 
criticized for such a belief. He can be criti- 
cized only if he denies that the influence of 
psychic events is mediated by cerebral 
mechanisms. 

The biological and the psychodynamic 
points of view are both necessary if we are 
to understand behavior. We must study 
psychodynamics to understand why we are 
what we are, why we behave and think as 
we do. We must study brain function to 
understand the cerebral mechanisms that 
mediate psychodynamic influences. 

_ The man who has done the clearest think- 
ing on the mind-brain problem was Hugh-. 
lings Jackson, Being interested in the mani- 
festations of brain disease, he paid close at* 
tention to the mental disturbances seen in 


epilepsy and other organic and toxic st 
He made some remarkable observations 
toxic delirium. Thus he showed that 1 
delirious patient tends to mistake the ui 
familiar for the familiar (as when he n 
takes the nurse for his wife) and this err 
of orientation is a manifestation of “reduc: 
tion to a more automatic condition” (6). He 
had, the useful habit of looking for” 
ilarities between complex phenomena, 
as mental symptoms, and simpler dis 
ances from disease of lower levels, it 
a favorite thesis of his that higher 
lower levels of the nervous system, tho 
they differ enormously in complexity, 
fundamentally alike and obey the sa 
physiological laws. 

Jackson, whom Otto Sittig once called th 
profoundest thinker in the history of neu- 
rology, has charted a path that we might — 
follow with profit. To give but one exi ~ 
ample, the delirious patient, being dis- — 
oriented, may be unable to answer correctly — 
when you ask him to name your occupation 
yet in spontaneous conversation he may ad- 
dress you as “Doctor,” as when he sa; 
“Good morning, Doctor” or “Thank yı 
Doctor.” There have been instances 
which the patient addressed me as “Doctor” 
in the very sentence in which he misnamed 
my occupation. Thus a patient in a bromide ~ 
delirium, when asked to name my occupa — 
tion, replied, “I wouldn’t know, Doctor—is 
it painting and decorating st 

But this phenomenon ceases to be puz: 
zling when we consider that it is exactly” 
parallel to one seen in aphasia, The aphasic, 
as Jackson often pointed out, can sometimes — 
say a word spontaneously which he cannot — 
say on command. Thus if he cannot say” 
“No” when you ask him to, he may say it in 
reply to a question calling for a negative, A 
e parallel even extends to those instances” 
in which the delirious patient addresses you 
as “Doctor” in the very sentence in which 
mispames your occupation. Thus an aphasic, 
after a vain effort to say “Pencil” on com- 
mand, may give up in despair and cry outy 
“No, I can't say pencil.” f 

Here is a precise parallel between a mi 
tal” symptom, disorientation, and a disturb; 
ance seen in organic disease, aphasia. 
significance of the parallel has been d 
cussed elsewhere(5 8). The two pheno! 
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are manifestations of the same physio- 
logical principle, “reduction to a more 
ütomatic condition.” We see here the profit 
e gained from viewing a mental phe- 
enon from the biologicat viewpoint, as 
a manifestation of a disturbance in cerebral 


[ONISM AND DUALISM 
Bailey regards the psychodynamicists as 
dualists, and once again I take issue with 
him. This is not an easy matter to discuss, 
‘or there are many definitions of monism 
dualism, and as an amateur in the 
rovince of philosophy I “stick my neck out” 
ith apologies, 
Tn the study of neurology the monist, it 
ems to me, is he who believes that all 
behavior (including mentation, which is 
ternal or subjective behavior) can and 
st be accounted for on the basis of cere- 
bral activity, psychic activity being but the. 
concomitant, or epiphenomenon, of cerebral 
ivity. The dualist, by contrast, is he who 
eves that brain activity cannot explain 
| of behavior and who assumes a “soul” 
‘that is higher than the merely material 
n 


'o discuss this matter in more specific 
terms, I quote a comment by Schiller (14) 
in reference to Hughlings Jackson. Schiller 
d, “His was the Cartesian dualism of 
ind and brain, the brain being merely the 


hat the transmutation of physical into men- 
ill ever remain a mystery. 4 
$ alshe too seems to have made the same 
error. In his review of Lord Cohen’s book 
on Sherrington(16), Walshe, referring to 
errington’s comment on the unsolved mys- 
ery of the mind-brain relationship, has this 
to say: 


But surely, this negative attitude, which was 
that of Hughlings Jackson also, is not “a 
_ philosophy.” It is simply an honest admission 
of a problem for which, as they thought, natural 
_ science did not provide the solution. Both were 
 dualists in a negative serie. 
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MONISM AND DUALISM IN THE STUDY OF BRE 


As to Sherrington, Walshe’s judgment ap- 
pears to be another example of a correct 
conclusion based on the wrong reason, 
Sherrington was indeed a dualist, but not 
because he accepted the insolubility of the 
mind-brain relationship. His conversation 
with Brain(2) suggests that the dualistic 
position appealed to him. As to Jackson, 
Walshe’s designation of him as a dualist is 
in my opinion a mistake, for reasons already 
given. 

A good example. of the position of the 
dualist is found in the writings of Thomas 
Laycock (the man whom Jackson credited 
with the thesis that the highest cerebral 
centers obey the laws of reflex action). Lay- 
eock(4) quoted with approval Morell who 
said that the soul exists “prior to conscious- 
ness,” since it exists “from the formation of 
the first cell-germ” (vol. I, p. 129). On page 
283, after saying that man stands at the head 
of an ascending scale of animal life, Lay- 
cock argued that the scale is 


not truncated at man, and that beyond him 
there cannot be a dark, unpeopled void .. . 
(There is) an infinite gradation of Being, 
above and superior to man. That we cannot 
see such Beings, nor demonstrate their exist- 
ence, is a necessary result of our position in the 7 
scale, and no proof whatever of their non- 
existence. The worm knows nothing of man, 
his works, or his actions ; nothing of the sun or 
the stars . . .; and so, with reference to the 
spiritual world—the world around and above us 
mour organs may be as imperfect as those of the 


worm with reference to the world around and 
above it. 


Bailey prefers monism to dualism. Pen- 
field(13) quotes Lord Cohen that “the ul- 
timate goal of science is a universal mon- 
ism.” But Penfield himself seems to waver. 
Speaking of the “master mechanism” which 
he postulates in the brain stem, Penfield 
says : 


What is the real relationship of this mechanism 
to the mind ? Perhaps we will always be forced 
to conjure up a spiritual element of different 
essence situated between the sensory complex 
and the motor machine, a spiritual element that 
is capable of controlling the mechanism, 


But though we may sympathize with 
Bailey in his preference for monism, we 
need not accept his criticism of the psycho- 
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dynamicist as an “obstinate dualist.” The 
psychodynamicist is a monist so long as he 
believes that mental and emotional experi- 
ence affects cerebral processes, and that 
only thus can we account for its influence 
on behavior. 

There is no contradiction between the 
psychodynamic and the organic points of 
view. They both help us to understand be- 
havior, Just as the world needs both the 
artist and the scientist, and medicine needs 
both the clinician and the physiologist, so 
does the study of behavior require the col- 
laboration of the psychodynamicist (psy- 
chiatrist, psychoanalyst) and the neurolo- 
gist. 
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_ There has been considerable disagreement 
among psychiatrists in the diagnosis of 
“anorexia nervosa. In 1874, Sir William Gull 
described the condition which was char- 
cterized by “repugnance of food, extreme 
emaciation, amenorrhoea and personality 
changes.” A review of the literature indi- 
tes that while most authors accept the 
aforementioned as definitive symptoms, 
ere is much disagreement as to the nature 
of the condition, the type of personality and 
motional conflict with which it may be 
ssociated, and method of treatment. It 
would appear that the clinician's interpreta- 
tion and evaluation of these latter items also 
influences his diagnosis of anorexia nervosa. 
- Anorexia, loss of weight and amenorrhoea 
y be observed in many psychiatric ill- 
nesses, and it is not surprising that the con- 
BG ition should be considered as a depression 
_ or schizophrenia. Hissler(2) suggested that 
ere were 3 degrees of anorexia nervosa : 
could be symptomatic of hysteria, schizo- 
hrenia or melancholia, it was a disease 
tity in itself, and a third group fell be- 
jeen these divisions. However, most au- 
thors are concerned with the close similarity 
etween anorexia nervosa and obsessive- 
ulsive neurosis. DuBois(1) concluded 
at “anorexia nervosa is fundamentally a 
mpulsion neurosis with cachexia as a lead- 
ing symptom.” Rahman, et al.(5) in a study 
of 12 cases of anorexia nervosa believed it to 
be a neurosis with obsessive-compulsive 
eatures. On the other hand, Kay and Leigh 
4) in a very complete study of 38 cases of 
orexia, while impressed with the fre- 
ency of obsessional traits in the person- 
ities of these patients, concluded that there 
s no neurosis specific to anorexia nervosa. 
either were they convinced that anotexia 
ervosa is a psychiatric entity. 

Recently we observed 2 young female pa- 
tients who were diagnosed by competent 
psychiatrists as suffering from obsessive- 
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compulsive neuroses. It was noted at the 
time that both patients presented the de- 
finitive symptoms of anorexia nervosa as 
described by Sir William Gull, in addition 
to obsessive-compulsive features. Further in- 
quiry disclosed many other similarities in 
their symptomatology, personality, onset 
and course of illness, life history and family 
history. It was soon recognized that most of 
these items which were common to both pa- 
tients” profiles were frequently found in the 
profiles of patients suffering from either an- 
orexia nervosa or obsessive-compulsive neu- 
rosis. Certain features present in both pa- 
tients, however, could not be considered 
characteristic of either anorexia nervosa or 
obsessive-compulsive neurosis. Just prior to 
the onset of avoidance of food and weight 
loss, a variety of psychiatric symptoms ap- 
peared in both patients, which disappeared 
when the final clinical picture became estab- 
lished. These transient symptoms we have 
labelled “premonitory trial symptoms.” Pe- 
culiar to both patients were periods during 
which there was a greatly increased intake 
of food interspersed with greatly diminished 
intake. This “cycling” in food intake tended 
to persist through the course of the illness. A 
poor phantasy life and a definite history of 
allergic and psychosomatic disturbances in 
earlier life were other common features not 
typically though occasionally seen in cases 
of either anorexia or obsessive-compulsive 
neuroses. Since these patients have been 
diagnosed as obsessive-compulsive neurotics, 
we asked ourselves the following questions : 

1. Can a clinical distinction be made be- 
tween anorexia nervosa and obsessive-com- 
pulsive neurosis ? If such a distinction can 
be made, ò 

2. What features of these conditions serve 
to differentiate them ? 

3. Is it possible that both conditions can 
coexist in the same patient as suspected in 
the 2 special cases under study ? 

In an effort to find an answer to these 

» questions, we have used the following meth- 
od of comparison. 
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METHODOLOGY 


Variables in the family history, life his- 
tory, personality and symptomatology com- 
mon to both of these patients were listed. 
Further variables considered to be charac- 
teristic or frequently found in the profiles of 
anorexia nervosa or compulsive neurotics 
were added to make a total of 22 variables. 
The hospital records of 8 anorexia nervosa 
patients and 10 obsessive-compulsive neu- 
rotics, who had been diagnosed as such by 
independent psychiatrists, were then ob- 
tained. The patients were matched for sex 
and as close as possible for age. The list of 
variables in Table 1 was compared on each 
case history. 

In order to test the significant difference 
in the occurrence of these variables in ån- 
orexia nervosa and obsessive-compulsiye 
neurosis, the Fisher test(6) of exact proba- 
bility was applied. This is a nonparametric 
technique for analyzing discrete data when 
the 2 independent samples are of small size. 


RESULTS 


To a significant degree certain variables 
occurred more frequently in anorexia ner- 
vosa than -obsessive-compulsive neurosis. 
Those patients diagnosed as suffering from 


TABLE 1 


ry 
childhood, a conflict associated 
excessive activity during the 
ness, amenorrheea, anorexia and y ei 
In the sample under study, the an 
vosa patients demonstrated on the a 
5 of the 6 aforementioned: significant v. 
ables. In no instance were there fewer 
4 of these variables present. On the otl 
hand, only once did any of these varia 
significant for anorexia nervosa appea 
the profiles of an obsessive-compulsive 
rotic, 

The obsessive-compulsive patients 
be distinguished from the anorexia pa 
by the presence of compulsive acts, ol 
sive thinking, a poor phantasy life, conc 
about symptoms, and an interruption 
their accustomed activities. The obsessiy 
patients demonstrated on the average 
of the 5 variables significant for that | 
dition. In no instance were there fe 
than 3 present. In comparison the nor 
patients averaged only 1.4 of the variab! 
significant in obsessive-compulsive neuros 

When both sets of significant varia 
were applied to the case histories of 
special cases under consideration, we f 
that these patients showed a sufficient nu 

‘are 


OBSESSIVE- ANOREXIA 
COMPULSIVE NERVOSA 
n=10 n=8 


(1) Perfectionistic parents 

(2 Punitive or difficult toilet training 

(3) Neurotic traits in childhood 

(4) History of psychosomatic disorders 

(5) Model or “good” children 

(6) Need for school success 

(7) Onset of symptoms in relation to school conflict 
(8) Lack of close friendships 


_ (9) Premonitory trial symptoms 


{10) Conflict associated with sex 
(11) Amenorrhoea 

(12) Loss of weight 

(13) Anorexia 

(14) Cycling of symptoms 

(15) Interruption of normal activity 
(16) Increased activity 

(17) Concern about symptoms 
(18) Obsessive thinking 

(19) Compulsive acts 

(20) Poor phantasy life 


(21) Perfectionistic personality $ 


(22) Catholic religion 
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r of each set to warrant a diagnosis of 
both anorexia nervosa and obsessive-com- 
_ pulsive neurosis. 


Discussion , 


In attempting to make a clinical differen- 
tiation between anorexia nervosa and ob- 
sessive-compulsive neurosis, we have found 
nificant differences in the occurrence of 
certain variables which tend to distinguish 
them as clinical entities. We have also found 

at these conditions can coexist in a pa- 
tient. In addition, these 2 conditions have 
_ many features which traditionally have been 


“undue obsessive or meticulous 
the parents of these patients. While 
he patients tended to be obedient, “model 
00 ildren with a need for success at 
ese characteristics did not dis- 
em from each other. Perfectionis- 
_meticulous traits were as common 
he personalities of anorexia nervosa pa- 
ents as in the personalities of the obsessive- 
compulsive neurotics, Patients of each group 
were lacking in ability to make close and 
lasting friendships with their peers. Psycho- 
aalysts have sought for the roots of obses- 
sive-compulsive neuroses in parental rela- 
tionships during the anal stage of libidinal 
evelopment and have formulated the dy- 
mics of this neurosis around the conflicts 
this developmental stage. In our sample, 
history of early punitive, or difficulty in, 
et training was notably infrequent in 
oth the obsessive and anorexia patients. 
While a conflict in respect to sex, or an un- 
healthy attitude towards sex, seemed to be 
the rule rather than the exception, there 
appeared to be no specific type of conflict 
“peculiar to either diagnostic category. 


CONCLUSIONS 


Anorexia nervosa and obsessive-compul- 
sive neurosis have many features in com- 
mon. It would appear, however, that they 
are capable of being distinguished from 
each other on a clinical evaluation of the 
history, personality and symptomatology 
of the individual patient. Amenorrhoea, an- 
orexia, loss of weight, excessive activity dur- 
ing the period of illness, a conflict associated 
with or reflected in school adjustment, and 
a history of neurotic traits in childhood are 
characteristic of anorexia nervosa. Compul- 
sive acts, obsessive thinking, a poor phantasy 
life, concern about symptoms and an inter- 
ruption of accustomed activities are more 
liable'to be associated with obsessive-com- 
pulsive neurosis. 

The 2 conditions can exist together in a 
patient, and in this instance the diagnosis 
should be so stated. 


SUMMARY 


The records of patients with the diagnosis 
of anorexia nervosa and obsessive-compul- 
sive neurosis were examined with respect 
to certain variables. These were compared 
with 2 patients who had features of both 
conditions. The results are described. 
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In psychiatric discussions the term proc- 
ess is frequently misused. It is misused be- 
cause of preconceptions rooted in our 
language and because of a tradition of 
thinking in essences, Thinking in essences 
results in misunderstanding and poor treat- 
ment. 

Psychiatrists can improve their theory 
and practice by identifying and rejecting 
preconceptions based on essences. What is 
a needed is a phenomenal approach, as for 

ie instance in the theory and treatment of 
schizophrenia. 


THE CONCEPT OF ESSENCE 


What I mean by thinking in essences is 
the tendency to assume that everything 
has an inner and higher reality that de- 
termines its external characteristics. The 
a essence of a thing, it is believed, is that 

: which determines its nature. 

As applied to people, the term refers to 
an inner quality that determines character. 
An essence approach assumes an inner 
A nature that shows itself in traits of charac- 
ter. For example, a person who acts dis- 
honestly will be considered dishonest by 
nature. His dishonest behavior will be re- 
garded as determined by the essence of 
dishonesty. Thus the quality assigned to 
an act is transferred to an assumed inner 
. nature, 

i The essence concept goes back to Plato, 
the classic philosopher, with his supra- 
sory world of ideas apprehended by rea- 
d intuition. The Platonic ideas are 
ities in pure form. The good, the true, 
: l the beautiful are such because they 

_ partake of the idea, or form, of goodness, 
 trūth, or beauty. Likewise, dishonesty par- 
takes of the quality of dishonesty. This 
quality is eternal and exists in pure form 
somewhere in a realm beyond the reach of 
our senses, | 
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In short, an essence is a metaphysica 
concept. It has no tangible existence. Th 
medieval philosophers reduced the concep 


Modern philosophy has had less use fo 
the term. But the concept persists in 
language and thought with its original» 
ity. It dominates what is called cox 
sense. Inevitably, it has found its 
psychotherapy. 


THE INFLUENCE OF LANGUAGE 


ency to think in essences is encouraged, i 
not enforced, by the structure of our la 
guage. Sie 

Naming : First of all, we give names t 
concepts, and names tend to promote th 
assumption that what is named has obje 
tive existence. This is like the tendency to 
believe a thing is true because one sees 
in print. Like the printed word, names are 
loaded with an authority which may 
wholly illusory. 

John Stuart Mill(1) said : 


The tendency has always been strong to bi 
lieve that whatever receives a name must 
an entity or being, having an independen 
existence of its own: and if no real eni 
answering to the name could be found, men 
did not for that reason suppose that non 
existed, but imagined that it was something 
peculiarly abstruse and mysterious, too h 
to be an object of sense. 


One may decide that a man who does. — 
not work is lazy. Having found a name for 
this “behavior, one tends to assume tha 
laziness is real and exists of itself, that 
is an essence affecting certain individuals 
Such is the customary view of laziness. 

But Sir Heneage Ogilvie(2), the prom 

‘ inent British surgeon, has a different viev 
. He says, “Laziness implies a lot of ini 
ligence and it is the normal, healthy attitud 
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a man with nothing to do. Its great 
emy is conscience—the fear of disapprov- 


= So it is seen that laziness is merely a 
judgment pronounced on »behavior. The 
only actuality is the behavior and one’s 
attitude toward it. Laziness has no existence 
apart from the thinking of human beings. 
Thus the names we give to concepts tend 
to enforce the habit of thinking in essences. 
Suggestion : In the second place, names 
ven to concepts have acquired strong 
charges of value, positive or negative, so 
that these names have a powerful effect on 
ir attitudes and feelings. For example, if 
you tell a woman in good health that she 
is not looking well, she begins to feel un- 
yell. Tell her that she is lovely, and she 
reacts accordingly. 
` This power of “word suggestion” is felt 
' not only by the person named but also by 
the one who names. A woman becomes 


g, she would lose attractiveness in his 
eyes, 
` Thus to both subject and object words 
bring about important changes in attitude. 
This effect makes us feel that some essence 
called up by our words is really there, in- 
tangible and ineluctable, controlling our 
lestiny. So it is that the values assigned to 
ords reinforce the belief in essences. 
Objectification: Language exerts still 
other pressure toward thinking in es- 
nces, because words, by suggestion, con- 
otation, and metaphor, evoke the image 
-a physical object, capable of being seen 
d felt. For instance, we speak of some- 
e as being hard, or soft, or smooth, or 
dull, or brilliant. Each of these is a meta- 
phorical term suggesting a physical object. 
Benjamin Lee Whorf(3) stressed this 
tendency of our language to designate ab- 
_stractions by words suggesting physical 
objects. And he showed that some langnages 
work in an opposite manner. European 
languages tend to objectify, that is, to treat 
an event as if it were a physical object. We 
objectify time when we speak of 10 days— 


w 


or the events we call 10 days—as an ag- ` 


gregate seen at one time, like 10 men. 
But the Hopi Indians have a language 


which refers to a world of event. They 
think of time as “getting later.” 

Whorf says we carry about with us an 
imaginary space into which we project 
mental images. But the Hopi believe that 
the thought of an object, say a tree, goes 
out to that actual, existing tree. They do 
not conceive of thinking with mental 
images. 

While the Hopi language stresses event, 
or what happens, European languages ob- 
jectify, call up mental images. And these 
images bear a family resemblance to the 
Platonic forms, or ideas. Thus the tendency 
of our language toward objectification dis- 
poses to the belief in essences. 


The belief in essences leads to an essence 
view of character traits, and this does vio- 
lence to the person in question. For a man 
convicted of an essence is denied appeal 
from this judgment. Such a finding puts 
an end to inquiry, preventing further ques- 
tions. 

In the case of the man who will not 
work, the finding of laziness, under the 
essence view, may satisfy the need for 
understanding, but the individual may be 
seriously misunderstood. He may appear 
lazy because he dreads revealing himself 
in action : he fears he will be found incom- 
petent. Now a remedy for his “laziness” 
presents itself : he needs the training and 
experience necessary to assure him of his 
competence. 

So if we discard the essence view, new 
avenues become available for exploration. 
We find that character traits depend upon 
a particular course of life and a particular © 
attitude of mind, and this leads to typical 
decisions. 

The man who seemed to be lazy may. 
have had a childhood experience of exces- _ 
sive criticism from his parents. They may 
have expected too much frém him at ‘too 
early an age. He could never please them, 
and he came to have an abiding lack of 
confidence in himself. He feared revealing 
his incompetence, real or fancied, because 
he expected that his effort would be met by 
a chorus of disapproval. Thus are character 


» traits developed, the so-called ingrained 


qualities of our nature. 
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ESSENCE AND SCHIZOPHRENIA 


The concept of essence is a source of 
confusion not only with respect to character 
traits, but also with respect to the more 
extreme states of mind, such as the schizo- 
phrenic psychosis. 

There is a strong tendency to assume 
that schizophrenia results from the working 
of some kind of inner essence. This remains 
true even when a term such as process of 
schizophrenia is employed. For in using this 
term one is inclined to accept the analogy 
of a seed that germinates, develops, and 
reaches full flower. In fact, some psychia- 
trists look upon schizophrenia as if it really 
were the result of a seed implanted in the 
person early in life or acquired hereditarily 
through the genes. Further, there is a feel- 
ing that the person who merely harbors the 
“seed” of schizophrenia is faced with a 
dreadful future, because of the process of 
the disease. The seed may germinate, feed 
upon its host, and destroy him. 

Also, there is a belief that schizophrenia 
may exist in a latent form which at any 
time could break forth and take possession 
of the person, causing him to cease to be 
himself and to become psychotic. In this 
respect, psychiatry is under the influence 
of a demonology right out of the Dark 
Ages. For a man possessed by a process is 
not greatly different from a man possessed 
by a demon. 

Under the influence of the essence view, 
one is inclined to accept the gloomy prog- 
nosis assigned to schizophrenia, to accept 
as sufficient evidence of a poor prognosis 
those patients who spend their lives in hos- 
pitals, bizarre in their conduct and with- 
drawn from human fellowship. But if we 
examine all the manifestations called schizo- 
phrenic, this poor prognosis is not confirmed 
by the facts, 

' Most psychiatrists engaged in hospital 
work have noticed an occasional patient 
admitted in a ‘disturbed, delusional state, 
within a few days become apparently nor- 
mal without benefit of treatment. In an 
office practice devoted to psychotherapy, 
it is not unusual to encounter a patient 
who in the first interview pours out enough 
delusional material to make hospitalization 
Seem necessary. But in subsequent inter- 


views he talks about fairly ordinary’ life 


into the background. Then there is the 
tient who recounts an episode from 
distant past in which he was clearly psy: 
chotic, if only for an hour or -so, but who — 
then goes on to lead a life that is not oth 
wise unusual, £ : 
Often when an expert in the treatme 
of schizophrenia, such as- Harry Stack Su 
livan, is with a person who is schizophrenic, 
that person ceases to act in ways commonly 
known to be schizophrenic. For that time, 
at least, he is no longer schizophrenic. 
All this suggests that schizophrenia is not 
an essence, but that it is phenomenal, It is 
the way a person may be in certain coni 
tions of life. Given the right circumstances, 
just about anyone could be schizophreni 
But the essence view of schizophren 
leads to misunderstanding, and it burdens 
the psychiatrist, as therapist, with a sense 
of futility and impotence. He regards th 
schizophrenic person as if he were the pai 
sive victim of a metaphysical process, Thi: 
vision of an intangible and inaccessible ~ 
entity leads to therapeutic despair and 
makes destructive methods of treatment 
such as electric shock, insulin, and loboto- 
my, seem reasonable. 


ESSENCE AND PSYCHOTHERAPY 


Not only an essence view of disease proc: 
ess, but also an essence view of treatment, 
process, may be a source of difficulty fora | 
therapist. For he may be tempted to resi 
secure in what he conceives as the process’ 
of treatment. He thinks of such a process 
as having an objective existence, although 
somewhat mystical in nature, as if there 
were some vaguely defined entity of con: 
siderable power to which he might turn 
for help. By proper propitiatory gestur 
he can summon it up, control it, and make 
it work for him. 

But have a care. This “entity,” like 
genie, may take offense and desert the 
effort just when a good start has been made. _ 
The good genie has a jealous nature and 
seems to be distinctly resentful of those 
therapists who are given to self-congratula: 
tion. For with attention focused upo 
operation of metaphysical, entities, a 
„pist can ignore real human events. He m 
fail to appraise’ properly the ‘mut 
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sembling appeal of the person regarded as 
schizophrenic. (He may say that he hates 
you. He thinks you are a disguised Com- 
munist. He hopes you are not. He hopes you 
_ are his friend.) This lack of sensitivity and 
understanding is due to the mistaken feel- 
ing of confidence in what one “knows” 
about the schizophrenic process : the “with- 
drawal from contact,” the “inability to form 
a relationship,” and the “predominance of 
the primary process.” 
_ Concentrating upon the elements of an 
essence process, the therapist seeks to ma- 
~ nipulate these abstractions in a way that is 
_ favorable to the process as it is conceived. 
For example, from theory, the opinion is 
deduced that a patient is in danger of de- 
yeloping a psychosis—a possibility that may 
be purely theoretical. So an attempt is 
= made to forestall such a development by 
_ “strengthening the defenses.” Thus preoc- 
_ cupied, one fails to notice when the patient 
‘is offended by statements intended to be 
_ therapeutic, because one is out of tune with 
him. Distracted by theory, these dishar- 
monies are accounted for by relating them 
_ to “resistance,” or “transference phenome- 
na,” or “not ready for therapy.” 
__ The elements of this theoretical process 
are nothing more than concepts which have 
_ been endowed with a metaphysical reality 
and a vital force, Reliance on such theory 
= may lead to poor treatment. 
> What is needed is a clear recognition of 
the harm done to psychiatric thinking by 
acceptance of the essence concept. A close 
examination of the concept will result in its 
rejection, particularly as applied to a proc- 
ess of disease and treatment. Then reason 
will be found for making a clear distinction 
_ between an essence process and a phenom- 
enal process. For a process is not an 
entity ; it is merely a course of events. 


a 


__. THE PHENOMENAL POINT OF VIEW 


The approach that I have found wseful 
has antecedents in phenomenology. By this 
I mean simply the description of actual 
phenomena, avoiding all intepretation, ex- 
planation, and evaluation. 

Such a point of view was first proposed 


man philosopher, whọ wrote that 


in 1894 by Wilhelm Dilthey(4), the Ger-, 


. . . the aim of psychology cannot be an ex- 
planation : for every explanation tries to reduce 
into elements ; this aim is rather a description : 
. . . a faithful narrative of what is seen as a 
whole direct by man himself. . . . We com- 
template . . . with an understanding look. 


In 1913 Karl Jaspers(4) reported the ap- 
plication of this point of view in psycho- 
therapy. His method depends upon 


. . . the completest and most careful descrip- 
tion possible . . . of what is experienced by 
healthy or by sick people, . . . an exposition 
of what comes to show itself to us . . . with im- 
perative clarity. This . . . is always a suspective 
understanding: . . . the inner self of another 
is never given to us direct: we try to enter 
into another’s life and ask ourselves what we 
feel. . . . Ultimately . . . all phenomenology 
depends on introspection. 


Jaspers opposed an “understanding” ap- 
proach to a causal approach. But the causal 
approach has been dominant in psycho- 
therapy. Sigmund Freud was always in- 
tensely interested in explaining mental 
phenomena. Yet he developed a method 
of treatment in which, as a necessary result 
of “free association,” a full and complete 
description of the patient’s experience oc- 
curs. Perhaps Freud, in his emphasis on in- 
terpretation, neglected an important source 
of the favorable change that does occur in 
psychoanalysis, 

In America the foremost exponent of a 
phenomenal point of view is Carl R. Rogers. 
He apparently arrived at his position inde- 
pendently of the European phenomenolo- 
gists. But a similarity to Jaspers is evident, 
to some extent, in the following : 


Every individual exists in a continually chang- 
ing world of experience of which he is the 
center. This private world may be called the 
Phenomenal field, the experiential field, or 
described in other terms. . . . Only a portion of 
that experience . . . is consciously experienced. 
: . . This private world . . . can only be 
known, in any genuine or complete sense, to 
the individual himself. . . . My actual aware- 
ness of and knowledge of my total phenom- 
enal field is limited. It is still true, however, 
that potentially I am the only one who can 
know it in its completeness. . . . Behavior 
might be best understood by . . . seeing the 
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world of experience as nearly as possible 
through (the individual’s) eyes(5). 


In Rogers’ view, therapeutic 


change appears to come about through ex- 
perience in a relationship. 
tionship which I have found helpful i is charac- 
terized by a sort of transparency on my part, in 
which my real feelings are evident ; by an ac- 
ceptance of this other person as a separate per- 
hn son with value in his own right ; and by a deep 
ie empathic understanding which enables me to 
see his private world through his eyes. When 
these conditions are achieved, I e a 
companion to my client, accompanying him 
in the frightening search for himself, ‘which he 
now feels free to undertake(6). 


CONCLUSION È 


7 The task of the therapist, then, is a close 
o attention to the experience of his patient, 
but not interpretation, explanation, or eval- 
uation. What is needed for good treatment 
is that the therapist be “tuned in” on his 
patient, receive him clearly, and let him 
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. Thus the rela- 


know that he is understood. If hess 
close to the phenomenal, the psychiatris 
can avoid the hazard of thinking in essences, 
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The hyperglycemic-glycogenolytic factor, 
Glucagon(1, 5), has been used extensively 
in our hospital(10) and elsewhere as an 
additional agent(2, 7, 8, 9) in Insulin Coma 
Therapy for rousing patients from deep 
_ coma so that they can swallow a sugar 
olution. Glucagon is thought to act by pro- 
ducing a transitory hyperglycemia due to 
its glycogenolytic action on the liver glyco- 


n, 
_ One of us (KTD) assumed that perhaps 
administration of Glucagon before the 
insulin might reduce both the amount of 
insulin needed to produce coma as well as 
the time of onset of the coma itself. If this 
vere found to be true, not only would it 
shorten the treatment time but it would 
so reduce some of the risks of ICT, as 
there is evidence that smaller doses of in- 
in are associated with fewer side and/or 
ifter-effects, A shorter phase 1 (during 
ich time daily increasing doses of insulin 


We are indebted to the Lilly Laboratory for 
Clinical Research, Indianapolis, for providing the 
“Glucagon. We gratefully acknowledge the coopera- 
_ tion of the staff of this laboratory, especially of Drs. 
W. R. Kirtley and I. F. Bennett, who contributed 
many valuable suggestions. 5 
_ ? Senior Psychiatrist and Director of the ITTR; 
linical Instructor, Tuft’s University Medical 
School, 
_ 8 Instructor, Department of Psychology, Brandeis 
- University ; Research Fellow, Harvard School of 
Dental Medicine. 
` 4 Polygraph Co-ordinator, Harvard University ; 
Research Associate, Anti-Depressant Project, Mas- 
husetts Mental Health Center. 
5 Associate Director of the ITTR. 
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do not necessarily represent the opinions of the Journal.) 


INCREASED CONTROL OF INSULIN COMA BY PRIOR 
ADMINISTRATION OF GLUCAGON : A 
PRELIMINARY COMMUNICATION + 


KARL T. DUSSIK, M.D.,? DONALD B. GIDDON, D.M.D.,° 
PETER D. WATSON, B.S.,‘ anv JOEL J. WHITE, M.D.° 


are given until coma ensues) is preferable 
because, in general, it is recognized that a 
decided improvement of the psychotic 
symptoms starts once comas are reached. It 
was also felt that such a procedure might 
be effective in producing a coma in pre- 
viously coma-resistant schizophrenics. 

A technique was thereby devised where 
0.5 cc. of Glucagon was administered I.M. 
4 hours prior to the insulin, ie., at 3:00 a.m. 
and 7:00 a.m., respectively. (Experiences 
after the period reported here show that it is 
preferable to use 1.0 cc. of Glucagon at 3 
a.m.) This seemed a reasonable time to al- 
low for the depletion of the liver glycogen 
stores and the return of the level of the 
blood-sugar in the venous blood to normo- 
glycemic values. 

This technique was clinically evaluated in 
two ways. One group of 11 patients, who 
were already in ICT and for whom coma 
doses of insulin had already been estab- 


lished, was switched to the Glucagon-insulin 


tegime described, thus serving as its own 
control. A second group of 19 patients was 
started with the Glucagon-insulin treatment 
and compared with an earlier group of 179 
patients who had been treated with insulin 
alone, either with single or multiple doses, 
excluding 30 patients treated by the Shurley- 
Bond technique. 

Table 1 compares the established coma 
doses in the 11 patients of group 1 before we 
started to give Glucagon at 3 a.m. and after 
this technique had been started. Note that 
in all 11 cases use of Glucagon lowered the 
amount of insulin necessary to produce 
comas of equal depth. This held true wheth- 


» er one had used the Classical technique, the 


Shurley-Bond technique, or the Laqueur 


1) 


Reduction of Maintenance Insulin Dose Following 
Administration of 0.5 cc. 


Glucagon I.M. at 3 a.m. 


Patient (N=11) Technique sone Dose spicier Difference 
K. K. Shurley-Bond 660 units 400 units —260 
AT. Shurley-Bond 600 units 520 units - —80 
A.M. Shurley-Bond 470 units 400 units —70 
L.N. Shurley-Bond 550 units 380 units —170 
T.M. Laqueur 270 units 170 units —100 
J.C. Classical 260 units 60 units —200 
G.F. Classical 330 units 220 units —110 
W.Z. Classical 130 units 70 units —60 
M. C. Classical 70 units 40 units —30 
E.C. Classical 130 units 80 units —50 
M. D. Classical 100 units 60 units —40 

`  TABLE2 
19 Patients Started om 0.5 cc. Glucagon Prior to Insulin 
. Treatment Day 
of Dose for 

Patient Technique First Coma First Coma 
E. D. Laqueur 5th 30. units 
H. 0. Classical 5th 65 units 
F.A. Classical 3rd 50 units 
H. K. Laqueur 3rd 60 units 
T.C. Laqueur 2nd 30 units 
4.0. Classical 2nd 30 units 
LA Classical 6th 110 units 
M. K. Classical 5th 90 units 
RE: Laqueur 8th 75 units 
S.H. Classical 13th 220 units 
G. B. Laqueur 10th 160 units 
A.L. Classical 7th 130 units 
E.S. Laqueur 10th 200 units 
J.T. Laqueur 6th 100 units 100 
T.M. Laqueur 8th 170 units 21 
E.C. Classical 4th 75 units 
H. F. Laqueur 6th 140 units 
K.T. Laqueur 2nd 40 units 
M.V. Classical 4th 60 units 


technique for the day to day increase until 
the first coma had occurred. These changes 
are statistically significant by the non-para- 
metric sign test (p less than .001). 

Although it is unlikely that time alone— 
without added Glucagon—could account for 
this phenomehon, one should compare these 
changes in patients who remain on insulin 
alone over similar time periods. 

Table 2 presents both the insulin coma 
dose and the number of days before the oc- 
currence of the first coma for the 19 patients 
who started ICT with the pre-treatment use ` 
of Glucagon. Note that only the Classical, 
and Laqueur techniques are employed here 


because of the possibility of dangerous 0 
dosage if the Shurley-Bond technique 
used in cases receiving Glucagon prior 
These data are compared with a previ 
group of 179 patients treated with inst 
alone (see Table 3). Statistical analysi 
revéals that both the mean of the dosag 
the mean of the number of days to rea 
first coma are significantly lower in the 
cagon group. Furthermore, the variabilit 
(F ratio) of the Glucagon group is als 
nificantly less than that of the group tr 
with insulin alone. ; i 
In addition to the obvious importane: 
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` TABLE 3 
COMA DOSE REQUIRED FOR FIRST COMA 
(in Classical or Lacquer technique) 


Insulin Al (N=179) Glucagon-Insulin (N=19) 
insulin Alone (l ) 66 


94.4 58.6 
Difference Between Means 51.0 


y t=3.36 ** 
F=2.59* 


TREATMENT DAYS TO FIRST COMA 
(in Classical or Laqueur technique) 


$ Insulin Alone (N=179) Glucagon-Insulin (N=19) 
_ Mean 9.6 ` 5.7 
Standard Deviation 6.4 3.0 
Difference Between Means 3.9 
t=4.64 ** 


F=4.43 ** 


* p less than .05, 
* p less than .01, 
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the decrease in average dosage and the units of insulin, but if the coma starts too 
number of days to reach the first coma for late or is too mild, then an increase in dos- 
_ the Glucagon-insulin form of treatment, the age is given the next day. 
reduction in the variance of the dosage It should be noted that Glucagon could 
“needed with this technique may have con- safely be used to rouse the same patients 
iderable clinical significance. This means from coma who were pre-treated with the 
that treatment with the Glucagon-insulin hyperglycemic-glycogenolytic factor before 
_ regime is more uniform, thus providing bet- insulin. It is probable that this arousal dose 
_ ter control over the therapeutic situation. of Glucagon acts on glycogen reserves re- 
__ So far, no untoward effects of Glucagon built by glyconeogenesis during the coma. 
_ have been observed either when it was used Secondary reactions are rarer and less 
9 arouse patients from coma or in any of severe in this Glucagon-treated group than 
the 30 cases reported here. No differences had previously been observed in the cases 
the course of coma were noted except for not pre-treated with Glucagon. In one in- 
ossibly a slight deepening in a few in- stance a patient became somnolent around 
_ stances. Presently, 360 comas have been 7:00 a.m. before she had received insulin, 
_ produced with Glucagon in the 19 patients and the insulin was omitted for that day. In 
of the second series, several of which are this case, it was possible to administer an- 
till under ICT. The daily preadministration other dose of Glucagon on the following day 
of Glucagon tends to progressively reduce successfully. (This patient was released af- 
the amount of insulin needed to reach coma, ter 62 comas without further unusual re- 
In 2 patients, the doses required to produce sponses, and with a remission correspond- 
- coma after Glucagon could be reduced to as 8 to a Grade 2 result(11).) £120) 
_ little as 25 units of insulin, one after a single ne effect of Glucagon administration on 
_ injection, the other after multiple doses (af. ree SBP Ce ae be diffetent fron that 
ter tabulation of Table 2), The reduction in 4 yp ER y ue to ingestion or injec- 
sulin requirement, after Glucagon, should. oer ear eee Some observations 
i 3 om > point to the possibility that, because of the 
therefore, be carefully gauged he the same yebounce of the regulation of carbohydrate 
ways as in ICT without preceding Gluca- 


metabolism, effects of Glucagon administra- 

gon : If coma begins before the end of the ‘tion could be used to. somewhat approxi- 

_ second hour and seems too deep, the dosage mate the effects of subcoma insulin treat- 
of the next day is reduced by 10 or more ment. - 

j 


CONCLUSIONS 


We believe that the use of Glucagon for 
the arousal of patients from insulin coma 
and as a facilitating agent in the induction 
of insulin coma constitutes an important 
development in the modern treatment of 
schizophrenic psychoses, since it seems to 
render Sakel’s treatment much easier to ad- 
minister and contributes to its safety and 
economy. 
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A series of 73 clinic patients, of whom 
roughly two-thirds were diagnosed as schiz- 
_ ophrenics or as exhibiting psychotic symp- 
_ toms, responded well to therapy with 
chlordiazepoxide (Librium) ? in a study ex- 
tending over a 6-months’ period. This clinic 
_ acts as clearing house for the San Antonio 
State Hospital, screening new patients and 
taking over the care of others discharged 
from the hospital or on furlough during 
_ Periods of remission. Our heavy work load 
' makes it impossible to see patients at fre- 
= quent intervals on an individual basis, and 
_ we have relied heavily on drug therapy. 

Because of the large proportion of 
chronic and severe cases seen in this clinic 
_the phenothiazines in variety have been the 
drugs of choice, despite their unpredict- 
ability and théir tendency to produce side 
effects. In some cases these agents have ap- 
Parently shortened periods of remission ; 
more often they have failed to reduce 
__ anxiety and control undesirable behavior. 


____* Director, San Antonio State Adult Mental 
Health Clinic. 
Basie es of Hoffmann-La Roche Inc., Nutley, ° 


Bsa EFFECTS OF CHLORDIAZEPOXIDE IN SEVERELY DISTURBED 
ie OUTPATIENTS 
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Reports of the high safety index of Libriw 
and its specific action on anxiety led us t 
make the present study. ah 
The population consisted of 31 males and — 
42 females, age range 16 to 73 years, The 
diagnoses included schizophrenic reaction: 
25 patients, psychoneurotic reactions 21, g 
personality disorder 7, anxiety reaction 7, 
and affective reaction 5. The disturbance 
was often of long standing ; 29 of the grouj 
had been hospitalized previously, often 
several times, and others had been unde 
psychiatric treatment for many years, : 
The general run of patients were given 
Librium, 10 mg. b.i.d., or more often, t.i.d., 
and this amount proved acceptable as a 
maintenance dose in many cases. Duratio 
of treatment ranged up to 6 months. 
Seven patients were lost to follow-up. O; 
the 66 remaining cases, 39 were rated as 
showing excellent response ; in 11 the results 
were good, in 4 fair, and in 6 poor. In 6 A 
patients, hospitalized for electroshock ther: 
„apy, no evaluation of Librium was at 
tempted. 
Thus 50 patients (75.7%) obtained go 
or excellent results from Librium medic 
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ion, and the alleviation or remission of 
symptoms was predominantly, rather than 
moderately, marked. The best response was 
- in the psychoneurotic group (17 of 21), 
" eases of anxiety reaction (6 of 7), and the 
_ 2 mentally deficient patients. However, the 
esults in the schizophrenic group of 25 
were especially noteworthy : 11 showed an 
excellent response and 4 a good response 
60%). Of the 5 paranoid type- schizo- 
hrenics 2 received some benefit, but the 
other 3 were hospitalized when Librium 
failed to control their symptoms. The drug 
_ ‘was also of little value in the 2 manic-de- 
pressive patients. 

__ Unless the patient was suffering organic 
" brain deterioration, grave endogenous de- 


__ bias, obsessive thinking and compulsive be- 
havior and initiating a more normal level 
_ of thought and action. Especially valuable 
was the psychostimulating action of Librium 
hich enabled many patients to accept in- 
evitable life situations and others to take 
sitive steps toward recovery by joining 
group therapy and vocational rehabilitation 
programs, 
A minimum of side effects was noted ; 4 
tients reported drowsiness and slight 
ataxia, 3 became nervous or overstimulated, 
ese effects were reversed when Librium 
age was reduced, except in 2 schizo- 
renics, 


This is a brief summary of results 
achieved in a series of schizophrenic pa- 
~ tients who underwent a standard, closed 
frontal lobotomy operation during the’ peri- 
d May, 1946 to December, 1950. The status 
f these patients on January 1, 1961 was re- 
corded. Thus a period of approximately 10 


1 Respectively, the Clinical Director and the 


s Asst. Superintendent, Fairfield State Hospital, New- ` 


town, Conn. a 


to 15 years has elapsed since operation. Re- 


SUMMARY 


Of 73 outpatients with predominantly 
psychotic diagnoses the results of Librium 
therapy were excellent in 39 and good in 11. 
The drug relieved symptoms of anxiety, 
phobias, obsessive thinking and compulsive 
behavior, exogenous depressions, and con- 
version reactions. Librium was less effective 
in manic-depression, psychotic depressions 
and paranoid-type schizophrenia. Slight and 
transient side effects, mainly drowsiness and 
ataxia, occurred in a few cases. Patients with 
a long history of illness and hospitalization, 
who had not responded to previous medica- 
tion with one or several of the phenothia- 
zines, showed marked improvement under 
Librium therapy. 
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LONG-TERM RESULTS OF FRONTAL LOBOTOMY IN 
SCHIZOPHRENIC PATIENTS 


JANE E. OLTMAN, M.D., anv SAMUEL FRIEDMAN, M.D,1 


sults in the operative group were also com- 
pared with those in a control group of 
patients, previously described (1), who had 
been approved clinically for the procedure 
but for whom operative permission had 
been refused. Progress reports were ob- 
tained by various methods on patients who 
were no longer hospitalized at this institu- 
tion. They included direct telephonic in- 
quiries, examination at outpatient clinic, 
reports from other hospitals, correspondence 
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TABLE 1 
Status of Lobotomized and Control Patients 


GROUP TOTAL NO. OUT OF HOSPITAL DECEASED 

NO. - % NO. - % 

Operative group 200 50 - 25% 22 - 11% 
Control group 63 2 - 3% ll - 17% 


and social service inquiries. Only one pa- 
tient was lost from view. There were 200 
a patients in the lobotomy group and 63 in 
j> the control group with satisfactory follow-up 
information. 

The current status of these 

k summarized in Table 1. 
) It is apparent that results in the lobotomy 
group, although limited, are definitely 
superior to those in the*control group. 
The difference is statistically significant 
(p=<.001). j 

It is pertinent to note that the death rate 
in the operative group is actually less than 
in the control group, indicating that the 
operation does not cause a specific increase 
in mortality rate during succeeding years. It 
might be indicated further that 2 of the 
deaths were associated with the occurrence 
of a convulsive seizure ; the remainder were 
due to a variety of conditions not apparent- 
ly associated with the original operation. In 
the control group, 3 of the deaths were due 
to pulmonary tuberculosis, all occurring be- 
fore 1949. Although the problem is now 
much less pertinent, it may be noted that 
we have previously(2) commented on the 
beneficial effect of frontal lobotomy on 
tuberculous schizophrenic patients. 

The very limited number of control pa- 
tients currently out of the hospital again 
confirms the long accepted viewpoint that 
schizophrenia is characteristically a chronic 
disease and that the likelihood of discharge 
declines markedly after 2 years of hospitali- 
zation. 

Aside from immeasurable operative vari- 
abilities, analysis of the factors which may 
have contributed to good or poor results in 
the lobotomy group revealed the following 
data. Correlation with the type of dementia 
Praecox, as previously suggested(1), was 
quite well crystallized. Thus, only 10% of» 
_ hebephrenic and simple subgroups were 


patients is 


out of the hospital, as compared wi 
of catatonic and paranoid subgroups 
50% of mixed or undetermined types. It 
be inferred that those patients who exhil 
ed hebephrenic features predominantly 
relatively early in the course of the dise 
i.e., those afflicted with so-called “nucle 
or “ingrained” dementia praecox, exp 
enced generally poor results, while th 
whose disease pattern was admixed wit 
affective or other “impure” schizophrenic — 
features had the best outcome. In similar 
vein, although not so readily subject. 
statistical analysis, was the observation į 
withdrawn, inert, emotionally constrictec 
and deteriorated patients exhibited gener. 
ally poor results as compared with the 
who were aggressive, disturbed or emotion- 
ally reactive. 

With respect to chronological factors, 
was noted that 31% of patients whose illness 
began after the age of 25 were out of į 
hospital, as compared with only 19% 
those whose illness began before age 25 
Thus, earlier onset of illness was associated 
with poorer results. Similarly, with respe 
to chronicity of illness, the total duratio: 
illness prior to operation was less. than 5 
years in 51% of the patients out of the hos- 
pital as compared with 30% of those 
hospitalized, 

Thus it may be concluded that fr 
lobotomy, like all other known modes | 
therapy in schizophrenia, achieves its 
timal results in patients whose illness _ 
associated with long recognized favoral 
prognostic criteria. ( 
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Historically, the horse chestnut has been 
sed as a folk remedy since the Middle 
_ Ages. In 19th century writings it is ascribed 
as having beneficial effects on varicose veins, 
cers, hemorrhoids and other diseases in- 
volving “venous and lymphatic congestion.” 
__ An extract of the horse chestnut (Aesculus 
Hippocastanum) has been made available, 
nder the trade name of “Reparil.”? “Rep- 
aril” is characterized as the sodium salt of 
scin, a saponin. Over 50,000 doses of this 
ubstance have been administered to pa- 
‘tients suffering from various forms of edema- 

‘ous reactions, such as the edemas following 
ute brain trauma, various bone fractures, 
id venous thromboses. The available Ger- 
man literature states that in these conditions 


fe permeability and the dynamic equilib- 
um of blood vessel walls. This plus the 
cal observation of its favorable effect 
the altered states of consciousness fol- 
ing acute brain trauma, led us to conduct 
screening evaluation for any possible 
beneficial effects of aescin on patients ill 
with psychoses of the senium.’ 


_ having been diagnosed as “psychosis with 


patients had previously been followed for 
periods ranging from 1-2% years in other 
pharmacological evaluation programs and 
_ were known to have shown no appreciable 
response to oral or intramuscular medica- 
_ tions. The 10 patients served as their own 
- controls, One of the reasons for the relative- 
ly small patient population was the necessity 


© = T Rockland State Hospital, Orangeburg, New 
York. 

2 Aescin supplied as “Reparil” by Dr. Madaus 
_ & Co., Koln am Rhein. 


AN EVALUATION OF AESCIN (AN EXTRACT OF HORSE 
CHESTNUTS ) IN THE TREATMENT OF THE 
PSYCHOSES OF THE SENIUM 


KENNETH LIFSHITZ, M.D., anp NATHAN S. KLINE, M.D.! 


for administering the aescin intravenously, 
since it is inactivated when administered by 
other routes. 

The patients were initially evaluated for 
level of mental functioning and physical 
status ; baseline hemograms and urinalyses 
were done. Blood chemistry determinations 
included serum glutamic oxaloacetic trans- 
aminase, blood urea nitrogen, and direct and 
indirect serum bilirubin (bilirubins were 
done, since it is known that horse chestnut 
extracts are to some degree hemolytic). The 
mental functioning evaluation consisted of 5 
parts : a psychiatric interview, a scored men- 
tal status test, a scored evaluation by ward 
personnel, the “Wechsler Memory Scale,” 
and 6 of the “Wechsler Adult Intelligence 
Scale” subtests, i.e., information, arithmetic, 
digit span, vocabulary, picture completion, 
and block design. Laboratory determina- 
tions were done weekly, and the other eval- 
uations at the beginning and end of the 
study. 

Two milligrams of aescin solution were 
given daily intravenously, except Saturday 
and Sunday, to a total of 34 injections for 
each patient. 

The evaluation of the results of therapy 
showed one patient with a mild improve- 
ment in overall mental functioning and 
2 patients who appeared more cheerful 
and cooperative following therapy. These 
changes may have resulted from the drug 
or from the increased attention necessitated 
by daily I.V. injections. At the beginning of 
the study 6 patients showed a mild to 
moderate pedal edema. There was a pro- 
gressive decrease in the amount of pedal 
edema in 5 of these patients. The laboratory 
studies showed no evidence of toxicity. 

There was an overall decrease in the 
amount of pyuria shown in the group. One 
possible explanation of this is that because 


, of its antiedematous action, aescin reduces 


the size of the hypertrophic prostate so prev- 


® The authors wish to thank Jacob Amold, R.N, | lent in this age group with a resultant 


for his assistance in conducting this study. 


favorable effect on partial urinary obstruc- 


ty 
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tion. The indications that aescin has a 
generalized antiedematous action suggests 
that it may be of more value in situations 
where edema of the brain plays a patholog- 
ical role, e.g., acute brain trauma,’ early 
cerebral vascular accidents and perhaps 
epilepsy. 


DRUG-INDUCED HEPATIC INJURY; MARPLAN HEPATITIS: 


JAMES A. KNIGHT, M.D.2 


The following case is reported because 
the findings are highly suggestive of a toxic 
hepatitis related to one of the amine-oxidase 
inhibitors, isocarboxazid (Marplan yy 


A 23-year-old white woman suffering from 
a moderately severe endogenous depression 
was started on Marplan, 10 mg. t.i.d., on 
December 1, 1959, and this dosage level was 
continued with one interruption until March 
23, 1960. The patient was seen at weekly in- 
tervals and on February 24, 1960, complained 
of a skin rash. Medication was discontinued 
for 1 week, during which a dermatologist 
diagnosed the skin rash as Pityriasis rosea and 
prescribed Benadryl, The Marplan regimen 
was resumed on March 2, 1960. The clinical 
assumption was that the rash was not related 
to the Marplan therapy. 

During the patient's regular visit on March 
23, 1960, her jaundice was noted immediately. 
During the preceding several days she had 
noticed a progressively deepening yellowness 
of her skin and eyes. She had a loss of appetite, 
and any intake of food was followed by nau- 
sea. Also she lost her taste for cigarettes. Her 
urine had become dark and her stools light. 
Marplan was discontinued, and the patient 
was hospitalized. The total amount of Marplan 
she had received was 3.18 gms. 

On admission the positive physical findings 
were markedly icteric skin and sclerae ; ten- 
derness over the abdomen, especially in the 
right upper quadrant; hepatomegaly (liver 
margin palpablé 4 cm. below costal margin) ; 
and disseminated erythematous scaling erup- 
tions over the trunk and extremities, previously 

lagnosed as pityriasis rosea and now begin- 
ning to heal. 

At admission several laboratory values were 


aes 
1 Bibliography available on request. 


Assistant Professor of Psychiatry, Baylor Uni- * tive activity in 
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In summary, the administration of 
mg. I.V. injections of aescin to 10 patien 
with psychoses of the senium produced 1 
significant beneficial effect on their ment 
function, Evaluation in other conditions, i 
cluding uropathy with pyuria, should b 
considered, * 


elevated : SGP Transaminase, 540 u/ml. ; SCO,” 
Transaminase, 150 u/ml,; alkaline phospha- — 
tase, 35 units (K-A) ; cephalin flocculation, — 
2+ ; thymol turbidity, 5.6 ; bromosulfalein re- - 
tention, 8% ; bilirubin, 6.8—indirect, 2.9, direct, 
3.9. The urine contained bile. The followin 
laboratory tests were normal and remained so 
throughout the illness: urea nitrogen, blood 
sugar, serum proteins, cholesterol, prothrombi 
time; hematologic studies, including hem 0- 
globin, WBC, differential, platelet count, re- 
ticulocyte count, bleeding and clotting ‘tim 
and serology. ; ay 
The patient remained in the hospital 34 
days. There was a gradual clearing of her — 
jaundice, and she was asymptomatic at 
time of discharge. She remained free of fi 
while in hospital. The elevated laboratory r 
sults returned to normal levels by the end 
3 weeks. Bh 
One week after hospitalization a nee 
biopsy of the liver was performed. The surgi 
pathology findings are given as they wer 
ported by Dr. James C. Brennan : } 
“Microscopic Description : The portal tria 
in all areas are heavily infiltrated by infli 
matory cells amongst which mononucle: 
predominate but polymorphs and si 
numbers of eosinophils are present in all a 
as well. The inflammatory exudate in the p 
triads tends to erode into the peripheral li 
ing plate of liver cells and distort this 
Some of the liver cells at the periphery of 
lobules have disintegrated into small cell lak 
associated with bile stasis here. In the lob 
there*is irregular arrangement of liver cells 
some areas and little or no change in phe 
dominant feature is the presence of foca i 
rather irregular necrosis of liver cells occas on- 
ally with the formation of large acidophilic 
„bodies which are being excreted into 
space. There is considerable nuclear re; 
e central zones and the n 
zones of these lobules whilst in the cent 


iG rr 


aia 


“zones as well there is some atrophy and some 
xcessive staining of liver cells by bile pig- 
ment. The histology presented favors more a 
toxic hepatitis than a purely allergic hepatitis 
"or a viral infectious hepatitis. > 
“Diagnosis : Needle biopsy of Liver : Ac- 
_ tive toxic hepatitis (subacute), probably 
due to Marplan therapy. The presence of 
_ eosinophilia in the portal triads, usually as- 
sociated with chlorpromazine-type hyper- 
_ sensitivity hepatitis, along with a subacute 
-necrotizing process of the hepatic cells is a 
morphologic picture more commonly seen 


__ Fifty-one cases of depression of various 
_ types (41, involutional or reactive depres- 
_ sions) were treated with the new drug, 
_ Elavil. Most patients (45) were over 45 
- years old. Roughly, half were severely de- 
ressed and half mildly so. There was a 
pecial group of 20 depressed patients who 
so had hopeless physical situations. We 
onsider this group of special interest. 

_ Our patients were routinely placed on 
~ 100 mg. per day and dosage adjusted up or 
_ down, from 50 mg, to 200 mg. per day. 

__ Results : Improvement usually began after 
24-3 weeks, but varied between extremes of 
days to 6 weeks. Seventy-nine percent were 
noderately improved, greatly improved, or 
ecovered. If these studies were corrected 
__ to exclude patients who had uncertain diag- 
noses, as well as those who did not faithfully 
_ take medication, these results would be 
ven better. 

The results in the patients who had de- 
pressions accompanying hopeless physical 
conditions (such as hemiplegia with apha- 
sia, or advanced Kummelstiehl-Wilson’s 


1 This study was made possible by a grant from 
Merck, Sharpe & Dohme. It was carried on at the 
Psychopharmalogical Clinic of the Albert Einstein 
- Medical Center, Northern Division, Philadelphia 

47, Pa. 

i 2 Adjunct in Psychiatry, Albert Einstein Medical 
Center. 


=- stein Medical Center. » 


8 Chief, Psychopharmalogical Clinic, Albert Ein- + 


with toxic drugs than with a primary necro- 
tizing agent such as viral hepatitis where 
eosinophilia in the portal triads is relatively 
unusual. The absence of feathery degenera- 
tion or cell ballooning in the lobules is also 
against the diagnosis of infectious hepatitis.” 

Nine months have elapsed since the pa- 
tient’s discharge from the hospital, and she 
has remained free of any symptoms or signs 
of liver disease during that period. 

Marplan has thus joined the ranks of 
Marsilid and Catron in producing hepatic 
toxicity. 


EXPERIENCES WITH ELAVIL : TREATMENT OF 
FIFTY-ONE CASES OF DEPRESSION ' 


MAURIE D. PRESSMAN, M.D., anv LAWRENCE:B. WEISS, M.D.° 


disease) were gratifying ; 80% recovered or 
showed moderate to considerable improve- 
ment. One would have thought that these 
patients were depressed only in proportion 
to their physical disasters. 

Medical observations : These were carried - 
out in detail, as well as thorough laboratory 
testing (alkaline phosphatase, blood sugar, 
B.U.N., C.B.C., urinalysis, and, where indi- 
cated, other liver studies) and showed no 
hepatic or hematopoetic derangement. 

Side Effects : Generally speaking, the side 
effects are unimportant, with the exception 
of marked torpor and sleepiness. This oc- 
curred in 18% and could be controlled by 
halving dosage for 5 days. Other side effects 
were: dizziness, sweats, hypotension, con- 
stipation, difficulty starting urine, blurred— 
dim vision, and epigastric burning. We be- 
lieve that the side effects are less severe than 
with Tofranil, Elavil’s near relative, and that 
this drug has a beneficial tranquilizing effect 
which is absent with Tofranil. 

We would like to re-state our particular 
interest in the findings that the group of 20 
patients, whose depressions accompanied 
very severe physical incapacity (such as 
C.V.A. with hemiplegia and aphasia), re- 
sponded very well. The improvement in 
depression helped them to undertake phys- 
ical therapy and rehabilitation which they 
had been unable to do before administration 
of anti-depressant medication. This allowed 
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them to better their physical situations. We 
feel that the administration of anti-depres- 
sants to patients whose depression is seem- 
ingly in proportion only to their great phys- 
ical loss, is a new area of application. It is 
our belief that very frequently such pa- 
tients have a degree of depression and hope- 
lessness which goes beyond a simple re- 
action to their physical impairment. 
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SERUM TRANSAMINASE TESTS FOR LIVER FUNCTION ON 
OUTPATIENTS IN FOLLOW-UP CLINIC 


YUDELL K. SLOCUM, M.D.1 


A study was conducted on 90 outpatients 
who were receiving assorted ataractic drugs 
over a prolonged period. The purpose of 
this study was to determine whether or not 
continued treatment with the ataractic drugs 
would produce liver change. These patients 
had all been hospitalized prior to their out- 
patient care and had been treated with dif- 
ferent ataraxics until their maintenance dos- 
age on particular drugs was determined. 

These patients had been mentally ill for 
a time range of 1 to 46 years. Forty pa- 
tients (44%) had been ill from 1 to 10 
years ; 42 (47%) from 11 to 20 years; the 
remaining 8 (9%) over 20 years. 

The age range of the patients was 25 to 
67 years, average 42 years. 

The time during which these patients re- 
ceived ataractic drugs on the follow-up 
Service extended from 1 month to 4 years. 
Twenty-seven* (30%) received medication 
for 1 to 6 months ; 34 (38%) 7 to 12 months ; 
23 (26%) 2 to 4 years ; the remaining 6 (6%) 
2 to 4 years, The drugs prescribed were the 

more commonly accepted ataraxics used 
today (Table 1); 

e serum transaminase determination 


— a 
Rt Spens Administration Hospital, Northport, 


© 


+ nil, 200 mg. daily dosage). 
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TABLE 1 


Ataractic Drugs and Average Daily Dose of 90 Patients i 
a Follow-Up Clinic 


AVERAGE DAILY DOSE (mg.) — 


NO. OF PATIENTS DRUGS 
26 Thorazine 150 
20 Trilafon 
13 Stelazine 
13 Compazine 
5 Mellaril 
5 Vesprin 
5 Equanil 
3 Serpasil 


aes 
was done since it is an indicator of acute 
cellular damage of the liver due to 
cause and has been recommended for pi 
odie: screening of patients maintained 
drugs potentially toxic to the liver(1-3). 

The study shows that of 90 outpatients 
various levels of drugs, 89 had a no 
transaminase test. One patient showed 
abnormally high level (the lowest pathol 
ical level), although he continued treatm 
with the mildest ataraxic. He was a known 
alcoholic and the results of this test may 
have been due to a liver showing chan 
of damage prior to use of the drug (Equa- 


These tests followed a 4-year period of 
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itment with the drugs. Although results 


ould be done for the benefit of those re- 
eiving such medication. ” 


CONCLUSIONS 


_ The dosage of ataraxics which these pa- 
tients were receiving was considered to be 
their maintenance dosage and the smallest 
amount of treatment necessary, which may 
the reason for the negative reports of 
liver damage. The effect of the medication 
on the individual patient, not the medicine 
r chemicals themselves, must be the pri- 
ary consideration in all treatments(4). It 
s felt that the medication has kept these 


n a previous clinical note, MacLean ? 
ported on the favorable results of giving 
jpramine to children for bed wetting. We 
ated this study to evaluate further the 
cacy of this method of treatment. 
We selected 16 female patients from the 
e building with the chief complaint of 
eakness,” i.e., enuresis, All of these girls 
(ages 8-16 years) had previously cooperated 
the hospital program for the relief of their 
nuresis, This program included psycho- 
‘therapy, both individual and group as well 
_ as tranquilizers, voluntary fluid control and 
__ tineture of belladonna. With this treatment 
there was at times transient improvement 
but consistent relapses occurred often ac- 
ipanied by guilt feelings and self-accusa- 
ions. Other adolescents reacted to relapses 
_ not as personal failures but by rejecting 
their family or by attempting to manipulate 
the physician. Only those who presented a 
nsistent pattern with high frequency of 
enuresis were selected for imipramine ther- 
apy. 
~ We administered imipramine once at bed- 


__ 1 Rockland State Hospital and Research Facility, 
Orangeburg, N. Y. 

_ 2MacLean, R. E. G.: Am. 3. Psychiat., 117: 
511, 1960. > 


patients out of hospitals and helped them 
in adjusting for prolonged periods without 
the risk of harmful effects on the liver, even 
though they are not cured of their original 
mental illnesses(5). 
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_ IMIPRAMINE (TOFRANIL) IN THE TREATMENT OF ENURESIS 


ANNA J. MUNSTER, M.D., ALFRED M. STANLEY, M.D., AND 
JOHN C. SAUNDERS, M.D.1 


time either in dosage of 25 or 50 mg. de- 
pending on age and physical development. 
Patients under 12 years or over 12 but re- 
tarded physically, were given 25 mg. ; those 
over 12 years or under 12 but physically 
precocious were given 50 mg. imipramine. 
The tranquilizers, reserpine or phenothia- 
zine, which they were receiving, alone or in 
combination, for their psychoses were con- 
tinued during the periods of imipramine 
therapy. 

The response to treatment with imipra- 
mine was completely satisfactory in that all 
patients experienced alleviation of their 
enuresis and this confirms the findings re- 
ported.* The response to therapy occurred 
following the first dose and continued 
through the period of therapy. When the 
therapy was discontinued the enuresis re- 
turned immediately. We repeated the thera- 
peutic cycle with imipramine 3 times and 
the response was Consistent alleviation of 
enuresis while redéiving the drug. 

This effect cannot be interpreted as a 
placebo response since the girls continued to 
receive the tranquilizer therapy both with 
and without imipramine. If they were place- 


» bo responders at least some of them would 


have responded to one of the tranquilizers 
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and that they did not do. The tranquilizer 
therapy was discontinued in one patient and 
she responded to the imipramine and enu- 
resis returned when it was discontinued. 
Since MacLean used only imipramine we 
also conclude that it is the essential agent in 
controlling the enuresis, 

In conclusion, we find imipramine to be 


an effective and safe drug for the alle 

of enuresis in adolescent females and 
this effect is not a placebo response is in 
cated by our study. The alleviation | 
enuresis permits home care or agency pla: 
ment when previously this condition w 
put forward as an excuse to prevent a 
ceptance. 


DIABETIC CONTROL WITH CHLORPROPAMIDE IN A 
PSYCHIATRIC HOSPITAL : A PRELIMINARY REPORT 


THOMAS G. LUPO, M.D., anp STANLEY M. TARNOWSKI, M.S.1 


Management of diabetes within a psychi- 
atric hospital creates many special problems. 
We were interested in the practicability of 
converting a group of diabetic psychiatric 
patients from insulin to chlorpropamide 
(Diabinese ).? Thirty diabetic patients whose 
psychiatric diagnoses were predominately 
schizophrenia were chosen for study. Insulin 
requirement for the group was 5 to 100 
units ; the age range 30 to 60 years. 

During the control period and concurrent 
with the chlorpropamide medication, stand- 
ard laboratory procedures relative to liver 
and renal functions, hematological aspects 
and glucose levels of body fluids were ac- 
complished. Chlorpropamide substitution 
for insulin was on the basis of 100 mg. 
chlorpropamide for every 10 units of insulin 
administered. Those taking 20 or less units 
of insulin were immediately converted to 
the chlorpropamide. Those requiring from 
20 to 100 units took up to 10 days for com- 
plete switch-over. Twenty-two patients were 
successfully converted from insulin to chlor- 
propamide. Nine patients whose insulin re- 
quirements were 5 to 25 units (usually NPH 
insulin) were satisfactorily controlled over 
a 6-month period with chlorpropamide. The 
initial dose was 250 mg. One patient of this 
group required 500 mg. of the drug daily for 
control. Another group of 9 patients re- 
quired from 30 to 50 units of insulin daily. 

eir initial dose of chlorpropamide was 
250 mg. Satisfactory diabetic control was 
accomplished over a 6-month period with 
dosages varying between 250 mg. to 500 mg. * 
— 

1 Veterans Administration Hospital, Waco, Tex, 

? Supplied by Pfizer Laboratories. 


daily. Four patients whose insulin requir 
ments were 55 to 100 units daily were sai 
factorily controlled for 6 months with 
to 1000 mg. of chlorpropamide daily, 
Eight patients originally included in the 
study were soon dropped because of th 
development of skin disorders resemblin 
dermatitis medicamentosis (5 patients) and — 


No permanent unfavorable side reactions 


relative to hematological,’ kidney or liv 
involvement were noted in this study. 
Preliminary results indicate that in some 
patients with concurrent psyghiatric con 
tions control of diabetes with chlorpropa- 
mide is practical. Twenty-two patients 
insulin requirements up to 100 units 
were successfully converted to this oral hypo- 
glycemic agent. Any reduction in the amou 
of work necessary to prepare and treat sor 
35 to 40 diabetics on a psychiatric ward is 
of course noticeable and very welcome. 
pilot study reduced the amount of neces 
injections approximately one-half. One of 
the most satisfying results was a defin 
improvement in the morale and emoti 
outlook of diabetic patients. Most of the 
have come to accept the nurses, nursing 
sistants and ward physician as less puni 
and dictatorial individuals. They are no 
more receptive of other avenues of approa 
and treatment of their psychiatric probl 
The largest benefits will have been reali 
when these patients after returning to 1 
homes, can enjoy a more carefree and ni 
mal existence. We readily recognize that tl 
supervision of psychiatrically disabled ind 
viduals in their home environment is 4 
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roblem of diabetes and the responsibilities 
vhich go with it. When the treatment of 
betes is reduced to that of merely taking 
l it so simplifies the patient’s care and 
, that it allows the family to pay more 
tion to the emotional needs of the in- 
ual, Several patients have already gone 
leaves of absence and trial visits, remain- 
ng away from the hospital as long as 3 
mths and have written to us reporting 


oh 


that they are now realizing the benefits of 
oral hypoglycemic substitutes for insulin. 
Before they were released from the hospital, 
our primary concern was whether or not 
these patients and their families would ac- 
cept the importance and seriousness of cor- 
rect medication in the form of a pill with 
the same respect given previously to insulin. 
From the reports it appears that our fears 
were unwarranted, In the meantime our 
hospital study continues. 


EFFECT OF IMIPRAMINE (TOFRANIL ) ON DEPRESSION AND 
HYPERKINESIA IN HUNTINGTON'S DISEASE bees 


J. WHITTIER, M.D., G. HAYDU, 


Since Huntington’s report in 1872(1), de- 
pression has been recognized as a frequent 
symptom in the syndrome of chronic pro- 
gressive hereditary chorea. 

A remarkable decrease in depression was 
observed under treatment with imipramine 
(Tofranil, Geigy) in a female outpatient 
having the disease, ; 


A 41-year-old white housewife was referred 
for study to Creedmoor Institute in August 
1959 by a local psychiatrist. Her mother had 
died at 71, having had Huntington’s disease for 
29 years. 

Six years prior there had been onset of dim- 
inution in interest, slowing of activity, and fa- 
tigue. She was at that time found to be mildly 
hypertensive. Hyperkinesia appeared 4 years 
later, manifested by mild choreoid activity of 


. feet or legs, extension-flexion movements of the 


trunk and inability to sit still, the latter es- 
pecially noticeable during attendance at church. 
Gradually, depression appeared. Activities be- 
came effortful. She was bored with work, could 
not force herself to do housework or former 
hobbies, and began to lie down several hours 
each afternoon. With progression of the illness, 
she said that she wished she were dead, hated 
to return to the house after trips, stopped 
laughing altogether and smiled only rarely. It 
was soon necessary for her husband to bathe 
her, to help her dress, and to comb her hair. 
She began to remain bedfast most of the day 
due to weakness, became occasionally incon- 
tinent of urine and feces, retained food and 
saliva in her mouth for long periods, and had 
to be reminded to keep herself clean. There 
was gradual weight loss from 132 Ibs. to 116. 
Medications had included reserpine to total 
daily dose 6 to 8 mg., which diminished the hy- 
perkinesia somewhat, but was accompanied by 
somnolence. ‘ 

Following examination at the Institute, rec- 
ommendation was made to the local physician 
for a trial of imipramine 25 mg. ti.d., increased 
to q.i.d. if no change ensued. One month later, 
Reeth 


1} Creedmoor Institute for Psychobiologic Studies, + Sci 
Queens Village, N. Y. 


CASE REPORTS MSH 


X 


M.D., anv J. CRAWFORD, M.A.t 


the husband reported that dosage had been 
creased to 100 mg. daily after 10 days, | 
mood had improved markedly, her appetite h 
increased, and she had begun to take inter 
in former activities. An increase in blood pres- 
sure was noted by her physician, and treated, 
Mood and behavioral improvements continued 
through the fall with family and friends reco; 
nizing “amazing change” from the previous 
summer. She returned to baking cakes and pies 


confirmed reports of change by physicians 
family. Frequency, amplitude, and force! 

of choreoid activity were noted to be somewh: 
increased. if 


The only other report of increase in the 
hyperkinesia of Huntington’s disease und 
treatment with antidepressant medicat 
known to us appeared in an entry un 
“side effects” in 1 case given tranyleypr 
mine (Parnate, SKF)(2). Trial of imipra~ 
mine and other antidepressants in treatm 
of depression associated with Huntington's 
disease, and systematic investigation of 
fect of these drugs on hyperkinesia ap 
warranted. £ 


SUMMARY 


A case of Huntington’s disease is repo 
showing remarkable improvement in mo! 
and.behavioral manifestation of depressi: 
under treatment with imipramine. TI 
choreoid hyperkinesia was observed 
crease in severity. 
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The patient, a 64-year-old woman, was ad- 
mitted to the sanatorium on October 9, 1955. 
She had had considerable examinations in 
other hospitals and by’ other physicians prior 
to admission to Westbrook. The patient had no 
‘complaints but she had shown personality 
change and failing memory since early 1954, at 
least. Neurological examination in December, 
= 1954 was entirely normal, but x-ray of the 
left lung showed an “oval density 4 x 3 cms. 
near the periphery of the left first interspace. 
~ It was well-defined and apparently of long 
standing with no excavation.” The impression 
was that degenerative cerebral disease was the 
most likely cause of symptoms. The nature of 
e pulmonary disease was undetermined at 
the time (December, 1954) and surgical in- 
_ tervention was decided against. 
_ At examination in March 1955, the patient’s 
_ indifference, perseveration, and memory diffi- 
ty had increased. Pneumoencephalogram re- 
aled moderately diffuse cerebral atrophy 
with some dilatation of the ventricular system. 
Electroencephalogram was compatible with 
the diagnosis of cortical atrophy with evidence 
of greater involvement on the left side. No 
calizing neurological signs were found. 
phthalmologic examination revealed no signif- 
aie ocular pathology and visual fields were 
ul 
The patient remained at home between 
arch and October, 1955 but her activities 
had to be restricted and this resulted in some 
irritability. She no longer could be allowed to 
rive a car after she side-swiped three or four 
cars one day. She claimed that happened when 
a package fell off the front seat and she 
reached down to get it. She and her husband 
went.to Europe in the summer of 1955 and he 
noted that her reactions then were far. from 
normal. 
ji On admission to Westbrook, custodial care 
was all that was expected could be provided 
for the patient. The diagnosis of a presenile 
- organic brain condition such as Pick’s cr Alz- 
- heimer’s disease seemed assured. The lesion 
in the apex of the left lung was known to be 
present, but several x-rays had revealed no 
change in it. A psychological test on October 
30, 1955 supported the diagnosis of chronic 
brain syndrome. 
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1 Westbrook Sanatorium, Richmond 27, Va. 
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The patient died May 2, 1958. For several 
weeks she had gradually become weaker, there 
was some vomiting (probably of cerebral 
origin) and there was moderate fever. The 
downhill course continued despite treatment 
with antibiotics and intravenous feedings. 

The patients mental condition gradually 
deteriorated during. hospitalization. She was 
at all times quite indifferent to her surround- 
ings but usually pleasant and friendly in man- 
ner, although frequently restless and wander- 
ing about the building at night. Visits from 
family and friends seemed to mean little to 
hèr. She became progressively more untidy 
in her habits, 

Autopsy revealed carcinoma of left upper 
lobe of lung with metastasis to lungs, anterior 
and posterior mediastinal lymph nodes, adren- 
als, thyroid, and cerebellum. There was com- 
pression of the fourth ventricle by metastatic 
tumor, and internal hydrocephalus. The cortex 
showed no appreciable loss of neurons, and no 
evidence of vascular disease. The brain stem 
showed no change other than pressure effect 
in the region of the fourth ventricle. Sections 
of the cerebellum showed adenocarcinoma 
identical to that seen in the lung and else- 
where, with abundant mucin production. 

The lungs revealed the tracheo-bronchial 
tree filled with purulent mucus. Both lungs 
were studded with 1-2 mm. firm gray nodules 
throughout all lobes. In the left upper lobe 
there was a 6 cm. gray mucinous mass sur- 
rounding the superior segment bronchus, There 
was extensive involvement of lymph nodes in 
the chest cavity and of the adrenal medulla by 
metastatic carcinoma. 

The liver, pituitary, heart, aorta, skin, pan- 
creas, and spleen were not remarkable. 

The brain in the fixed state weighed 1450 
grams. The dura was adherent to the skull, the 
vessels showed no appreciable atheromatous 
deposit, The left meninges were, somewhat 
cloudy. There was no appreciable widening 
of the sulci nor narrowing of the gyri. The 
vessels at the base of the Uia were delicate 
and showed very minimal atherosclerosis. No 
thrombi were demonstrated. Multiple parallel 
sections were made through the brain. The 
lateral ventricles were considerably dilated, as 
was the third. No focal lesions were seen in 


` the cerebral hemispheres. The aqueduct of 


Sylvius was dilated. The central portion of the 
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cerebellum was replaced by a 5 cm. mucinous 


tumor lying in the midline, adherent to the 
dura, and compressing the fourth ventricle 
which was not dilated distal to the point of 
compression. 

It would seem probable that this patient’s 
brain pathology and mental symptoms were 
due entirely to the metastatic tumor in the 
cerebellum which resulted in internal hydro- 
cephalus. The patient had given evidence of 
organic brain disease for at least 4 years, 


The case is considered 
cause there were no 
signs despite extensive involvement o 
cerebellum, and the patient’s 
dition seemed ŝo typical of a nil 
ganic disease such as Pick’s. The in cr 
incidence of lung cancer may be 
to result in other cases with intrac 
metastasis and organic brain sympto 
ogy. KER 


The 117th Annual Meeting of the Ameri- 

ean Psychiatric Association was held at 
_ the Morrison Hotel, Chicago, Illinois, May 
_ 8-12, 1961. The total registration was 4,292 
including 2,054 members, 1,385 non-mem- 
ers, 519 wives of members, 274 exhibitors 
and 60 press representatives. The Program 
included 123 scientific papers and 24 Round 


i 


Francis Burrill, Episcopal Bishop of Chi- 
cago, followed by welcoming remarks by 


Dr. Walter E. Barton, President-Elect, sev- 
eral Awards were presented. Professor 
Sheldon Glueck, Roscoe Pound Professor of 


ane University during the 1961-1962 
ii ademic year. The Hofheimer Prize was 
awarded to Seymour Levine, Ph.D., of the 
Maudsley Hospital in England and several 
co-researchers for studies on infantile ex- 
perience and the effects thereof upon ma- 
‘ation of the neuroendocrine system. The 
inner of the 1960 Mental Hospital 
Achievement Award was the Larned (Kan- 
_ sas) State Hospital, with Honorable Men- 
tion Awards to the Mental Health Institute 
_ of Clarinda, Iowa and to the New Jersey 
_ State Hospital at Marlboro. Reports were 
_ presented by Dr. John R. Saunders, Speaker 
of the ‘Assembly ; Dr. Mathew Ross, Med- 
cal Director ; Dr. C. Knight Aldrich, Co- 
Chairman of the Arrangements Committee ; 
= and Dr. John Donnelly, Chairman of the 
Program Committee. The Secretary, Dr. 
C. H. Hardin Branch, announced the official 
membership count as of March 31, 1961 as 

_ 11,637 and the Treasurer, Dr. Addison M. 
a Duval, presented a financial report. The 
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CHICAGO MEETING HIGHLIGHTS 


membership was considerably enlarged 
with the approval of the candidates recom- 
mended by the Membership Committee 
and the Council. A total of 682 new mem- 
bers were added—372 Associate Members 
and 310 Members. Of this number, 10 
Associate Members and 7 Members had 
previously been approved by certified Dis- 
trict Branches so that further action was not 
necessary. An additional 180 candidates 
were advanced from Member to Fellow. 
Upon recommendation by the Policy Com- ~ 
mittee and the Council, the Prairie Pro- 
vinces District Branch (Alberta, Manitoba * 
and Saskatchewan) was approved by the 
membership bringing the number in the 
Assembly to 53. The Presidential Address, 
entitled “Psychiatrist, Medicinae Doctor,” 
was delivered by Dr. Felix with the re- 
sponse by Dr. Barton. Dr. Earl Bond read 
a Memorial to the late Past-President Ar- 
thur H. Ruggles which was followed by a 
moment of silence in memory of the de- 
ceased members of the Association. The ` 
Opening Exercises were closed with a 
Benediction by the Reverend Vincent V. 
Herr, S.J., Chairman of the Psychology De- ` 
partment of Loyola University, Chicago. 
The first Business Session was called to 
order by the President on Tuesday after- 
noon, May 9, at 2:00. Dr. Evelyn Ivey, 
Chairman of the Board of Tellers, an- 
nounced the results of the election of Of- 
ficers for 1960-61 as follows: Dr. C. H. 
Hardin Branch, President-Elect ; Dr. Henry 
W. Brosin, Vice-President; Dr. Titus H. 
Harris, Vice-President; Dr. Harvey J. 
Tompkins, Secretary; Dr. Addison M. 
Duval, Treasure? ; and incoming Council- 
lors, Dr. Alfred Auerback, Dr. Herbert S. 
Ripley, and Dr. Cecil L. Wittson, Reports 
were presented by the three Coordinating 
Committee Chairmen: Dr. Harvey J. 
Tompkins, Technical Aspects of Psychi- 
atry; Dr. Howard P, Rome, Professional 
Standards ; and Dr. Paul V. Lemkau, Com- 


» munity Aspects of Psychiatry. After a brief 


recess, the Convocation of Newly Elected 
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Fellows began with the Processional March 
at 3:00 p.m. A total of 133 new Fellows at- 


‘tended the ceremony. The Fellowship Lec- 


ture was presented by Dr. Seymour S. Kety, 
Chief, Laboratory of Clinical Science, Na- 
tional Institute of Mental Health, on “The 
Heuristic Aspect of Psychiatry,” The cere- 
mony was concluded with a Recessional 
March. 

The second Business Session was held on 
Wednesday morning, May 10, and was 
called to order by the President at 9:30 a.m. 


The Secretary presented his report to the 


membership reviewing the actions of the 
Council since the last Annual Meeting. 
These were approved on motion from the 
floor. The most significant item in the re- 
port-was a proposed raise of dues in the 


amount of $5.00 for Associate Members 
` ‘and $10.00 for Members and Fellows. This 


proposal ‘was approved by the Council as 
recommended by the Budget Committee. 
Following a discussion of the matter, the 
proposal was approved as a separate item of 
business. 

The Annual Dinner was held on Wednes- 
day evening at 7:30 in the Terrace Casino 


of the Morrison Hotel. The President intro- 
duced the foreign guests and the represen- 
tatives of other professional associations 


who were in attendance. Dr. D. Ewen Cam- 


_ eron presented inscribed gavels to each of 
the eight Past-Speakers of the Assembly : 


Dr. Joseph Abramson, 1953-1954 ; the late 
C. N. Baganz, 1954-1955, received post- 
humously by Mrs. Baganz ; Dr. Addison M. 
Duval, 1955-1956 ; Dr. Mathew Ross, 1956- 
1957; Dr, Walter H. Obenauf, 1957-1958 ; 
Dr. David C. Wilson, 1958-1959, received in 
absentia ; Dr. Alfred Auerback, 1959-1960 ; 
and Dr. John R. Saunders, 1960-1961. The 
Past-President’s Pin was presented to Dr. 
Felix by Dr. Earl D. Bond, the oldest sur- 
viving Past-President. The evening’s en- 
tertainment was concluded with dancing, 
The final Business Session was held on 
Friday morning, May 12, at 11:30. After 
calling the meeting to order, Dr. Felix spoke 
briefly regarding his Presidency and ex- 
Pressed his appreciation to the membership 
and to the staff for their assistance and 
Cooperation during his term.of office. He 
then installed Dr. Barton as President. Fol- 


lowing Dr. Barton’s remarks, Dr, Felix read 


Councillors who were retiring from offic 
The Secretary reported the actions of the 
Council from its meeting on May 11 and 
these were approved by the members 
upon motion from the floor. ; 
The Adolf Meyer Lecture was presen 
by Dr. John Bowlby, Corresponding Fel 
low, of London, England on “Childho 
Mourning and Its Implications for Psy 
atry.” Two papers on communication pre 
sented by invitation were well-received 
“Communication Amongst Automata” 
Heinz Von Foerster, Ph.D., Professor 
Electrical Engineering at the University 
Illinois, and “Animal Communication” by 
Hubert W. Frings, Ph.D., Professor of Zool. 
ogy at Pennsylvania State University. 
The Assembly met on May 8-9 with rep- 
resentatives of 51 of 53 District Branches in 
attendance. Their Officers for 1961-1962 are _ 
Dr. Edward Billings, Speaker ; Dr. G. Wilse 
Robinson, Jr., Speaker-Elect ; Dr. Lester 
Shapiro, Recorder ; and Dr. John R. Saun- 
ders, Past-Speaker. Area Members of 
Policy Committee are Northeast (1), Dr. 
Robert Garber, Member, and Dr. Benjamin — 
Wiesel, Alternate ; New York (II), Dr. Wil- 
liam Holt, Member, and Dr. Duncan White: 


Philip Reed, Member, and Dr. Ewi 
Crawfis, Alternate; Western (V), Dr. 
Creswell Burnes, Member, and Dr. Barn: 
L. Diamond, Alternate. Dr. Walter 
Obenauf will again serve as Parliamentari 
for the Assembly. $ 
The annual luncheon of the Modern 
Founders was held on Wednesday, May 1 
in the Clark Room of the Morrison Ho! 
with:Dr. and Mrs. Francis J. Gerty actin; 
as hosts. Approximately 60 members and 
guests were in attendance including 5 
Modern Founders who were welco 
into the group. " 
In addition to the events mention 
above, there were numerous meeti 
luncheons, reunions and parties all of which 
helped make this Annual Meeting such 
„eminent success. It was altogether fitting 
for a scientific and social meeting of th 
* significance to climax the activities of th 
Association during the past year under th 


Si 


dance of our immediate Past-President, 
Robert Felix. And as Dr. Felix noted 
the final Business Session, special recog- 
n should be given to the Officers, the 
ommittee members and the staff for their 
invaluable service throughout the year. 
owever, on this occasion it seems ap- 
priate to commend the work of the 
veral Committees and staff members 


From the A.M.A, news of the recent past 
e quote with permission the story of an 
t German physician who had taken re- 
e in West Germany. When questioned as 
his feelings about deserting his patients 
ast Germany he said : 
“The question comes to my mind : Was I 
still a doctor before I decided to leave ? Is 
ayone still a doctor who cannot really heal 
eople because he lacks the right facilities 
nd is supposed to feed his patients political 
instead of medicines? Is a doctor 
a doctor if the state and party reduce 
| to a mere state functionary ; if he is 


Owing to the resignation of Dr. John C. 
W hitehorn, professor emeritus of psychi- 
atry, Johns Hopkins University School of 
Medicine, a new name appears among the 
ciate editors this month. Dr. Whitehorn 
given a long period of valuable service 
the Editorial Board, aiding by his counsel 
the shaping of policy, and making im- 
ant and often quoted contributions to 
pages of the Journal ; we shall feel as- 
sured in seeking his counsel in the future as 
i the past as occasion may arise. 

At the meeting of the Editorial Board, 
May 9, it was unanimously voted to présent 
Council the name of Dr. Lorne D. Proc- 
tor, head of the department of neurology 

d psychiatry, the Henry Ford Hospital, 
Detroit, to fill the vacancy. At the meeting 
of Council, May 11, this was done and by 
vote without debate the appointment was 


whose collaborative efforts were instru- 
mental in the success of this Annual Meet- 
ing: Mr. Austin M. Davies, the Executive 
Assistant; Dr. Mathew Ross, Medical Di- 
rector; Messrs. Robinson and Turgeon of 
the Central Office; and particularly the 
Committees on Arrangements and Program. 
C. H. Hardin Branch, M.D., 

Secretary. 


WHEN IS A DOCTOR NOT A DOCTOR ? 


asked to work as a party propagandist ; if he 
is ordered to declare sick people fit to work 
against his better knowledge, if he is given 
insufficient means to heal and to help and if 
he is hemmed in on all sides ? 

“Can he sleep with a clear conscience, can 
he still call himself a doctor if, against his 
conscience, he is compelled to carry out or- 
ders given him by the government, even 
though he knows these orders are not in the 
best interests of the sick, but only in the 
interests of the state and the party ?” 

And this refugee doctor concluded “that I 
really was not a doctor any longer.” 


THE EDITORIAL BOARD 


duly recorded. Dr. Proctor is a diplomate 
of the Royal College of Physicians of Can- 
ada as well as of the American Board of 
Psychiatry and Neurology, He is a member 
of the American Academy of Neurology 
and of the venerable College of Physicians 
of Philadelphia. For some years he col- 
laborated with Sir Frederick Banting as re- 
search associate, and during his 10 years 
service with the Henry Ford Hospital one 
of his most significant achievements was the 
organizing in 1957 of the International 
Symposium on the Reticular Formation. He 
collected and edited the proceedings of the 
Symposium which were published in book 
form in 1958, 

We feel that Dr. Proctor’s membership 


` will notably strengthen the Editorial Board 
,and we welcome him to this fellowship. 
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TREATMENT OF 


Editor, Taz AMERICAN JOURNAL oF Psycut: 
ATRY : 

Sm: The article, “Cardiac Arrest and 
Electroshock Therapy,” by Genevieve A. 
Arneson, M.D., and Tarver Butler, M.D., 
which appeared in the May 1961 issue of 
The American Journal of Psychiatry, was 
of great interest to me. 

Last year I had a patient who developed 
cardiac arrest. The arrest, however, de- 
veloped following the administration of 
intravenous Evipal with Succinyl. The pa- 
tient was administered 300 mg. of Evipal, 
intravenously, over a one-minute period. 
This was followed by 60 mg. Succinyl, in- 
travenously,. As is usual with this procedure, 
positive pressure oxygen was immediately 
instituted. Despite the oxygenation, the pa- 
tient developed cyanosis. His pulse could 
not be elicited nor could heart sounds be 
detected by stethoscope. A diagnosis of 
cardiac arrest was made by two physicians 
who were present. From our Reiter, Model 
CW-47, electric shock apparatus, one elec- 
trode was placed posterior to the heart and 
the other electrode over the precordium. 
% second shock of 50 milliamperage, 110- 
volt current, was administered three times 


PHILOSOPHY TOMORROW 


Philosophy still has a work to do, It may gain a role for itself by turning to con: 
sideration of why it is that man is now so alierlated from man. It may tum to the 
Projection of large generous hypotheses which, if used as plans of action, will give 
intellectual direction to men in search of ways to make the world more one of worth 
and significance, more homelike, in fact. There is no phase of life, educational, economi 
political, réligious, in which inquiry may not aid in bringing to birth that world which 
Matthew Amold rightly said was as yet unborn. Present-day philosophy cannot desire 
a better work than to engage in the act of midwifery that was assigned to it 


Socrates twenty-five hundred years ago. 


CORRESPONDENCE 


CARDIAC ARREST 


haa 
over a period of five to ten seconds, Almo: 
immediately the cyanosis began to cleg 
The pulse was now discernible and soon be 
came full and strong. The heart sounds 
turned. No shock treatment, in the ordin 
sense, was administered. Within five n 
utes the patient was awake and talking. 
blood pressure was now within no: 
limits. Electrocardiogram revealed no ab 
normalities. ; 
Tt is believed that the cardiac arrest 
curred because of sensitivity to the Evi 
I believe that the use of the ordinary 
tric shock apparatus in restoring his he 
beat was life-saving. Psychiatrists who 
counter the complication of cardiac 
in the future might find it worthwhile 
consider that they have at hand a ve 
potent instrument for stimulating the he: 
Further thought might be given to 
method of cardiac resuscitation. 
I believe this procedure might be 
in restoring the heartbeat where the arr 
has occurred from electric shock treat 


surgery or other causes. fe 


Corbett H. Thigpen, M. 
Augusta. 
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DEPARTMENT OF PSYCHIATRY AT THE UNI- 
Iry OF Vermont CorLece oF Mei- 
_ ciwe.—The office of the Dean has an- 
ounced the establishment of a depart- 
‘ment of psychiatry. Previously, psychiatry 
as been a division of the department of 
medicine. Chairman of the newly created 
epartment is Dr. Thomas J. Boag, assist- 
ant to the Director of the Allan Memorial 
Institute of Psychiatry and an Assistant 
Professor at McGill University. Dr. Boag, 
native of Liverpool, England, received his 
dical degree from the University of Liv- 
erpool, 
_He will take up his new duties at the 
versity of Vermont College of Medicine 
m July 1 as a full-time Professor and 
Chairman of the Department of Psychiatry. 


Nationa Councn, on Crime AnD DE- 
‘LINQUENCY.—The national Research and 
i nformation Center on Crime and Delin- 
quency of the National Council has been 
stablished as a clearing house for current 
search and projects to control crime and 
prevent juvenile delinquency. The Center 
upported by grants from the Rockefeller 
rothers Fund and the National Institute 


not only on research, but also on all pro- 
ams in institutions and services, experi- 
ents, developments and demonstrations. 


Dr. Hyman H. Frankel is Director of the 
enter, 


Tue Prapecenta Psycutatric Hos- 
pirat.—The appointment of Dr. Philip Me- 
chanick as Medical Director of the Philadel- 
phia Psychiatric Hospital has been an- 
nounced by Mr. Abe Cooper, President of 
the Hospital. 

Dr. Mechanick, a diplomate in psychiatry 


_ 1955. He has served as Clinical Director and 


‘of the University of California Medical 
86 


NEWS AND NOTES 


has been associated with the Hospital since . 


Acting Medical Director. He is a graduate » 


School in San Francisco and received his 
psychiatric residency training at Langley 
Porter Clinic, San Francisco. 


Los ANGELES SOCIETY or NEUROLOGY AND 
Psycuiatry.—At the annual meeting of the 
Society, January 18, 1961, the following 
officers were elected : President, Nicholas A. 
Bercel, M.D.; President-Elect, Robert P. 
Sedgwick, M.D. ; Secretary-Treasurer, Rob- 
ert N. Baker, M.D. 

Councilors ; John D. French, M.D., Au- 
gustus S. Rose, M.D., G. Creswell Burns, 
M.D., Carlo P. DeAntonio, M.D., John R. 
Peters, M.D. , 2 


Founpations’ Funp ror RESEARCH IN 
Psycuratry.—The Foundations’ Fund an- 
nounces the award of four grants of $250,- 
000 each toward the endowment of four 
permanent research positions in depart- 
ments of psychiatry. Awards have been 
made to the psychiatry departments of the 
following universities: University of Chi- 
cago School of Medicine, Columbia Univer- 
sity College of Physicians and Surgeons, 
University of Utah College of Medicine, 
and Yale University School of Medicine. 
Each of these medical schools will appoint 
a research psychiatrist to the newly created 
position on their faculty. 

These awards were made possible by a 
1956 grant from the Ford Foundation to the 
Foundations’ Fund for Research in Psychi- 
atry for the support of the training of psy- 
chiatric investigators in the mental health 
fields. 

Max M. Levin, Ph.D., 251 Edwards St., 
New Haven 11, Conn. is executive officer 
of the Fund, and F, C. Redlich, M.D., pro- 
fessor of psychiatry, Yale University School | 
of Medicine is chairman of the Board of 
Directors. 


McLean Hosprrar’s 1501H ANNIVERSARY. 
—On May 15 and 16, 1961 a two-day sym- 
Posium, “A Multidisciplinary Research Pro- 
gram in a Mental Hospital,” was held at 
historic McLean Hospital to commemorate 


sy 
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the 150th anniversary of the inċorporation 
of McLean and Massachusetts General Hos- 
pitals, 

On May 15 the new additions to the re- 
search laboratory were dedicated, and a 
neurobiological program was presented. Dr. 
Jordi Folch-Pi, professor of neurochemistry, 
Harvard Medical School and director of re- 
4 search, at McLean, was in charge. 

i : The May 16 session, under the direction 
s of Dr. Alfred H. Stanton, associate professor 
of psychiatry, Harvard Medical School and 
psychiatrist in chief, McLean Hospital, was 
i devoted to behavioral and clinical studies. 
i: Eminent speakers, beside those from Mc- 
: Lean and Massachusetts General Hospitals 
and Harvard University staffs, came from 
the Universities of Colorado, Michigan, 
Johns Hopkins, Yale, New York and Colum- 
bia, the Rockefeller Institute, the Judge 
Baker Guidance Clinic, Mass. Institute of 
3 Technology and N. Y. State Psychiatric 
i Institute. 


American Boarp oF PSYCHIATRY AND 
Nevrotocy, Inc.—The following physicians 
are reported as having been certified in the 
dpe specialty of Child Psychiatry in March, 

961 : 


Milford E. Barnes, Jr:, M.D., Des Moines, Iowa. 
H. Robert Blank, M.D., White Plains, N. Y. 
Richard Leos Jenkins, A.B., M.D., Iowa City, Iowa. 
Reynold A. Jensen, M.D., Minneapolis, Minn. 

Paul Hartley Jordan, Flint, Mich. 

C. Raymond Kiefer, Jr., M.D., Hartford, Conn. 
Margaret Schoenberger Mahler, M.D., New York, N. Y. 
Samuel Rosmarin, M.D, White Plains, N. Y. 

Earle Saxe, M.D., New York, N, Y. 

Louis A. Schwartz, M.D., Detroit, Mich. 

Lenore M. Sportsman, M.D., Albany, N. Y. 
Florence Lillian Swanson, M.D., Montclair, N. J. 
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American ACADEMY or Arts AND SCI- 
ENCEs.—In 1961, as in the preceding two 
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TO BEGIN WITH 


You learn to consume your own smoke. The atmosphere is darkened by the murmur- 
ings and whisperings of men and women over the non-essentials, the trifles that were 
inevitably incident to the hurly-burly of the day’s routine. 


years, the Academy will offer three 
of $1,000 each to the authors of espe 
meritorious unpublished monographs, 
each in the fields of: 1. Humanities 
Social Sciences; and 3. Physical and 
logical Sciences. The final date in 196 
receipt of manuscripts by the committ 
on awards is Oct. 2. 3 
Full details concerning these prizes m 
be secured on request by sending a stamp: 
self-addressed envelope to the Commi 
on Monograph Prizes, American Academy 
of Arts and Sciences, Little Hall 33, Har. 
vard University, Cambridge 38, Mass. 


E 


Rorscuacu.—The fifth International Co 
gress is to be held Aug. 5-9, 1961, in 
University of Freiburg in Breisgau, Ger- 
many. Professor R. Heiss is President of the 
Congress. pees. 

The principal papers to be read are 
S. J. Beck, Chicago, R. Kuhn, Miinst 


to be announced, from Italy. 
In addition the following special areas ar 
to be explored : 
1. Theoretic and empiric foundations 
Rorschach technic ; 


development, and social psychology; - 
3. Rorschach technic in relation to 0 
psychological procedures ; 


5. Problems of international agreement 0 
signs and evaluations. : 

Headquarters of the Congress are at th 
Institut fiir Psychologie und Charkteroligi 
Peterstr.1.(Peterhof), Freiburg inn Breis 
gau, Germany. y 


—OSLER 


Commanpant or Avuscuwitz; Tue Avto- 
BIOGRAPHY OF Ruporr Hoess. Trans, by 
Constantine FitzGibbon. (Cleveland and 
New York: The World Publishing Co., 
1959, pp. 279. $4.50.) 


The autobiography of Rudolf Hoess, who 
organized and personally observed the gassing 
of two million Jews in the German extermina- 
jon camp in Auschwitz, is an invaluable doc- 
ument for everybody concerned with the 
steries of the human “mind.” We are in- 
_debted to the Polish physician responsible for 
Hoess’s care in the prison who encouraged him 
put his memoirs on paper while he was 
waiting his execution, f, 

The reader may not find answers to all ques- 
ions that may come to his mind, but the book 
ay lead to a clearer formulation of ques- 
ms about the interplay of motivations re- 
onsible for such a phenomenon as Rudolf 
Jess. 

| Except for a short psychotic depressive epi- 
‘ode while in jail after World War I, a “Gansers 
Syndrome,” there is no evidence in Hoess’s 


ddle class of his era, Yet this man acquired 
a degree of detachment and dissociation from 

cultural values that the most “autistic” schizo- 
Phrenics do not easily achieve. It does not 
~ seem to have occurred to Hoess that there was 
anything bad or even unusual in killing mil- 
lions of people in gas ovens. The only “ex- 
_ planation” he offers is that the Jews were 
i; ” for the German nation, but he shows no 
_ evidence of any particular need for further 
explanation or rationalization why they were 
50 bad. This indicates a considerable ability 
‘or the suppression of questions which anybody 
with a normal 1.Q. could barely avoid asking ; 
an ability which was shared to a greatez or 
_ lesser extent by the majority of the Germans 
~ of the Hitlerian era. 

The inside story of Auschwitz and other ex- 
termination camps was not kept as secret as 
Hoess’s book claims. This reviewer lived in 
_ close vicinity to the Belzec extermination camp 

~ and was, as was everybody else living there, 
"exposed for 2 years to the smell of the burning 
z bodies of gassed victims. Also, she heard many 
descriptions of the happenings from escaped 
Polish prisoners from Auschwitz and other 
et 
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camps which were practically identical with — 
Hoess’s descriptions. 

The German occupational forces in Poland 
who were not members of the Gestapo de- 
liberately avoided any too thorough knowledge ~ 
of these unpleasant facts, but why the Western 


powers’ allied broadcasts and press did not 


give them more space remains a mystery since 
they were well informed of these by the Polish 
underground. The German propaganda ma- 
chine certainly put considerable efforts in in- 
forming the whole world of the Russian mas- 
sacre in Katyn. i 
The dissociation from accepted cultural © 
values revealed by Hoess and the whole Ger- ~ 
man nation was, however, localized to only 
certain issues. One of them was: The Jews — 
“had” to be exterminated. The process itself 


was designed as “humanely” and “atraumatical- ~ 


ly” as possible. Hoess considered himself a 


member of a humane culture emphasizing his — 


preference for a bucolic life plowing fields, 
raising animals, and regretted that his killing 
job interfered with it. He expressed warmth 
and sympathy for the harmless gypsies, re- 
gretting as sincerely that he had to exterminate 
them as anybody would regret having to drown 
a litter of cute little kittens. He seems to have 
been a good husband and father. For this 
reviewer one of the most gruesome parts of 
the book is his describing how much he and 
his wife enjoyed rearing their children and 
growing beautiful flowers—right under the 
smell of burning bodies of the victims whose 
gassing he personally witnessed through a 
peephole once or twice a week. 

Nowhere in the book does Hoess indicate 
any basic objection to the extermination of the 
Jews. His final conclusion was only that it was 
not very practical because the bad reputation 
it made for the Germans was possibly more 
unfavorable for them than the survival of the 
Jews would haye been. 

To the end of the book he considers him- 
self not a villain, but rather a victim of adverse 
circumstances, and at least the second part of 
his conclusion, that vae victis is still the dogma 
No. 1 of international justice may well be 
shared by those who followed the trials in 
Nuremberg, where the executors of Katyn 
were judging the executors of Auschwitz. 

A few interesting omissions in the book sug- 
gest, however, that Hoess must not have felt 
equally comfortable about all of the Fuehrer’s 


) extermination ideas. His description of the pre- 
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war concentration camps mentions only com- 
munists, socialists, religious conscientious ob- 
jectors and asocials as prisoners. The consider- 
able number of German aristocracy imprisoned 
was not mentioned at all. When this reviewer 
was also imprisoned and met this group of 
prisoners, she noticed the Gestapo seemed to 
have failed to share Hitler’s idea that the mem- 
bers of the German aristocracy in the camp 
were a danger to the nation, despite their un- 
compromising anti-Nazi attitude. Hoess also 
fails to mention the large number of Catholic 
priests who perished in Auschwitz. 

The book fails to shed any light on the 
“reasons” for the Nazi obsession of exterminat- 
ing the Jews. It had no practical value what- 
soever even to rationalize its cruelty. To “ex- 
plain” it as an extension of “antisemitism” is 
an oversimplification because tensions between 
different cultural groups have always existed, 
but only seldom led to such radical “solutions.” 
Maybe Eichmann can one day answer some 
of the questions not answered in Hoess’s book. 

This book is, however, an impressive illustra- 
tion of the degree to which “reason” can be 
suppressed by perfectly sane people in our 
“age of reason,” and if the reader is a psychia- 
trist, he could wonder whether the so-called 
psychopathologies could not be connected with 
a failure of suppressive mechanisms, which 
Seem to play an important role in “normal” 
psychology. 

Hupa Muszynsxrt, M.D., 
Nevada, Mo. 


In Derense or Morarrs. 4th Ed. By Leo 
Kanner, M.D. (Springfield, Ill. : Charles 
C Thomas, 1958, illus., pp. 167. $3.50.) 


_ Dr. Kanner wrote this book in 1941. His sub- 
title is “How to Bring Up Children in Spite of 
the More Zealous Psychologists.” In its several 
editions it has not been necessary to revise the 
text. The book is as good today as when it was 
written 20 years ago, because its guiding theme 
is not some specialized, highly refined tech- 
nique with its lists of dos and don’ts, but rather 
a regime of disciplined common sense on the 
Parents’ part, in the rearing of children. 

No one is better qualified than Kanner, the 
creator of child psychiatry in the United States, 
to write such a book of instruction, so simple, so 
elementary and yet so profoundly wise. He 
Writes with a light touch, often jocularly ; tells 
true stories to illustrate parental problems and 
the obvious but untried way to deal with them. 

ou say to yourself “why didn’t I think of 
that? M 


When your child has a trantrum, that you don’t 


aybe you will next time. Beware, e mothers gener: 


have one too. And don’t put too much em 
on things verboten. Do not listen when one 
“the more zealous” experts tells you, as 
them once did, that Alice in Wonder! 
bad for children. The real Alice, who lacked 
benefits of that professional knowledge, r 
calling many years later the effect of <Mr, 
Dodgson’s stories on herself and her little 
ters, put it quite simply ; “we were thorou; 
happy and amused at his stories . . . we look 
forward to the happy hours in the mathematic: 
tutor’s rooms.” 5 
From his case records Kanner gives viv: 
pictures of regrettable scenes of parental mi; 
management which he assures us are not “cari 
catures drawn for literary effect . . . They are 
ordinary occurrences in thousands of ordi 
dwellings . . . yes, even in the homes of psy- ~ 
chologists and psychiatrists.” These tableaux — 
are presented in such a way that they carry 
their own indications for treatment, And so 
often children’s complaining habits of all sorts 
are only a part of the general family picture. 
The unfortunate thing is that with so man 
persons, discussion of illness, indisposition, 
symptoms past or present is so large a part ‘of 
their conversation at home and abroad. “There — 
are children who are treated from the begin- j 
ning as if they were their parent’s hypochon- 
driacal organs.” f 
Kanner denounces the custom, taken ovi 
from doctors and continued by parents and the | 
neighbors, of labeling a child who seems 
usual in some undesired way—calling him neu: 
rotic or introvert or psychopathic or schizoid— ~ 
“libeling” he calls it or “swearing at” 
unfortunate child. He wants children dı 
with as persons not as cases of this or that. 
Then there is a chapter on thumb sucki 
of which some experts give a sexual interp; 
tion. Kanner is allergic to that view and con 
cludes with the question which he says can’t 
be asked too often, “so what ?” YA 
He reaches Hudibrastic heights in the n 
chapter that bears the caption, The Great Go 
Unconscious, which he abbreviates through thi > 
text to G.G.U. He gives in some detail the 
Kanher version of the G.G.U. with all Hi 
(capital H) derivatives, associates and com 
plexes. His final admonition—“If, after what 
you have read, you want to go on worshipp 
the Great God Unconscious and His cocks 
interpreters, there is nothing to keep you fi 
it. But do not let your children pay the per 
for your own excursions into the realm 
e fancy.” i 
If Dr. Kanner’s little book were available 
, especially to new moti 
d doe with fewer child 
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chiatrists, It should be prescribed reading for 
th pediatricians and child psychiatrists ; and 
loctors generally would take no harm from 
consulting it. It is entertaining as well as in- 
_ structive. Even fathers could profit by exchang- 
ing the sport pages now and then for a dip into 
_the Defense of Mothers. 
It well documents an old German proverb 
and moreover advises what can be done about 
the dilemma : 
yer j l werden ist nicht schwer ; 
hee | sein dagegen sehr. 


C, B. F. 


ouct REFORM AND THE PsycHoLocy oF 
Toratism. By Robert Jay Lifton, M.D. 
(New York : W. W. Norton and Co. Inc., 
1961, pp. 510, $6.75.) 
The sub-title of this book is “A Study of 
‘ainwashing’ in China.” It is a book of hor- 
ors. 
_ Dr. Lifton is a research associate in psychi- 
try and an associate of the Center for East 
_ Asian Studies at Harvard University. He served 
_ asan Air Force psychiatrist in Japan and Korea, 
952-53, and remained in the Far East to do 
he investigation described herein. He spent 
_ nearly two years in Hong Kong studying per- 
sons, both Western civilians and Chinese intel- 
lectuals, who had been put through the 
“Thought reform” machine in China. 
The voluminous material accumulated has 
enabled the author to set forth in detail the 
psychological (and physical) atrocities com- 
mitted by the Communist masters of China in 
urging the minds of their victims of whatever 
__ Standards of life and thought and behavior they 
may have had and engrafting in their place 
_ the Credo of the Party. And more than the 
‘Credo is involved; the individual has to be 
made over, his sense of personal identity and 


The Chinese Communists do not have to 
hurry, they can take their time and if necessary 
the “reform” process may consume as many 
‘months or years as a thorough psychoanalysis, 


3 > 


It seems at least questionable that from the 
continuous, concentrated, protracted, destruc- 
tive pressure brought to bear on the isolated 
mind of the prisoner complete recovery is ever 
possible. 

The author makes no pretense that he can 
remain unbiased in his study of this almost in- 
credible psychological torture of the helpless 
individual; but he nevertheless sets forth as 
precisely as possible the data collected in 
his interviews with the victims of Chinese 
“Thought reform,” 

At the end of his book Lifton discusses the 
psychological problem of what he calls “ideo- 
logical totalism,” the potential of which in how- 
ever small degree is a common human charac- 
teristic. Through a confluence of certain 
conditions which he recites any emotionally- 
charged ideology may lead in a “totalistic”— 
Messianic—direction. “And where totalism 
exists, a religion, a political movement or even 
a scientific organization becomes little more 
than an exclusive cult.” This kind of totalism 
may be found in any society and is of course to 
be guarded against. Its aggressive promulga- 
tion is also a variety of brainwashing. 

Lifton’s book is a detailed textbook of 
Chinese Communist methods of tearing down 
the individual personality and engrafting the 
Party model, with wider reference also to the 
processes through which a totalitarian society 
can be molded and leveled to conformity. 

C. B. F: 


AUFTEILUNG DER ENDOGENEN PsycHOSEN. 
(The Classification of Endogenous Psy- 
choses). Second Edition. By Karl Leon- 


er (Berlin : Akademie-Verlag, 1959, pp. 


It is customary to consider the manic and 
“melancholic” diseases in the frame of manic- 
depressive psychoses, Kleist considers them as 
two conditions that have an affinity for each 
other. While the author agrees with Neele that ' 
there is a manic-depressive combination that 
expands in opposite directions, there are also 
euphoric and depressive states that are separate 
entities unrelated to each other. The combined 
diseases are designated as bipolar, the separate 
ones as monopolar. 

The bipolar psychopathologies are more 
colorful and varied and they sway not only 
from pole to pole, but even within the limits 
of the same phase they have various symptom- 
pictures. However, the monopolar forms re- 

> assume periodically the very same symptoma- 
tology, tetaining in each phase its circum- 


fm 
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scribed and pure form without any admixture 
of symptoms of the other phase. 

The classical symptomatology of the manic- 
depressive reactions, as they were first de- 
scribed by Kraeplin, is as follows. In the manic 
stage there is : a euphoria that passes easily into 
irritability, heightened self consciousness, flight 
of ideas, speech compulsiveness and hyper- 
activity. In the depressive state there is a weari- 
ness with life, feelings of inadequacy, thinking 
difficulty, psychomotor inhibitions, lack of de- 
cisiveness, depressive thinking and self-accusa- 
tions. However, in the bipolar term the basic 
symptoms may be missing : hyperactivity, flight 
of ideas and even euphoria may be absent in 
the manic phase and difficulty of thinking and 
psychomotor inhibitions may not be present 
in the depressive phase. 4 

The author also discusses in great detail and 
with ample clinical observations other forms’ of 
mental aberrations under names that are not 
familiar to American psychiatrists. Thus he 
presents 4 “cycloid” psychoses : anxiety-happi- 
ness, irritation-inhibition, hyperkinesis and akin- 
esis. He also suggests a new classification of 
schizophrenias : the unsystematic schizophre- 
nias (affect paraphrenia, scizophasia, periodic 
catatonia) and systematic schizophrenias (the 
catatonic forms : parakinetic, manic, proskinetic 
and 2 forms of speech catatonias). The hebe- 
phrenias he discusses under 4 forms : the silly, 
the confused, the shallow and the autistic. Of 
the paranoid forms of schizophrenia the author 
describes 6 classes: the hypochondriac, the 
Phonemic, the incoherent, the fantastic, the 
confabulous and the expansive, besides their 
various combinations. The final chapter of this 
Provocative work is dedicated to statistics : 
the ages and sex distributions of the phasic and 
cycloid psychoses and schizophrenias and the 
hereditary factors in these conditions. 

Hirscu L. Gorpon, M.D., 
Yeshiva University Graduate School. 


Tue Liresran or Anmars. Ciba Foundation 
Colloquia on Ageing, Vol. 5. Edited by G. 
E. W. Wolstenholme and C. M. O'Connor. 
(Boston : Little, Brown and Co., 1959, pp. 
324. $9.50.) 


As stated in the preface, “This volume con- 
tains the proceedings of the fifth colloquium 
on ageing, and also a combined index to this 
and the previous four volumes.” Fourteen 
Papers are presented, the first two dealing with 

umans and the rest with cattle, horses, rats, 
birds, fishes and insects. Most of the papers 
Present carefully worked out statistical ma-* 
terial, some of which is of a highly technical na- 


e s 


ture and requires considerable knowledg 
statistics to evaluate. Each paper is follow 
by the discussions which took place at | 
meeting with sometimes as many as 13 d 
ferent discussants participating. A great di 
of very interesting material is presented in these 
discussions and one gets a very personal feelin; 
of listening to a number of persons who have ~ 
spent years in this sort of work and who ai 
acknowledged authorities on the subject. 
book can be recommended as having presen’ 
in excellent fashion some “basic research rel 
vant to the problems of the Ageing.” 

K. M. B. 


NEUROPSYCHOPHARMACOLOGY — PROCEEDINGS 
OF THE Ist INTERNATIONAL CONGRESS 0) y 
NEUROPSYCHOPHARMACOLOGY, Rome, 195! 
Edited by P. B. Bradley, P. Deniker and 
C. Radouco-Thomas. (New York : Elsevie 
Press, 1959, pp. 727. $27.00.) 2 


This volume comprises all the papers pr 
sented at the First International Congress ol 
Neuropsychopharmacology, Rome, 1958. 

It is divided into two parts. The first part is 
devoted to the Symposia and Plenary Sessions, 
and is of particular interest not only because o 
the topics covered, but because of the inclusion 
of the discussions held, which, having been wel 
edited prior to publication, are better organized 
and more lucid than most. The second part 
embodies the individual papers presented and — 
discussions are not appended. oie 

The scope of this volume is extensive, rang- 
ing from analysis and methods of drug-indu 
behavioral changes in man and animal 
through social aspects of psychopharmaco 
therapy to clinical papers on treatment, 
trials and frankly scholastic papers dealing wit 
classification and delimitation of mental dis 
orders. 

Of special interest is the paper by Hoff 
Arnold of Vienna on methodology of dr 
induced mental alterations in humans. Mayet 
Gross makes a lasting contribution in his pap 
regarding evaluation of results of experimenta 
or therapeutic drug administration. His 
clusion that more attention should be pai 
techniques of observation and recording rath 
than*to the technique of research design ec 
what we have frequently observed—that ext 
lent research designs are rendered wo 
either by the application to poorly sel 
samples or by inaccurate compilation and 
cording. see 

It is not possible to comment on individu 
papers, but this.reviewer feels that most are € 
excellent quality and tertainly contributory t 


_ better understanding of psychopharmacology. 
_ Data not generally available on known and ex- 
perimental drugs, such as the pharmacology 
= of psilocybin, described by Cerletti, or neuro- 
chemistry, like the intriguing description of 
-effect of triptomine derivatives on dog behavior 
under brain-stem stimulation, presented by Sai- 
-Halasz and Endroczy, are found in this book. 
Of primary interest, and most essential for 
serious researchers in this field, this book 
contains such varied topics as to render it of 
_ marked interest to clinical psychiatrists and to 
members of associated or collateral professions. 
ANTHONY Sanz, M.D., 
Director, Division of Research, 
Marcy State Hospital, N. Y. 


SourceBook IN Psycuoxocy. Introduction by 
James Drever, M.A. (Edinburgh). (New 
York : Philosophical Library Inc., 1960, pp. 
335. $6.00.) 


__A collection of readings from prominent 
authorities dealing with a wide range of topics 
in the general fields of psychology are here 
usefully brought together in a single volume. 
Yt the title page particular attention is di- 
“rected to the Introductory Reading Guide 
= which is written by Professor Drever and titled 
_ The Subject-Matter of Psychology. It is hard- 
ok a reading guide insofar as the contents of 
_ the book are concerned, but is rather, in the 
~ main, an elementary statement about psycholo- 
_ gy adapted apparently for the general reader 
' or for junior studerits. Curiously enough how- 
ever it goes into theoretical psychopathology 
~ and even into psychotherapy and lists also 
_ other current treatment methods pertinent to 
‘ “mental illness as such, but hardly relevant to 
_ introductory psychology. Moreover a book of 
_ this kind requires no reading guide as each 
- contribution is accompanied by a brief intro- 
 ductory note. 
_ There are 31 contributions grouped under 
three general and somewhat arbitrary head- 
ings: 1. The Study of Behavior ; 2, The Ma- 
turing Mind ; 3. The Study of Personality. 
Professor Boring of Harvard leads the series 
with some basic definitions and indicates the 
_ influence of behaviorism and Gestalt psycholo- 
_ gy on subsequent developments. The 30 items 
that follow are representative statements of 
eminent and preeminent leaders and innovators 


THE ESSENTIALS 
When I get a little money I buy books ; and if any is left I buy food and clothes. 
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in the field of psychology. Here you will fi 


the conclusions of Germany's great biolo; 


book Riddle of the Universe. Herbert Spencer ” 
discusses the behavioristic side of the emo- 
tions. Charles Darwin (The Descent of Man) 
introduces animal psychology by showing the ~ 
similarities of the mental reactions of the hu- 
man and of other animals, thus disturbing the 
equilibrium of the rigid ultraists who make man, ~ 
not the “lower” animals, inheritors of heaven. © 
Freud revives and re-emphasizes the role of the © 
unconscious side of the psyche in accounting” 
for the psychology of errors (the “Clown © 
Prince,” the “battle-scared veteran,” etc.). : 
Sir Cyril Burt, educational psychologist, ad= 
vises on the mental development of children 
and Hobart Mowrer, research professor of psy- 
chology, University of Illinois, discusses disci- 
pline in the training of children. 
Here in a lecture before the Society for 
Psychical Research, Carl Gustav Jung details 
the psychology of the primitive and still widely — 
held belief in spirits. Norman Cameron, profes- 
sor of psychiatry at Yale, deals with “behavior — 
psychology,” role-taking and communications, 
James Drever, many years professor of psy- 
chology at Edinburgh and presumably largely 
responsible for the compilation of this book 
deals with the psychological aspects of the. 
penal system as set forth in his presidential 
address before the section on psychology of the 
British Association in 1926. ; 
Happily included in the collection is William 
Cane eloquent and oft-quoted chapter on — 
it. 


In the section on personality studies, Sir 
Cyril Burt discusses individual differences ; 
Watson treats of man’s adaptability to his 
work ; Kretschmer sets forth his classification 
of types based on Physique and Character. 
Among other contributors, Tredgold covers ~ 
industrial relations; Vernon and Parry, the ~ 
use and methods of psychological testing. 

A useful feature of this work is an appendix 
in which are given biographical notes, alpha- 
betically arranged, of each of the contributors. 

C. B. F. 


1 Professor Drever states that his son who suc- 
ceeded him in the chair of psychology in the 
hep oid! Edinburgh prepared the introduction 
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Arthur H. Ruggles has left us, but we 

are not entirely bereft because our legacy 

a includes a host of fond associations, of ex- 

t amples of devotion to his field, of friendship 

: at its best, of good humor, of sterling integ- 
tity, originality and imagination. 

Dr. Ruggles was born in Hanover, New 
Hampshire, January 26, 1881, the youngest 
of five children, into an atmosphere of learn- 
4 ing and devotion to public welfare that con- 

"tributed clearly to shaping his character. 

His father, Edward Ruggles, was Professor 

of Romance Languages at Dartmouth and 

) his maternal grandfather was treasurer of 

that college. His mother was Charlotte 

Blaisdell Ruggles. His older brother, a 

lawyer, became a judge in Jamaica Plains, 

Mass. His other brother was an engineer. 

His two sisters married Dartmouth men. 

One of them, Mrs. Helen R. Hodgkins 
survives him. 

While a student at Dartmouth, from 
which he graduated in 1902, Arthur Ruggles 
was a member of the Delta Kappa Epsilon 
fraternity. Later he was inducted into Phi 
Beta Kappa. He took part in many extra- 
curricular activities including the manage- 
ment of the football team. This early pattern 
of participation in community affairs con- 
tinued throughout his life. He served as a 
trustee and gave generously otherwise of 
himself to his college. In recognition of his 
leadership in the field of psychiatry he re- 
ceived an honorary Doctorate of Science in 
1927 (his 25th reunion) from his alma 
mater, and also in 1929 from Brown Univer- 
sity and in 1948 from Rhode Island State 
Eales, now the University of Rhode Is- 


; Tn 1906 Dr. Ruggles received his medical 
gree from Harvard, Prior to this he had 

eady revealed his life interest in psychi- 
Sy by spending two of his summers at the 
Danvers (Massachusetts) State Hospital. 
y € rounded out his medical training as an 
intern on the staff of the Rhode Island Hos- 
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pital 1907-09. In 1909 he was invited to join 
the staff of Butler Hospital in Providence, 
where except for short periods he served 
for the rest of his life. This was far from 
narrow experience that it might seem, for — 
so well organized was his administration 

that he was able to assume many other local, 
state, national and international tasks along 
with his regular work. However his interest 
throughout life focused more on the psy- 
chodynamics of mental disorder. In 1912-13 
he took postgraduate work at the Univer- 
sity of Munich under Professor Emil Krae- 


genet World War I, he was in charge 
of Base Hospital No, 214 in France with 
the rank of Major and was psychiatrist to 
the 2nd Division. He returned to Butler at 
the end of the war, and in 1922 he was a) 
pointed successor to G. Adler Blumer 
the latter’s retirement from the superintend- 
ency of that hospital, serving as such until — 
1948 when he became Superintendent — 
Emeritus and consultant. For a short period 
he was on leave from Butler to organize 
Mental Hygiene Department at Yale, w! 
he was appointed Professor of Clinical Psy- 
chiatry. He taught at Dartmouth Colle; 
also at Brown, where he served as Student 
Mental Health Consultant in 1920, In 1931, 
without relinquishing his responsibility { 
Butler Hospital, he planned, organized t 
construction of and until 1943 administer 
Bradley Hospital, the last two years as E; 
ecutive Vice-President. This is a small 
pital in Riverside, R. I., founded by Mr. 
Mrs. George Bradley for children with 4 
rological and emotional disorders. In 1 3 
he became president of its Board of 
tees. He was Chairman of the Psychopath 
Department of the Charles V. Chapin Ho 
pital and established a Child G 
Clinic in the local schools in 1916. 
Dr. Ruggles served on many local 
«State Boards, including in later years 
Council of Social Agencies and the 


Se 


role Board. He was on the Advisory 
uncil of the State Department of Social 
fare. He served as president of his local 
ind state medical societies. He served both 
ida and Massachusetts at the request of 
their respective governors by surveying their 
te institutions. The care with which he 
serformed these tasks resulted in some sig- 
cant reforms. He was a member of the 
ard of Deacons of the Congregational 
hurch in Providence and was accorded 
local honors for his many public services. 
Nationally, he served as President -of the 
ational Committee for Mental Hygiene 
and of the Ist International Congress on 
Mental Hygiene and as a delegate from the 
United States to the Second International 
Congress. He served as Secretary and Treas- 
urer 1938-41 and presided over the Ameri- 
sychiatric Association in 19431 after 
ering invaluable service in a critical 
riod of its existence, He was one of the 
ders of the Group for the Advancement 
Psychiatry. He served on the Advisory 
‘ouncil on Research of the United States 
Public Health Service. He represented the 
A along with Dr. Edward A. Strecker 
d Dr. Frederick W, Parsons in World War 
T in an advisory capacity to government 
encies and was called on by Secretary of 
Stimson as a consultant. In this capac- 
tied together the efforts of the APA 
a e National Committee for Mental Hy- 
e. 
Dr. Ruggles contributed abundantly to 
professional literature. In 1951 he de- 
ed the Thomas W. Salmon Memorial 
ures on the subject: The Place and 
cope of Psychotherapy. 


1 uly, 1943 issue of the Journal contains Dr. 
iggles’ Presidential Address and photograph. 


The character and personality of William 
N. Keller never seemed to fit into any set 


the heights attained by leading mental hos- 
-twentieth century. Throughout his adminis- 


a A 


_ mould. Yet, his accomplishments well typify . 
_ pital superintendents of thefirst half of the ° 


from which he never fully recovered. As a 
result of a severe respiratory infection he 
suffered cardiac damage which forced him 
to carefully budget his activities. For this 
reason he had to relinquish many of his out- 
side responsibilities that required traveling, 
but by his wise planning he was able to 
continue to give great service to his com- 
munity, and counsel on national matters to 
those visiting him. He especially regretted 


his inability to serve actively as Chairman ~ 


of the Research Committee on Schizophren- 


ia, a program conducted by the Scottish ` 
Rite through the National Association for 
Mental Health. Still so distinctive was his — 


leadership that he was retained in an honor- 
ary capacity in this and many other of his 
associations. 

Dr. Ruggles ‘always had a critical scien- 
tific conscience behind his clinical work. 
While he could accept common sense as a 
matrix for the application of science, he de- 


manded that it be sound. “Mumba-rumba’” 
was his way of characterizing pseudo-sci- 


entific work, 

Dr. Ruggles’ domestic life was premature- 
ly limited by the loss of his wife, nee Hazel 
M. Wheeler, in 1939, whom he had married 
on April 22, 1914. His devotion to her was 
revealed often to those who knew him well 
whenever family functions came up for dis- 
cussion, To them came two children, Arthur 
Jr., and Ann, 

Those of us who can credit ourselves with 
being his contemporaries know how much 
our juniors have missed by not knowing 
Arthur Ruggles also, however much they 
have gained from him as a heritage. 


George S. Stevenson, M.D. 


WILLIAM NOBLE KELLER, MD. 
“1875-1960 


trative career he could always be found in 
the van of the group of medical entrepre- 
neurs who were not psychiatrists but who 
entered administration from the main stream 
of medicine to help tear down the walls of 
isolation of America’s mental hospitals. Dr. 


D 


In 1948 Dr. Ruggles suffered a setback” 
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Kellers credo was action—direct action, in- 
dependent action, persistent action—so that 
he was constantly immersed in turmoil, fer- 
ment and excitement with the result that 
accomplished facts become significant ac- 
complishments. Not only did Dr. Keller have 
an extraordinary impact on physicians with 
whom he served, who are largely located 
in the Pacific Northwest, but also his in- 
fluence on mental hospital administration 
spread far from the Western State Hospital 
he loved. 
< ‘William N. Keller was born February 26, 
-1875 at Council Bluffs, Iowa, the son of 
‘Samuel L. and Elizabeth Noble Keller. After 
attending the common schools of Council 
Bluff he was graduated from Princeton Uni- 
versity in 1894. He was graduated from 
Rush Medical College in 1899 and interned 
at Cook County Hospital with an emphasis 
on surgical training under John B. Murphy 
and Frank Billings. The latter secured Dr. 
Keller an appointment as Attending Surgeon 
for the Denver Rio Grande Railroad Hos- 
pital at Salida, Colorado where he served 
from 1900 to 1905. He became Chief Sur- 
geon for the Northern Pacific Hospital in 
Tacoma, Washington in 1905 and served as 
Surgeon for the Chicago, Milwaukee and St. 
Paul Railroad in Tacoma from 1906 until 
1914, simultaneously conducting a vigorous 
private practice of surgery. He was ap- 
pointed Superintendent of Western State 
Hospital, Fort Steilacoom, Washington in 
1914, resigning in 1922, and resuming sur- 
gical practice in Tacoma. During World 
War I he took a year’s leave of absence, 
serving as a Major in the Medical Corps 
of the United States Army. He was reap- 
pointed to the superintendency of Western 
State Hospital in 1933 and remained in that 
post until he retired in 1949 at age 74. 
During years of private medical practice 
Dr. Keller was on the staff of the St. Joseph’s 
Hospital and Tacoma General Hospital and 
served as Chief of Staff of Pierce County 
Hospital, all in Tacoma. He was a member 
of the Pierce County Medical Society, serv- 
ing one term as President. He was a member 
of the Washington Society for Mental Hy- 
giene, National Committee for Mental Hy- 
giene (Honorary Member), Fellow of the 
American Medical Association, a Charter 
Member and Life Fellow of the North 


Pacific Society of Neurology and Psychiatry, 
Fellow of the American Psychiatric Associa- 
tion, Life Member and Fellow of the Amer: 
ican College of Surgeons and a Diplomate . 
the American Bédard of Psychiatry and Neu- 
rology. : 

All of Dr. Keller’s psychiatric career was 
spent in command of Western State Hos- 
pital, which he viewed as a vital, dynamic 
institution, with a-distinct personality of its 
own. Having had no cloistered psychi- 
atric training the thought of the hospital 
being isolated and apart from the com- 
munity never entered his mind. He de- 
‘veloped an extraordinary esprit de corps i 
patients, employees and professional staff, 
which led to a natural participation in all 
spheres of community activity. Many of the 
popular community-hospital innovations 
the 1950's were put into effect or advocated 
by Keller as early as the 1930's. ; 

In early years of private practice Dr. Kel- 
ler was very active in the social and business 
life of Tacoma. His contacts were legion. He 
served on governing boards of banks, cor- 
porations and service organizations, as well | 
as actively participating in the real estate 
development of the area. By the time he be- 
came enmeshed with the challenges of hos- 
pital administration he had developed di- 
verse and catholic interests. Thus, there 
was no phase of hospital operations with 
which he did not become intimately familiar 
over the years ; from clinical psychiatry to — 
farming, from ward management to archi- — 
tecture, from purchasing to personnel. As 
would be expected, he could not abide the 
notion that the development of one of the 
nation’s finest dairy herds indicated a dis 
interest in the welfare of patients and their 
clinical progress. That some other super 
intendent was cursed with poor farm land 
or was incapable of exploiting good land for 
profit, was considered by Keller a faulty 
argument that he should avoid usefully in- 
tegrating farming with other hospital ac- 
tivities. 

Perhaps nowhere was Dr. Keller's capac- 
ity to get to the bottom of things better 
demonstrated than in the manner in which 
he developed Western State Hospital's 
building program. In the public works days 

+ of the 1930’s he practically rebuilt the maj 
part of an old Kirkbride hospital plant and 


a e 


established a master plan which has been 
followed closely since his retirement. He 
ven succeeded in building a new home for 
rses in the middle of World War II. His 
most spectacular building éoup occurred a 
few years before retirement when he de- 
loose words in an appropriation title 
) new building to cost several million 
. He used the entire appropriation to 
the concrete frame and the roof of a 
building which ultimately housed 400 pa- 
tients. In a following session an austerity 
: legislature had no alternative but 
propriate several millions in addition to 
lete the structure. In this way was a 
overcrowding of patients relieved. 
a long and vigorous campaign Dr. 
ceeded in 1948 in building a re- 
titute as an integral part of West- 
Hospital. He held the idea that 
research was important else- 
the best help to patients of his hos- 
d be an integrated operation with 
mbers of the active professional 
ging in research to some extent. 
tisan political interference in mental 
s was ‘forever publicly damned by 
. Keller. He felt that overt manifestations 
political activity were to be shunned and 
such detracted from the dignity of 
medicine. Yet, he was always a political 
realist in respect to the bureaucratic and 


Let us be thankful for the fools, But 


oe 


vades mental hospitals. In this sphere he 
operated with a brilliance seldom seen, He 
was a determined and courageous adversary 
who used all his skill and knowledge of 
human events to advance the welfare of 
Washington’s mentally ill, playing off one 
pernicious force against another and patient- 
ly outwaiting those which could not be met 
head on. 

One trait eternally to Dr. Keller’s credit 
was an inclination to encourage fellow psy- 


chiatrists to enter mental hospital adminis- ~ 
tration. In a convivial setting he loved to” 
pass on in an academic manner the lessons 


of his many years’ experience. The things 


governmental Stile which constantly per 


he had to teach don’t come in books and ~ 


mental hospital administration has been ad- © 


vanced greatly by his willingness to share 
the fruits of his experience and to stimulate 
the imaginations of his colleagues. 
William N. Keller died January 14, 1961 
in Tacoma, He is survived by his: wife, the 
former Mabel Lawrence, a son, William, a 
daughter, Elizabeth and four grandchildren. 
For the golden years of his professional life 
there are no more appropriate words than 
those he had engraved over the entrance to 


Western State Hospital, “Dedicated to | 


Mental Health.” 


Charles H. Jones, M.D. 
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The past few years have seen the estab- 
lishment of two conflicting views regarding 
phobias in children. Most workers in this 
field, psychiatrists and psychologists, are 
influenced to a greater or lesser extent by 
either the psychoanalytic theory or the 
behavior theory in their approach to the 
Subject of phobias. For this reason we have 
_ resticted our review primarily to these two 
theories. 3 


PSYCHOANALYTIC THEORY 

The psychoanalytic theory of phobias 
derives very largely from Freud’s case histo- 
ry of Little Hans(14) which was published 
in 1909. The essentials of the phobic theory 
were presented in this paper and appear 
to have undergone little change in the past 
50 years. 

The theory states that the basis for phobic 
disturbances is the Oedipus Complex. The 
child desires to possess the mother sexually 
and is jealous and hostile towards the father. 
The child fears his father because of these 
hostile wishes and, in particular, dreads 
castration. The fear of the avenging father 
is then projected onto some exte: and 
formerly innocuous object. The outbreak 
of the phobia is generally preceded by a 
period of privation and/or intensified sexual 
excitement. 

This development of phobias may be 
analysed into the following components. 

1. The child “is fixated at the oedipal or 
pre-oedipal level” (22). 

„ Freud(11) states that psychoanalysis has 

often showed that animal (phobic object) 
was a substitute for the father, a substitute 
on to which the fear of the father derived 
from the Oedipus complex has been dis- 
placed.” 


(la) The child has a sexual desire for the 


mother. 
This aspect of the theory is stressed in 
LInstitute of Psychiatry, Maudsley Hospital,” 
University of London, Eng. 
e 


the case of Little Hans(14), In a discussion ~~ 
on the psychogenesis of agoraphobia ia 
childhood, Abraham(17) illustrates Freuds 
theory by referring to case material: The — 
phobic child had “an incestuous wish one a 
sexual possession of her (the mother)” 
(ib)! The child is jealous of, and Hostile 
to, the father. Pape Ai 
Tn the discussions by Abraham mentioned | 
above, he also makes explicit the ch 
hostility to the father—he had “a dea 
wish against his father.” Oe 
2. The child fears the father. pore 
Freud (12) states that “the animals which - 3 
play a part in the animal-phobias of chil- 
dren are generally father-substitutes 
He also says that “the instinctual impulse 
subjected to repression here (in ‘animal 
phobias) is a libidinal attitude to thefather, 
coupled with a dread of him. After repress T 
sion this impulse vanishes out of conscious- 
ness” (15). ; 
(2a) The child has castration fears. 


And again, “the fear in zoophobia 4s cas= 
tration anxiety on the part of the ego” (. 
3. The fears of the father and of eastrati 
are projected onto a neutral external object. 
Castration anxiety, states Sarason, et al. 
(26) results in ; 


the displacement or projection of the dang érou 
conndtations upon an external (previously 

nocuous) object or situation. After this o 
the original castration anxiety is elicited 
different object and therefore is expressed 
in a distorted form. 
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„a . instead of being castrated by the 

ther.” 

4, The onset of the phobia is often pre- 

led by a period of privation and/or sexual 

citement. 

"An increase in sexual longing, fear or 

guilt, reactivates the oedipal or pre-oedipal 

fear of sexual injury to the mother . . . ” 
22). 

` SA attaches importance to. this 

precipitant in the Little Hans case as does 

Bornstein(2) in the case of Lisa. 

5. The onset of the phobia is generally 
preceded by an anxiety attack which is 
ociated with the phobic object. 

Mreud(13) states that “a phobia general- 
‘sets in after a first anxiety attack has been 
enced in specific circumstances such 
the street or in a train or in solitude.” 
rly, Abraham is quoted as stating that 
‘general, the phobic reaction to a specific 
or situation becomes established only 
the child has experienced an anxiety 
tt ck while interacting in some way with 
o particular object or situation”(26). The 
initial anxiety attack itself however is pro- 
luced by castration fears. “The phobic proc- 
begins when the ego recognizes the 
anger of castration and consequently gives 
signal of anxiety” (26). 
6. Phobias only develop in people with 
turbed sexual adjustments. 
Freud(10) states that, “the main point 
1 the problem of phobias seems to me that 
jobias do not occur at all when the vita 
sexualis is normal,” (original italics). 
e says further, “My theory is only to 
e gainsaid by evidence of phobias occur- 
g together with a normal vita sexualis.” 
Watson and Rayner’s(31) laboratory de- 
monstration of the development of a phobia 
little Albert (see below) must bring into 
_ question 5 of the 6 elements of the psycho- 
_ ‘analytic theory as does the evidence dis- 
cussed in the works of Wolpe(32), Eysenck 
(7, 8) and Jones(19). Point 5, however, 
‘approaches close to the learning theory ac- 
count of phobias described below. The 


the phobia is not merely preceded by an 
anxiety attack which is associated with the 
~ phobic object but that the anxiety attack 


learning theory position is that the onset of » 


is generally the major cause of the phobia. 
More generally, Ellis(6) argues that 


the vague, suppositional and multi-interpretive 
terms in which the theoretical framework of 
orthodox analysis is usually stated make it al- 
most impossible to test its concepts by normal 
psychological methods of investigation. 


And we may add, it also makes it almost 
impossible to appraise the internal consist- 
ency and logic of psychoanalytic theory— 
as a theory. ‘ 

Ellis(6) has criticised the unscientific na- 
ture of psychoanalysis and emphasizes the 
inadequacies and confusion of the theory, 
the unreliability of the supportive evidence, 
the failure to submit any part of the theory 
or practice of psychoanalysis to acceptable 
scientific test. One of Ellis’s most insistent 
complaints is against the rampant specula- 
tion so common in psychoanalysis. As we 
hope to demonstrate below, one of Ellis’s 
comments on a passage of Freud’s writings 
seems in fact to be applicable to a large 
body of psychoanalytic literature. He re- 
marks that, “the ratio of speculative state- 
ments to empirically adduced facts . . . is 
slightly overpowering.” 


PSYCHOANALYTIC EVIDENCE 


Clinical evidence serves a double purpose 
in psychoanalysis. It is used in order to con- 
struct the theory and also to support the 
theory. Some serious deficiencies present in 
psychoanalytic case material have been dis- 
cussed in a critical examination of Freud's 
treatment of the famous Little Hans case 
(33). Although the criticisms which we 
offer here may all be applied equally well 
to the Little Hans case, we have restricted 
our comments to other well-known case his- 
tories in order to emphasise that these flaws 
are the rule rather than the exception. 


ELABORATION 


Bornstein(2) presents an account of a 
girl of 2 yrs. 4 mths. who developed a pho- 
bia of lying down. At one point, Bornstein 
writes, “She was asked directly what she 
really had to fear in bed. She replied with 
a recital of misdeeds having the character 


‘of severe self-reproach.” The following is 


an example of what the child said, “See 


yy 
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cup ow.” Bornstein states that this means 
“(translated into the language of the 
adult”) “See the cup is broken, has pain 
(ow) and it is my fault.” We suggest that 

is is an elaboration, particularly the claim 
the child felt at fault. 


comments, “As if wishing to demonstrate 
that her genitalia were not ‘Ow,’ not dam- 
‘aged, that in other words she possessed a 
‘male genitalia.” 

T A more extensive elaboration is given in 
account of one of the child’s dreams. The 
‘child reported the dream thus ; “Opa dudu.” 
Bornstein gives as a direct literal transla- 
on “Grandpa naughty naughty,” but writes 
so that it “meant that her grandfather 
"had appeared to her in a dream and had 
‘either threatened or spanked her.” Later 
F the dream was apparently better understood 
md Bornstein writes, “The little girl’s fa- 


child who still spoke very imperfectly often 
“used to pronounce ‘Duduck or really almost 
F Dudu.’ The dream therefore said ‘Grand- 
l father is hiding, has gone away.’ ” 
_ Further elaborations are given in connec- 
tion with two incidents. (a) The grand- 
father on one occasion when out with the 
7 child had gone behind a tree and urinated. 
| (b) The grandfather had taken the child’s 
“mother away for a short period in order 
to look after the sick grandmother. “Opa 
Dudu” finally means “If I am not good 
mother will be taken away by grandfather.” 
But over and above this, it also expressed 
the wish that “her grandfather would play 
Dudu again—that is disappear and expose 
his penis.” We suggest that this also reveals 
a tendency towards over-elaboration. 


SUGGESTION 


-Schnurmann(27) gives an account of a 
girl, Sandy, who developed a dog phobia 
at the age of 2 yrs. 5 mths. At that time 
(1944) she was in the Hamstead Nursery. 
_ One night she had a nightmare : “She told 


mann comments later that, 
© 


_ the nurse a dog was in her bed.” Schnur-* 


As Sandy had up to then not shown any special 
interest in dogs it seems strange that in 
dream the dog was invested with great si 
cance. An explanation may be found in 
following facts :* “When the nursery child 
were taken out in a group an encounter with 
a dog was usually met by some kind of emoi 
on the part of the other children. The fear 
dogs at night continued for the next three: 
nights. Statements like “Out, out, out, dogg 

coming” were made, On the fourth Be 
“Sandy undertook a thorough inspection of her 
genitals. She was deeply absorbed in this ac- 
tivity and did not take any notice of our 
presence (two therapists). The worker 
her that everything was all right there 
that all girls looked like that. 


The next day, “On the way to the nurse 
some of our children started to play 
a strange dog. I explained to them that 
might bite if they frightened him.” It | 
noteworthy that it was only from this time 
that the child showed signs of fear of se 
in the street. The main point, however, is 
that it was only after the worker had drawn 
the child’s special attention to her genitals 
and after the worker had suggested that the 
dog might bite, that Sandy herself began 
to talk about biting. Two nights later Sandy 
said to the worker, “Bite Annie Bite.” 
“I asked ‘Where bite? She lifted her 
nightie pointed to her genitals and said, 
‘There bite; ” 6 
There was a considerable amount of talk 
about biting for the remainder of the thera- 
py which enabled the therapist to conclude 
that, “In the nightmare—as it became clear 
in Sandy’s subsequent behaviour and 
marks—a dog was assaulting Sandy in h 
bed, injuring her genitals, i.e., biting off h 
penis.” BY 
It is also noteworthy that after Sa 
attention had been drawn to the ‘righ 
of her genitals she became quite conce 
about the rest of her body and clot 
fingérs, legs, coat, hat. They all bec 
penis symbols by displacement apparent 
Tt is felt that, after having given | 
child the idea that genitals are all 
+ (or all wrong) and also warning her t 
dogs bite, to regard her subsequent conce 
with these ideas as confirming the anal 
is unsatisfactory and not convincing. 
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“INVERSIONS AND NON-ACCEPTANCE 


common feature of psychoanalytic 
reports is the refusal to accept the 
ts accounts and-to attach instead a 


case 


t 

Frankie, aged 4%, reported by Born- 
_ stein(3). For example, the boy reported 
._ dream in which he, the room and two 
ther persons were falling down. Bornstein 
comments, “Actually, the emphasis on ‘go- 
‘ing down’ was a representation of its op- 
‘posite being lifted up.” 

We feel then the psychoanalytic theory 
phobias is inadequate for the following 
asons: 1. The theory is complex and 
sely formulated. 2. The evidence is not 
elated clearly to the theory by means of 
redictions from the theory. 3, The evi- 
lence is manipulated through over-elabora- 
_ tion and inversion to fit into the theory and 

ok a . 5 . :, 

netimes the patient himself is manipu- 
ited by suggestion so that his behavior 
may fit into the theory. 

Í e will now proceed to an account of 
alternative theory—Behavior Theory— 
t which has been presented to account for 
development and treatment of phobias. 


EHAVIOR THEORY OF PHOBIA 


The past decade has seen the growth of 
i new theory of neurotic behavior which 


The position adopted by this theory is 
t neurotic behavior is acquired. The 
process of acquisition implied in the theory 
~ is derived from Hull’s system. 
Wolpe(32) defines neurotic behavior as 
any persistent habit of unadaptive behav- 
or acquired by learning in a physiologi- 
ally normal organism,” Anxiety is “usually 
e central constituent of this behavior, 
being invariably present in the causal >situ- 
ations.” 
__ In similar vein, Eysenck(7) postulates 
that, “neurotic symptoms are learned pat- 
terns of behavior which for some reason or 
nother are wnadaptive,” (original italics). 
Neurotic behavior patterns persist paradox- 
ically, because they are unpleasant. Having 
acquired an unpleasant association and re- 
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action to a particular stimulus or situation, 
the person will tend to avoid exposure to — 
these noxious circumstances. As learned — 
patterns of behavior can only be extin- 
guished by repeated unreinforced evoca- — 
tions, the tendency to avoid the noxious 
situation often precludes the possibility of 
a spontaneous disappearance of the neurotic 
behavior. Furthermore, if the person does 
come into contact with the noxious stimulus 
he generally responds by withdrawing. This 
withdrawal is followed by a reduction in 
anxiety and will reinforce the avoidance 
behavior mentioned above. This then is 
what Eysenck(7) refers to as “the vicious 
circle which protects the conditioned fear 
response from extinction.” 

‘As is the case in all learned responses, 
neurotic reactions are subject to stimulus 
generalization, That is, a range of stimuli 
similar to the original noxious stimulus may _ 
also evoke the neurotic reaction. Ms 

It should be noted also that neurotic 
symptoms may under certain circumstances 
result “not from the learning of an unadap- 
tive response, but from the failure to learn 
an adaptive response”(19), An instance of 
this type is enuresis nocturna. 

The experimental evidence which sup- 
ports the behavior theory of neurosis is 
discussed in Wolpe(32), Eysenck(7, 8), 
Jones(19). 

In terms of the behavior theory, phobias 
may be regarded as conditioned anxiety 
(fear) reactions. 


Any neutral stimulus, simple or complex, that 
happens to make an impact on an individual 
at about the time that a fear reaction is evoked 
acquires the ability to evoke fear subsequently. 
If the fear at the original conditioning situa- 
tion is of high intensity or if the conditioning is 
repeated a good many times the conditioned 
fear will show the persistence that is charac- 
teristic of neurotic fear; and there will be 
generalization of fear reactions to stimuli re- 
sembling the conditioned stimulus (33). 


The experimental evidence supporting 
this view of phobias is discussed in Wolpe 
(32) and Wolpe and Rachman(33) and is 

> derived from studies of the behavior of 
i children and of animals. The classical dem- 
onstration of the development of a phobia in 

a child was provided by Watson and Rayner 
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(81) in 1920. Having first ascertained that it 

© wasa neutral object, the authors presented 

~ an 11-month-old boy, Albert, with a white 
rat to play with. Whenever he reached 

for the animal the experimenters made a 

Joud noise behind him. After only 5 trials 

‘Albert began showing signs of fear in the 

presence of the white rat. This fear then 

generalized to similar stimuli such as furry 
objects, cotton wool, white rabbits. The 
phobic reactions were still present when 

‘Albert was tested 4 months later. 

The process involved in this demonstra- 

tion provides a striking illustration of the 

manner in which phobias develop and may 

be represented in this way : F 

1. Neutral Stimulus (rat) > Approach, R 

2, Painful noise stimulus (UCS) > Fear 

+. (UCR) À 
3. Rat (CS) + noise (UCS) > Fear 
4, Rat (CS) — Fear (CR) 

5. Rabbit (GS!) —> Fear (GCR) 

6, Cotton Wool (GS?) —> Fear (GCR) 

The essentials of the theory may be 

summarized in 6 statements. 

1. Phobias are learned responses. 

2. Phobic stimuli, simple or complex, de- 
velop when they are associated tempo- 
rally and spatially with a fear produc- 
ing state of affairs. 

. Neutral stimuli which are of relevance 
in the fear-producing situation and/or 
make an impact on the person in the 
situation, are more likely to develop 
phobic qualities than weak or irrele- 
vant stimuli. 

4. Repetition of the association between 
the fear situation and the new phobic 
stimuli will strengthen the phobia. 

5. Associations between high intensity 

fear situations and neutral stimuli are 

more likely to produce phobic reac- 
tions. 

Generalization from the original pho- 

bic stimiilus to stimuli of a similar na- 

ture will occur. 

Each of these 6 statements is based on 

experimental evidence and would also 

appear to be consistent with clinical experi- 


Se 
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experiments(32) and evidence for specific 
‘Statements is provided by Liddell(25). 
nes(19), Watson and Rayner(31), Ey- 


ence(32, 8). All are supported by Wolpe’s . 


enck(8 ) and Gantt(16) among others. — 


It can be legitimately argued in fact i 
these propositions are supported by 
full weight of almost all the evidence 
cumulated in research on the learning prot 
ess. 


BEHAVIOR THERAPY 


The essence of Behavior Therapy is clea 
ly deducible from the theory. If neurotic be: 
havior is acquired (learned) it should 
amenable to ‘un-learning’ in a mann 
similar to that whereby non-neurotic 
quired behavior is extinguished. The 


a properly desi 
mental test has 
investigation admittedly poses serious 
difficult practical problems but on theor 
cal grounds, behavior therapy is eminen! 
suited for such an investigation. The hy- 
potheses and procedures are clearly defini 
and manipulable and a satisfactory 
can be expected to provide a relatively 
ambiguous answer. 2 
Most of the case-reports available to d 


‘inhibitory 


responses, the 


The method may be illustrated by 
ring to some actual case reports which 
summarize briefly here. Wer: 
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Peter was gradually introduced to contacts 
‘with a rabbit during his daily play period. He 
was placed in a play group with 3 fearless 
children and the rabbit was brought into the 
room for short periods each day. Peter's tolera- 
‘tion of the rabbit was gradually improved. The 
Progressive steps observed in the process in- 
cluded : “rabbit in cage 12 feet away tolerated 
++. in cage 4 feet away tolerated . . .close by 
in cage tolerated . . . free in room tolerated . . . 
eventually, fondling rabbit affectionately.” An- 
‘other measure employed by Jones involved the 
use of feeding responses. “Through the pres- 
ence of the pleasant stimulus (food) whenever 
_ the rabbit was shown, the fear was eliminated 
"gradually in favor of a positive response.” 


_ Using these techniques Jones overcame 
ot only Peter’s fear of rabbits but all the 

associated fears, The follow-up of this case 

showed no resurgence of the phobia, 


~ Lazarus and Rachman (24) describe the treat- 
“Ment of a 14-year-old boy who had suf- 
fered from a fear of hospitals and ambulances 
_ for 4 years. The phobia had developed after 
~ the prolonged illness and suffering experienced 
his mother. She had been taken from the 
se several times by ambulance and spent 
er a year in hospitals. : 
The boy was first trained to relax. Hier- 


| upsetting items, 
 bulance hierarch 


izing each item bi 
After 10 interviews, the 
proved and was able to 
months later he was still quite well, 
|. The third case, reported by Lazarus(23), 
deals with an 8-year-old boy who developed a 
_ fear of moving vehicles 2 years after having 
been involved in a motor accident. Initial] 
the therapist rewarded the boy whenever he 
made a positive comment concerning vehicles, 
_ by giving him a piece of his favorite chocolate. 
_ By the third interview the boy was able to 
talk freely about all types of moving vehicles, 
Next a series of “accidents” with toy motor cars 
was demonstrated. The boy, John, was given 
chocolate after each accident. Later John was 
seated in a stationary vehicle and slow progress 
4 (with chocolate feeding reinforcements used at 
. 


visit a hospital. Four 


each point) was made until John was able to — 


enjoy motor travel without any anxiety. 


Lazarus also describes the successful 


treatment of a case of separation anxiety ~ 
and a case of dog-phobia. Case reports | 
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describing the treatment of phobias in 


adults are provided in Eysenck(8). 


REINTERPRETATION OF PSYCHOANALYTIC 
CASES 


A further advantage of behavior theory t 
is that it can account for and incorporate 


a good deal of evidence presented by psy- 
choanalysts. We will illustrate this with 
several examples from the literature. 

A number of psychoanalysts when dis- 
cussing school phobia have stressed the im- 
portance of getting the child back to school 


early. Eisenberg(5) writes, “In general, the — 


longer the period of absence from school 


before therapeutic intervention is attempted 


the more difficult treatment becomes.” In 


explanation he writes, “Left at home the — 


patient . . . is reinforced to persist in infan- 
tile manoeuvering by the ‘success’ of his 


efforts.” This point has also been stressed 


by the workers at the Judge Baker Guid- 
ance Center(4, 18, 29, 30). No attempt 
is made, however, to incorporate this 
important aspect of therapy in the psycho- 
analytic theory. This therapeutic procedure 
is in a sense even contradictory to the 
theory insofar as it is symptom-oriented. 
This failure to account for important data 
by means of the theory can be added to the 
list of deficiencies above. 

The importance of the early return to 
school can be accounted for by the behavior 
theory of phobias in the following manner : 

As learned responses ( including fear) 
can only be abolished by extinction or in- 
hibition, no reduction of the school phobia 
can be expected to occur if the person is 
entirely isolated from the noxious situation. 

urthermore, continued absence from 
school will certainly reinforce the phobic 
pattern. It will have this effect because of 
the reduction in school-anxiety which is 
. Produced when the person refrains from 
attending school. Like all learned behavior, 
» phobic responses are strengthened by drive 
reduction, in this case, reduction of the 
anxiety drive, 
> 
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Another aspect of therapy for school 
phobias has been stressed by some psycho- 
analytic writers. Klein(22) writes : 


The child is told he must go to school every 
day, but does not have to stay there and does 
not have to attend the classroom. The child 
can stay in an office, assist the office staff, 
read or draw and can leave at any time. 


This graded approach is another aspect of 
therapy not in keeping with the general 
psychoanalytic approach and not accounted 
for by the theory. It is on the other hand 
a procedure which directly follows from 
the behavior theory of phobias. 

Though the psychoanalytic case histories 
referred to in this paper are long and com- 
plex, most of the data presented are taken 
from the analytic sessions dnd the phobic 
situation itself is seldom described ade- 
quately. For this reason it is not possible 
to give precise accounts in terms of behavior 
theory of the development and treatment 
of the probias reported. But one or two 
general observations can be made. 

We referred earlier in this paper to Born- 
stein’s case of the girl who developed a 
phobia of lying down(2). From the point 
of view of behavior theory the following 
points are of importance. “Training in clean- 
liness was begun in the sixth month. The 
child was held over the pot at regular 
hours.” Towards the end of the first year, 
the child’s grandmother took over the toilet 
training and apparently imposed severe 
measures, After the age of one year the 
child wet herself on very few occasions. One 
of these occasions was the day before her 
mother’s return from an illness, when she 
wet herself several times. “The members of 
the household thought it probable that 
when this happened they said to her “Wait 
until your mother hears you have wet your- 
self again! She won’t love you any more. 
She will go away again and won't want to 
come back,’ ” 

Bornstein comments, 


We believe that she could not allow herself 

to lie down because she was afraid that when 

lying down or sleeping she would be unable to 

control the wish to defecate in bed . . . More-. 

over we know of an historical factor which had 

connected the motif ‘incontinence’ with the 
e 


motif ‘not sitting’ ; After her illness with dian, 
thoea the child could no longer sit up. 5 


(original italics). Bornstein is referring 
here to the fact that when the child wa: 
7-months-old she had an attack of diar- 1 
rhoea which left her so weak that she could ~ 
no longer sit alone. 
From the point of view of behavior 
theory the development of the phobia can 
be accounted for in the following way 
Because of her severe toilet training th 
stimulus to urinate or defecate had become ~ 
associated with anxiety. The association of — 
defecation with lying down (at the time of 
her illness) resulted in the act of lying down ~ 
also producing the anxiety response. The 
child then attempted to avoid anxiety by 
sitting up all the time. 4 
Concerning the child’s recovery from the - 
phobia, the following observation is note- 
worthy : 


The child on one occasion refused to resume 
even a sitting position in bed. As was usual — 
she was left. She soiled herself, the bed was — 
changed and the girl asked her mother to give 
her a hug which she was given. Then to the 
mother’s astonishment the girl happily lay 
down in bed for the first time in five weeks, e 


It would seem unlikely that this one asso- 
ciation of soiling with an accepting a 
affectionate response was sufficient to p 
duce a recovery. Although we are not is i 
formed whether, after this “astonishing, ~ 
result, the mother altered her attitude and 
behavior to her child we will assume that” 
she used this experience in her future han- 
dling of the girl. If she continued to use 
affection and re-assurance to dampen 
child’s anxiety, such a procedure woul 
almost certainly have brought about a re 
duction of the phobia. ; 

In the case of Sandy's dog phobia(27) 
and Frankie’s elevator phobia(3) we do no 
havé sufficient information to give a C 
vincing account of the development of 
phobia. But we have already seen tha 
both cases the phobic objects were ass 
ated with fear producing stimuli. In the 
of Sandy, we have the nightmare involvin 
a dog and the therapist's warning that dog 
bite, But one niay be justified in asking wy 
the child had a nightmare involving 


© 
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in the first place. In the case of Frankie we 
have the nurse’s threats that she would call 
the elevator man to teach him not to dis- 
_ turb people. ; 

Regarding Sandy’s and Frankie’s recovery 
from their phobias we again do not have 
sufficient information. But it is of interest 
_ that Sandy frequently encountered dogs 
when out walking with the therapist which 
would at least present an opportunity for 
the extinction of the fear response. Second- 
ly Schnurmann writes that on one occasion 
Sandy played quite happily with a doll’s 


it is of interest that the phobia ended in 
the following way : “When on the way to 
the nursery school we met a dog who was 
on a lead, Sandy at first made a withdraw- 
ng movement, then she approached the dog 
hesitatingly. When another dog came into 
sight, Sandy walked directly towards him 
d barked.” Sandy responded in other 


words in a manner learned while playin 
at being dogs. 3 


l Conctusions 
-_ Mention has been made of Mary Cover 
; lones's (20, 21) classic studies in which 


accord with present-day learning theory. 
They are the methods of : 
1. Direct conditioning, 
= 2, Social imitation. 
3. Systematic distraction and 
4, Feeding responses. z 
The fruitfulness of the behavior theory 
_ approach to phobias is well demonstrated 
_if we add to Jones’ list the additional new 
_methods which have been, or could be used 
in overcoming children’s phobias.2 
| 5. Systematic desensitization (Wolpe) 


4 
: 


2 Naturally, many of these methods are equally 
applicable to the treatment of adults’ phobias. 


6. Assertive responses (Wolpe) 

7. Relaxation responses (Wolpe) 

8. “Pleasant” responses in the life situa- 

tion—with drug enhancement (Wolpe) 

In a suggestive article by Jersild and 
Holmes(17) further possible methods for 
treatment of children’s fears are discussed. 
From their survey of parent’s experiences 
in dealing with children’s fears, Jersild and 
Holmes suggest these techniques (among 
others) : Prompting the child to acquire 
skills which will enable him to cope with 
the feared situation; progressive contact 
with, and participation in, the feared situa- 
tion ; verbal explanation and reassurance ; 
practical demonstration of fearlessness. 

Some of these techniques are already em- 
ployed by prevailing therapies without re- 
ceiving explicit acknowledgement. 

All these methods certainly provide ther- 
apists with a formidable armamentarium 
to begin with. What is now required is 
careful, thorough investigation of these 
methods and above all a major project to 
establish the degree and permanence of 
improvements which may be obtained by 
these techniques. 

In the meantime, active therapists may 
consider conducting their own investiga- 
tions of these methods when faced with 
children suffering from phobic conditions, 
Obviously the choice of the method will 
depend to a considerable extent on the 
nature of the phobia. It is worth remember- 
ing also that these methods are not mutually 
exclusive and it is probable that in many 
cases a combination of these techniques 
may offer the most Promising approach. 
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In spite of some important exceptions (9, 
0, 14, 15), the study of phobias has been 
eglected recently. And yet if a symptom 
ould be the representative of psychiatric 


priately represent one of the most common 
ates of man, who in spite of, or rather, be- 
cause of, his advancement and understand- 
ing, has become so aware of the precarious- 
ess of his condition as to transform danger 
‘om something to be prevented to some- 
-thing to be always concerned with. 

| The reasons why phobias have been rela- 
tively neglected in the literature are two: 


stituting 


a syndrome in themselves (called 
phobic 


p state or anxiety hysteria), recently 
they are more frequently recognized just as 
mptoms of a total psychoneurotic clinical 
icture (and much less frequently psy- 
otic). For the last two decades the em- 
is has been on studying total syndromes 
ther than isolated symptoms. The second 
reason is the fact that after Freud’s classic 
interpretation of phobias(8), no important 
diverging or i aia hypotheses have 


Although the present writer agrees that 
he study of the total syndrome is more im- 
~ portant than the study of the individual 

mptoms, he feels that a reexamination or 
ssessment of established conceptions is 
from time to time warranted. 


_ THE PSYCHOLOGICAL 
iTRUCTURE OF PHOBIAS 


Freud’s interpretation of phobia coasists 


seeing this symptom as a displacement 
8). For 
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st; whereas phobias were seen as con-: 


According to the present writer, the dis- 
placement is not necessarily from one ob- 
ject (father) to another (horse). More than 
a displacement a concretization takes place, 
The patient may be in fearful expectancy 
of vague, intangible threats, which may be 
difficult to define or which he does not want - 


to define or recognize : hostility from father, 


possibility of abandonment by mother, 
atmosphere of hate and resentment in the 
household, etc. 

- In several phobic patients the psychiatrist 
may easily recognize the concretization of a 
more general anxiety situation : fear of sex- 
ual relations hides a bigger fear in sustain- 
ing loving relationships ; fear to travel hides 
a bigger fear of making excursions into life ; 
fear of many little things generally hides a 
general state of insecurity. Odier(15), in 
a certain way understood this phenomenon 
when he wrote that “Behind the phobo- 
genic object hides a concept, an idea, a 
vague intuition.” 

In the writer's opinion what happens in 
phobias is the expression of a general prin- 
ciple of psychopathology, viz. : that which 
cannot be sustained at an abstract level be- 
cause it is too anxiety provoking, or for 
other reasons, is concretized. This concreti- 
zation of concepts and idea-feelings is not 
merely the expression of a reduction to a 
concrete level, as Goldstein(11, 12) has 
described especially in organic cases, but an 
active process of concretization, that is, an 
active changing of the abstract into the 
concrete, For instance, before the onset of 
a psychosis a patient has the vague impres- 
sion or feeling that the whole world is hos- 
tile toward him. After the onset of the psy- 
chosis the vague feeling becomes trans- 
formed into a concrete delusion : “They are 
against him”(3). Concretization reaches the 
point of perceptualization in hallucinations 
(1). For example, before the psychotic out- 
break the patient had a self-effacing atti- 
tude, a pervading feeling of inadequacy and 
unworthiness. After the onset of the psy- 
chosis he hears voices accusing him of being 
a failure, a homosexual, a spy, etc. ; that is, . 
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at a perceptual level he hears expressions 
of his own undesirability. 

Phobias share with many other psychia- 
tric symptoms the phenomenon of concreti- 
zation. However, they have characteristics 
of their own, which have to be re-examined 
and reinterpreted for a more complete un- 
derstanding of the phenomenon, These char- 
acteristics appear more evident if contrasted 
with those of delusions : 

1, Whereas in delusions the threatening 
objects are other human beings (the perse- 
cutors), in phobias there is a dehumaniza- 
tion of the source of fear. For instance, 
bridges, cars, high buildings are frequently 
the phobogenic “objects.” Characteristic 
enough is the fact that animals (horses, 
dogs, cats, insects) are often the phobogenic 
objects, but not human animals. Some 
human beings such as dentists, policemen, 
monks, may become phobogenic not be- 
cause they are human but because of their 
tole or the uniform they wear. In other 
words, the phobogenic object is either their 
role or their uniform. 

2, Although the phobic patient attributes 
great power to the phobogenic object, he 
concentrates his attention on himself, that 
is, on the effect of the fear on himself. 
Whereas the deluded patient is mostly con- 
cerned with the bad qualities of the perse- 
cutor, the phobic is mostly concerned with 
the disturbance he will undergo if he is 
exposed to the danger. 

„3. The phobic patient retains some pos- 
sibility of action within the framework of his 
symptomatology : he may escape the dan- 
ger by avoiding the phobogenic object. In 
other words, it is up to him to avoid the fear- 
provoking situation, He is not a passive or 
helpless agent of persecutors, as the deluded 
patient. 

4. Contrary to the deluded patient the 
phobic retains the capacity to test reality. 
He understands that his fear is absurd and 
not syntonic with the rest of his psycholog- 
ical functions. As a matter of fact a great 
part of his conflict consists in his being obli- 
gated to react in a way that he himself 
considers absurd. 

Can these characteristics of phobias be in- 


terrelated and explained ? An attempt will «that is from the external object to the pa 


be made toward a pathogenetic interrela- 
tion of the various aspects of the symptom, 
e 


but an etiological interpretation is beyond 
the purposes-of this paper. as 

The fundamental mechanism in phobias 
is introjection, not projection. In other 
words, the phobogenic object is not per- 
ceived as an entity in itself but as a dis- 
turber of the organism. As I have described 
more extensively in other works(5), a prim- 
itive form of perception consists in experi- 7 
encing the external object only as a'dis- 
turber of the organism. The perception does 
not mirror reality. It is an inner status of dis- | 
equilibrium that the external stimulus pro- 
duces. What counts is the alteration of the 
inner status of the organism more than the 
mirroring of the external object(4). In pho- 
bias this primitive type of perception occurs. 
The phobogenie object is introjected as a 
disturber of the organism, not per se. Ob- 
viously an unrealistic quality is projected 
to the phobogenic object, but the introjec- 
tion of the alleged emotional disturbance is 
the main characteristic and reaches exag- 
gerated proportions. 

In all forms of altered introjections or of 
increased emotional disturbance (for in- 
stance in depressions) appreciation of ex- 
ternal reality is not distorted or only toa 
minimal degree: only the inner status is. 
The phobic patient retains a grasp on ex- 
ternal reality: on the other hand the de- 
luded patient does not. The latter does not 
introject pathologically ; he projects patho- 
logically. Pathologic projection requires a 
transformation in cognition ; the focus is on 
the cognitive functions not only of the pa- 
tient, but also of the external world. But the 
only cognitive powers in the external world 
are other human beings. In phobias no 
cognition of other people is taken into ac- 
count. The. phobogenic object is not con- 
sidered as a malevolent being who plots the 
destruction of the patient; it is seen only 
as a disturbing agent, not as a willed object. 

It may be useful at this point to use 
Buber’s terminology(6). In the phobic pa- 
tient there is an I-It relationship between ~ 
the patient and the phobogenic source ; an 
L-Thou relationship in the paranoid. In both 
cases the relationship is distorted, and seen 
by the patient as a one-way relationship, 


tient and not from the patient to the ex- 
ternal object. As I had occasion to discuss 
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 elsewhere(2), the pathological I-Thou re- 
lationship of the deluded is a more primitive 
one than the I-It pathologic relationship. 
Human beings do not kave merely an I- 
Thou relationship, but also an I-It relation- 
ship; that is, a relationship between the 
person and the non-human world. Many 
eurotic persons who have difficulties in in- 
terpersonal relations try to change the I- 
Thou relationship into an I-It relationship, 
They try to treat people as things ; they 
depersonalize them. For instance, people 
become machines, sexual relations only a 
biological function, human relations be- 


centuated. As I have described elsewhere 
_ (2), in the deluded patient this neurotic 
_ mechanism is absent. The patient cannot 
_ translate the personal into the impersonal. 
s a matter of fact one sees the opposite 
process: the impersonal tends to be per- 
_ Sonalized. Whatever of significance happens 
‘never attributed to chance or to physical 
_ events (or to that particular chance which 
-is bad luck). Almost everything is anthro- 
_ pomorphized and seen as a consequence of 
_ 4 personal will. One could object that in 
hobias too there is a certain kind of ani- 
mism inasmuch as a special power is at- 
tributed to special situations and to inani- 
mate things. Furthermore, animals, that is 
p animated entities, are ofter phobogenic ob- 
jects. This is true, but to a much more 
limited extent than in the psychotic patient. 
In phobias the phobogenic object acquires 
a special power only as a disturber of the 
‘organism, not as a plotting agent. Only 
human beings can be plotting agents. 
> The fact that the phobogenic object is an 
E “It” permits the patient to retain a certain 
= active role, that of mobilizing his defenses. 
In this respect the phobic differs from the 
psychotic and is similar to other psycho- 
_ neurotic patients. The phobic defends him- 
self with avoidance (of the danger) ; the 
hysteric with bodily impairment (so that 
he will not be able to face danger), the 
compulsive with a ritual (which, like magic, 
will protect him from danger). Aus 
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The study of phobias may help us to re- 
examine the general problem of symbolism 
in psychopathology, as phobias stand out 
among the most typical examples. a 

Since the beginning of the psychoanalytic 
era psychopathological symbolism has been — 
intensely studied, but has not yet been cor- — 
related with the general symbolic process of 
the human mind, with which neurologis 
as well as philosophers and semanticis 
have been concerned. In this paper only th 
salient features of the general symbolic 
process will be reviewed in order to sho 
later how they differ in pathological sym- 
bolism. 

» As Cassirer(7), Langer(13), and others 
have mentioned, a symbol is something 
which stands’ for something else. A most 
primitive type of symbol is the signal, which | 
is a clue for something else which, however, — 
is implied or present, although not obviously _ 
so. For instance, a certain rash is, for the — 
physician, the signal of measles in the child, 
a certain odor is for the cat the signal thata 
mouse is around, 7 

A real symbol, however, is something that 
stands or may stand for something which is _ 
absent. For instance, the name John may 
stand for John when John is absent. Lan- 
guage is a community of symbols. At first 
a symbol may stand for an external object: 
for example, the word “mother” stands for 
the child’s mother, in the child’s mind, but ~ 
eventually for every mother. That is, the a 
word will not denote only one object, ` 
one mother, but will refer to the whole 
category of females who beget children, 
Furthermore the symbol mother is not only 
communicated to others, but shared with — 
others. That is, all who hear it know the 
denoting or conceptual meaning of the 
word “mother.” 

With the evolution of culture, symbols are 
created which stand for higher and higher — 
categories. For instance, numbers are sym- 
bols which may stand for anything (the 
symbol 3 may stand for three apples, three 
books, three men, etc.). Algebraic symbols 
may stand for every number, Higher sym- 
bols are obtained by abstracting parts from 
lower classes. The new symbol will repre- 
sent the new class formed by-all the mem- 
bers. possessing that abstracted part.. For 


instance, from the symbol “animal” we may 
abstract the symbol “animal with vertebral 


~ column,” constituting thus the class of verte- 


brates. From “vertebrate” we may abstract 


' “mammals” which are those vertebrates 


- which nourish their young with maternal 


milk, and so on. The members of the higher 
class acquire some qualities without losing 
the qualities of the lower class. 

The above remarks are insufficient to en- 
compass the complex phenomenon of sym- 
bolism but perhaps sufficient to throw some 
light on the differences between normal and 
pathological symbolization. 

Let us take again as a paradigm the case 
of Freud’s patient, little Hans : ; 

1. The horse as a phobogenic object, at a 
conscious level is not a symbol, but a signal. 
In other words, it must. be present in order 
to evoke fear. It is true that the memory of 
the horse may be frightening to Hans, but 
this case is already a complication of the 
situation : the memory is a symbol of the 
signal “horse.” 

2. The phobogenic situation is a very con- 
crete situation, and cannot be abstracted 
from its actuality. 

3. The horse as a phobogenic agent is not 
a symbol which can be shared with others. 
Hans can communicate his fear to others, 
but the fear will not be shared by others. 

4, Fear of the horse replaces at a con- 
scious level many other fears, which are 
still present, although not acknowledged. 
Fear of interpersonal relations may coexist 
with the fear of the horse, although the pa- 
tient concentrates on the horse and not on 
the interpersonal relations. 

5. With the development of the illness, a 
phobia, like the fear of horses, may stand 
for an increasing number of events and in- 
terpersonal situations which evoke fear or 
anxiety. Larger classes of anxiety or fear- 
provoking situations or objects can be con- 
structed, but these classes cannot be ab- 
stracted from lower ones, as the class of 
Mammals was abstracted from the class of 
vertebrates. The larger classes do not re- 
tain the properties of the smaller classes. 
Finally we can see that only one element is 
common to these phobogenic classes: the 
Phobogenic quality. They are thus very 
arbitrary classes, non-Aristotelian and ab- 
normal classes, EE 


6. This common phobogenic quality, on 
which the abnormal class is built, at thi 
level of consciousness is not shared by 
members of the class. As a matter of fact 
patient represses more or less the phobe 
genic qualities of all the members of th 
class, except thé one which appears in the 
symptom. In other words, the patient be- 
comes unaware of his anxiety about inter- 
personal relations, and becomes aware only 
of the fear of horses. Thus the abnormal 
class exists only in a state of unconscious- 
ness. : 

It is important to distinguish these two — 
categories of symbols, which the human 
mind is capable of conceiving. To confuse 
them is not only poor semantics ; it mean: 
to remain oblivious to the two arrows 
human symbolism : the arrow directed to- 
ward higher constructs and that directed 
toward lower constructs. Whereas the no 
mal symbol acquires the property of entiti 
which are not only absent but in some ca: 
even impossible to see or confirm, like th 
infinite decimal and the imaginary numbers, 
the pathological symbol (called by me pale- 
osymbol)(1) tends to reduce to one prop 
erty the many characteristics of arbitr: 
classes. It is not leading to higher con- 
structs and is not interpersonal, Its only con- 
structive use consists in being a pathologi 
defense for the patient, who without thi 
symptom would be even more incapable 
coping with more general anxiety-provo! 
situations. 


SuMMARY sl 
Phobias are seen as expression of th 
general psychopathologic phenomenon 
concretization. The fears are concrete rep 
resentations of more abstract anxiety-pro- 
voking situations and relationships. 
Phobias have certain characteristics, like © 
dehumanization of the phobogenic object, 
alteration of the emotional status, reteni 
of active role and of reality test, which 
be correlated. 
Symbolism in psychopathology pres 
gome characteristics, like concentration 
signals and formation of abritrary clas 
‘which differ from thgse of no 
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Considering its importance in mental 
hospital psychiatry, there has been very 
little study of the process of becoming 
chronic. Most authors who place patients 
into the categories “newly admitted” and 
“chronic” make no attempt to show when 
and how a new patient becomes chronic. 
The scope of the problem can be seen in the 
fact that 80% of the patients in public men- 
tal hospitals are considered chronic by the 
criterion of having been hospitalized two 
years or more(1, 2). Malzburg(5), Brown 
(1), and Johnson(7) have all emphasized 
that this two-year mark represents a turn- 
ing point in the patient’s hospital career, 
for after this his chances for discharge are 
very slim. A solution to the problem of the 
chronic patient would be of immense prac- 
tical value to hospital administrators since 
each chronic patient is likely to occupy a 
bed for 20, 30, or even 40 years. It would 
not be simply a matter of reducing the 
average length of stay for newly admitted 
patients from 12 months to 10 months, but 
rather of eliminating a life sentence given 
to perhaps one in 20 newly-admitted pa- 
tients. In England a prisoner handed a life 
sentence can expect to serve about 8 years. 
He is far luckier in this respect than a few 
of the admission ward patients who are 
transferred to a continued treatment ward. 

Chronicity can be viewed as a sequence 
of connected events, each of which must 
occur before the patient becomes chronic. 
This suggests that chronicity can be re- 


duced or eliminated if any link in the chain | 


is broken. In Figure I, the left-hand column 
represents the chain of chronicity. Some ex- 
amples should illustrate the way in which 
Occurrence of any one of these right-hand 
alternatives can keep a patient from be- 
coming chronic. If his peculiar behavior 
were never noticed by family or friends, 
then he would not be defined as mentally 


1 This research was supported by grants from 
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ill. However, if other people noticed his — 
peculiar behavior but were willing to toler- 
ate it, he would not be moved to the fourth 
link, referral to a psychiatric clinic. Even at 
this point he could still be treated on ai 
outpatient basis. Finally, if all patients 
admitted to mental hospitals remained on 
the admission wards and were discharged ~ 
after a brief time, we would be creating 
no new chronic hospital patients. The only 
chronic patients would be the residue fro: 
previous cohorts, or, in the words of Morgan’ 
and Johnson(7), “the psychiatric failures 
from previous generations of entering pa- 
tients.” N, 
Community psychiatrists have concen-' 
trated on the beginning links of the chain, 
especially the early recognition of mental 
illness and its prompt treatment on an o 
patient basis. The mental hygiene mo 
ment has been active in emphasizing such 
things as the need for guidance counselor: 
in schools and psychiatric training f 
clergymen. There are also many new and 
not so new alternatives to committal toa — 
mental hospital, and here can be included a 
the day hospital, night hospital, psychiatric 
wing in the general hospital, etc. All these 
approaches aim to eliminate chronicity by = 
breaking the beginning links, Psychiatrists 
and social scientists employed in menta 
hospitals are working at the other end of © 


contact with his family, the preservation oł 
his social values and skills, etc. In our own ~ 
research at this hospital we have found thai 
the longer a patient remains, the few 
visits and letters he receives, the less he is 
in touch with developments on the outside, 
and the more his values differ from those 
of people in the community(8, 9, 10). P: 
sivity, dependence, and a blind acceptance — 
of authority are just a few of the Be ee 
of prolonged care in what Goffman(3) cé 
“the total institutions.” As mental h spital 
„ psychiatrists and administrators have found, 
it requires a lot of determined effort andı 
counteract the effects of this 
$3 ; 


search 
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> FIGURE 1 
The Process of Becoming Chronic 


Chain of Chronicity ’ 


Other Alternatives 


Ep Person ae ne Se 


Peculiar behavior noticed 
by family and friends 


Peculiar behavior brought 
_ to the attention of clinic, 
if ician, police, ste. 


l 


Referral or committment 
= to a mental hospital 


Treatment on Admission Ward 
minimal improvement 


employment at hospital 
loss of contact with 
y and outside, acquisition 
institutional values 


turation. Resocialization aims at getting 

thdrawn and regressed patients to parti- 

ipate in activities. Reacculturation intro- 

ces the patient to the values and attitudes 

} world outside ; education and voca- 

_ tional training can teach the patient skills 
that will allow him t 


- the chain, the total institutionalization of the 
patient. 
There has been very little investigation 
of the fifth link of the chain, transfer from 


_ the admission ward to continued treatment. 


‘ward. Hospital psychiatrists and social 


scientists have been so busy remotivating . 


and reacculturating chronic patients and 
_ applying new therapies to admission ward 


Peculiar behavior unnoticed 
and eventually disappears 


Peculiar behavior accepted 
by family and friends, 


oe Treatment as an outpatient. 


Treatment on Admission Ward, 
rapid improvement, and prompt 
discharge. 


Remains on Admission Ward, 
continues to receive psycho- 
therapy and individual attention 


Remains in individual or group 
psychotherapy, retains contact 
with family ani friends, 
frequent visits outside, no 
hospital employment, 


patients that transfer from the admission 
ward to a continued treatment ward has 
been a relatively neglected process. Perhaps 
one reason for this is the guilt engendered 
whenever a patient “fails” his course on the 
admission ward and must be transferred. 
Transfer from the admission ward has 
more than symbolic significance to staff and 
Patients. Steiner(12), in one of the few 
studies of inter-ward transfer, found that 
had fairly clear ideas as to which 
wards were better and worse than other 
wards, and that when a patient was trans- 
ferred to a ward that he defined as “better,” 
his hospital adjustment tended to improve, 
while if he were transferred to a ward 
that he regarded as “worse” than his pre- 
vious ward, his hospital adjustment deterio- 
rated. It is also true that staff on the ad- 
mission ward expect that patients will go 


patients 


treatment ward staff expect that patients 
~ will remain in hospital at least for the next 
few months. Nurses usually remain on the 
"admission ward longer than patients, while 
patients on the continued treatment wards 
usually have longer tenure than the nurses. 
_ Futhermore, there are objective and easily 
‘observed differences between the admission 
wards and continued treatment wards. 
These have been documented in studies at a 
large number of hospitals, including this 
one. Compared with admission wards, con- 
_ tinued treatment wards have : 

1. Lower discharge rate. 

© 2. Less turnover among the patient popu- 
lation. i 

3. Fewer visits from relatives and friends: 
f 4. Fewer letters both to and from pa- 
= tints. 

4 5. Less contact between patients and 
= psychiatrists or social workers. 

SN 6. Emphasis on group rather than indi- 
= vidual activities. 

' 7. More patients holding full and part- 
time hospital jobs. 

8. Different kinds of patients. Apart from 
the geriatric ward, almost all patients on the 
Continued wards are schizophrenic. On. the 
t admission ward where there are a large 

number of alcoholics, manic-depressives, 

and neurotics, the schizophrenic patients 
are in a minority. 

9. Fewer friendships between patients. 
This has been shown by numerous studies 
of friendship patterns at this and other 

_ hospitals(14). 

10. Less favorable staff-patient ratios and 
usually poorer physical surroundings. Con- 
tinued treatment wards usually contain 
more patients and are more crowded than 

_ admission wards, and the patients are more 
poorly dressed, 

All these factors indicate that transfer is 
much more than a symbolic or administra- 
tive act. It not only marks the patient as a 
s failure,” in many cases it insures that he 

| becomes one. Merton(6) terms this kind of 
_ Situation a “self fulfilling prophecy.” This 
| Can include rejection of the patient by the 
___ Staff coupled with guilt at their inability to 
_ help him, and loss of hope by the patient 


_ accompanied by acceptance of a passive 


___ institutional role. 


In this paper we shall be concerned with 
the type of patient who is transferred from 
admission wards to continued treatment 
wards, the reasons for transfer listed in the - 
patient’s file, the reasons for transfer ex- 
plained to the patient by the staff, and the 
patient’s interpretation of the transfer. 


METHOD 


Interviews were held with all those pa- 
tients who had been transferred to two ~ 
continued treatment wards during the past 
two years. These two wards, one male and 
one female, receive most of the transfers 
from the admission wards in this 1500-bed 
mental hospital except for older and physi- — 
cally infirm patients. Excluding those un- 
able to be interviewed, away on leave, etc., 
46 patients were interviewed. From the hos- 
pital files we found each patient's age, 
diagnosis, length of stay on the admission 
ward prior to transfer, number of previous 
admissions, and reason for transfer. Inter- 
views took place on the patient’s ward and 
concerned his views toward his transfer. 
Each patient was asked the following ques- 
tions : p 
1. Did you know why you were trans- 
ferred from the admission ward to this 
ward ? 

2. Were you told beforehand that you — 
were going to be transferred ? 

3. Who told you? 

4, Were you told the reason for your 
transfer ? 

5. What did this transfer of wards mean — 
to you ? Y 

A few of the patients were unwilling or — 
unable to answer some of the items, so the 
total number of responses does not always — 
reach 46. Generally speaking, the patients 
were cooperative and willing to discuss their 
transfers. However, since in some cases 
transfer had occurred a year or more before — 
the interview, their opinions were rather 


hazy. . 


RESULTS s 

Diagnostically, the patients who were 
transferred were a fairly homogeneous 
group with more than 85% having a diag- 
nosis of schizophrenia. About half of these 
“were of the simple undifferentiated variety, 
although there were quite a few paranoids — 
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included, Most of the patients were in their 
_ late twenties or early thirties, but this was 
largely due to the particular wards we 
studied since all older or „physically infirm 
patients were transferred elsewhere. The 
preponderance of young adults underlines 
= the seriousness of the problem of the 
chronic patient. These individuals have life 
expectancies of 30 or 40 additional years 
and if they are allowed to become chronic, 
they can occupy a hospital bed that could 
serve perhaps 60 short-stay patients. 

The next question was how long these 
patients spent on the admission ward before 
being transferred. This is essentially an ad- 
ministrative matter and is supposed to de- 
pend upon the condition of each individual 
patient. The first difference is between 
those patients who return from parole, 
boarding-out program, or were transferred 

_ from other institutions. These patients are 
all admitted to the admission ward where, 
theory at least, they can stay as long as 

any other patient. Yet, these 8 patients 
ained on the admission ward an average 

only 3-days compared with 54 days for 
patients who were admitted directly from 


ission ward and number of previous 

missions. Excluding those who returned 

from parole or boarding-out, patients with 

‘no previous admissions averaged 76 days on 

_ the admission ward, patients with one pre- 

vious admission averaged 55 days, while 

patients with two or more admissions 
averaged 44 days. 

` According to the hospital files, the major 

_ reason for transfer to a continued treatment 


ward was that the admission ward had — 
proven too disturbing to the patient and ` 
that he would benefit from a more stable ` 
environment. Other major reasons were that — 
there was nothing more to offer a patient on 
the admission ward and that he would prob- 
ably require long hospitalization. Over- 
crowding on the admission ward was listed ` 
as the reason in only one transfer note. In 
some cases there were specific recommenda- 
tions for a treatment regime on the contin- a 
ued treatment ward. Four patients were — 
recommended for group therapy, while two — 
patients were recommended as “ward help- 
ers.” 

The patients had very different interpre- 
tations of the reason for transfer, Fully half 
did not know why they were transferred, 
and the next largest group believed that the — 
reason was overcrowding on the admission ~ 
ward, A comparison between the reasons 
for transfer given in the patient’s hospital 
file with the patient’s account of the reason 
for his transfer is presented in Table I. 

Half the patients stated that they had 
not been informed in advance about trans- 
fer, while 8 others said that they were in- 
formed only on the day of transfer. This 
compares with 13 patients who stated that 
they had been informed about the transfer 
and 6 who could not remember whether 
they had been informed or not. The person 
most likely to have told the patient was the 
supervisor, while a ward nurse was men- 
tioned next most frequently. Only 4 pa- 
tients reported being told about the transfer 
by their doctor. The meaning of the transfer 
varied from patient to patient. Some appre- 
ciated the comparative calm and quiet of 


TABLE 1 
Reason for Transfér According to Patient and Hospital File 


REASON FOR TRANSFER 


ACCORDING To: 


Too Stressful on Admission Ward 
Nothing More to Offer on Admission Ward 
Will Probably Require Long Hospitalization 
Previously on Continued Treatment Ward 
Will Benefit from Group Therapy 
Will Benefit from Helping Patients 
} on Continued Treatment Ward 
~ Overcrowded on Admission Ward 
Requested Transfer 
Miscellaneous 
No Reason Given 


HOSPITAL FILE PATIENT'S ACCOUNT 
15 A 


Nooren ANo 


j 
; 
i 
j 
F. 
l 


IR i n 


_ the patient had been transferred to a long- 
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the continued treatment ward, while others 
missed the activity and stimulation of the 
admission ward. The majority accepted 
transfer as another manifestation of the 
mysterious nature of administrative prac- 
tice. For example, when asked how he felt 
about the move, one patient replied, “I 
didn’t really know what to think about the 
transfer so I did just as the nurses said. I 
didn’t want to start arguing because they 
seemed to know what’s best for a person.” 
Another stated, “I thought it was an order 
as far as I was concerned. We haven't the 
right to vote in here, have we? And if we 
havent the right to vote, they can’t have 
much concern for our opinions. Maybe some 
of them got together and decided.” Another 
patient replied, “I don’t understand the hos- 
pital well enough for it to have much mean- 
ing.” A patient who preferred the admission 
ward stated, “I don’t like this ward, I want- 
ed to stay on the admission ward because it 
has better functions. I think they are on a 
higher scale there. I like the admission ward 
better because they have the dining room 
right on the ward and they are not so 
crowded. This ward is overcrowded.” On 
the other hand, a patient who preferred the 
continued treatment ward stated, “Transfer 
means that I have more freedom in going 
outside. The patients are more incorporated 
here than on the admission ward.” (More 
incorporated ?) “No one bothers nobody.” 
(Do you like this ?) “Yes.” Others objected 
to the transfer simply because they pre- 
ferred to continue in a situation they found 
comfortable. “I don’t like to change, to move 
around. Stay here—stay there. It’s no good 
to move around. I don’t like it. I'd rather 
Stay in one place.” Another said, “The 
transfer didn’t mean very much to me. It’s 
almost the same here as over there, but I 
would rather have stayed over there, I had 
got used to it.” i 

We also felt that it would be useful to 
supplement our interviews with an analysis 
of the social-psychological characteristics 
of 50 patients who were transferred from 
the admission ward and 50 patients who 
were discharged or paroled from the hospi- 
tal. We followed the hospital career of those 
patients who were on the admission wards 
during November, 1959 and noted whether 


Sc ee ee 


stay ward or discharged. We then comp 
the social psychological characteristics 
50 patients who had been discharged 
50 who had been transferred. In both ca 
the samples constituted the first 50 patients” 
on the list. 
From a standpoint of diagnosis, patie: 
who were classified as simple, undifferentis 
ted, or catatonic schizophrenics were more 
likely to be transferred than paranoid 
schizophrenics. In fact twice as many si 
ple, undifferentiated or catatonic schiz 
phrenics were transferred as paranoid schiz 
ophrenics, while twice as many paranoid 
schizophrenics were discharged as any 
other kind of schizophrenic. on 
It also turned out that, generally spea 
ing, patients who were transferred spent les. 
time on the admission ward than patient 
who were eventually discharged. Ther 
were many exceptions to this of course, 
the median length of stay for those patients — 
who were transferred was 64 days while — 
the median length of time on the admission 
ward by patients who were eventually dis 
charged was 80 days. If a shorter time | 
period is used, the difference is even more 
intriguing, Within the first 30 days of a 
patient's stay in hospital, only 4 patients: 
were discharged but 14 were transferred 
The differences are not large since there 
is a tremendous range of time spent on the ~ 
admission ward but they are sufficient 
cast doubt on the idea that a patient 
only transferred after all hope of dischargs 
is abandoned. Adherence of this view would 
maintain that patients are kept on the ad- 
mission ward as long as possible and only 
transferred when the prospects for 


This difference is significant at Jer 
by Chi square Test and supports a ‘similar 
finding by Morgan and Johnson(7). Th 
data also show that three-quarters: of the 
men in the sample were single, while thr 
quarters of the women in the le 
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_ married. This sex difference does not vitiate 
he preceding difference between trans- 
_ ferred and discharged patients, since there 
was an equal number of men and women 
in each group. 
There was no difference in age between 
patients who were discharged and those 
who were transferred. The only suggestive 
item was that of the 11 patients over 60 in 
the sample, 9 were transferred and only 2 
were discharged. 
4 There was also a trend for the length of 
_ time that a patient spent on the admission 
ward before transfer to vary inversely with 
his number of previous admissions. That is, 
the more previous admissions a patient had 
‘to a mental hospital, the less time he spent 
on the admission ward before he was trans- 

- ferred to a long-stay ward. However the 
- trend is much less clear with this sample, 
_ although patients with no previous admis- 
_ sions or one previous admission remained 
on the admission ward twice as long as 
_ patients with 4 or more previous admissions. 


Discusston 


___ Our previous research into the relation- 
_ ship between length of hospitalization and 
letter-writing, social attitudes and skills has 
_ been more concerned with the effects of 
_ chronicity than with its causes. However, 
_ it is apparent that spending a specific num- 
_ ber of years in a total institution does not 
_ automatically produce disculturation since 
_ there are such people as Nathan Leopold 
and the Birdman of Alcatraz who spent 
more than 30 years behind bars without 
losing their former social values, There are 
_ also the well-documented cases of prisoners- 
_ of-war who successfully resisted intensive 
_ “brainwashing” campaigns, Persons of this 
_ sort who are able to avoid being desocial- 
= ized or discultured even under extreme 
_ conditions do not require much analysis 
except from the standpoint of individual 
psychology. It is the vast majority of in- 
= mates who are either unable or unwilling 
to resist succumbing to the prison culture 
or the mores of the hospital staff who can 
reap the most benefit from administrative 
edes to chronicity. 

On a more practical level, many of the 
transfer notes in the patient’s file contained 
recommendations for specific modes of 
4 


a 


2 
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treatment, For example, there was a sug- 
gestion that one patient become a ward 
helper, while another should be given a 
job in the sewing room. It is difficult to say 
to what extent these recommendations were 
put into force when the patient arrived on 
his new ward. We have some evidence from 
other work that the hospital files are not 
used very often, especially on the long-stay 
wards. It seems important that continuity of 
treatment be maintained throughout the 
patient's entire hospital career. For the 
patients in the present study, this was prob- 
ably more easily achieved on the male 
continued treatment ward where the patient 
had the same doctor as he did on the 
admission ward than on the female contin- 
ùed treatment ward where the patient 
changed doctors when she changed’ wards, 
This, of course, was an administrative mat- 
ter and a function of the number of psychia- 
trists available at the time. Yet it does 
illustrate the need for continuity of treat- 
ment, not only upon entering hospital and 
after discharge but also within the hospital 
structure. 

Even if measures are taken to reduce the 
number of chronic patients, there will still 
be chronic schizophrenics living in the com- 
munity. The similarity between the terms is 
unfortunate sincé these are really two dif- 
ferent problems. A chronic schizophrenic 
is a mentally ill person whose illness and 
behavior have reached a stable level, while 
the chronic patient is a person unable to 
manage outside of an institution, Many 
chronic schizophrenics are able to live mar- 
ginal existences outside of hospital, especial- 
ly in rural areas or if they have relatives 
willing to care for them. They may never 
become hospital patients. An especially 
good example of this was the paranoid 
schizophrenic described by Trevelyan(13) 
who lived for 80 years as a hermit. The 
chronic patient, on the other hand, may no 
longer possess the illness that originally 
brought him into hospital, His difficulty 
may be that he lacks the funds or skills to 
maintain an independent existence (e.g, an 
indigent older person or a low-grade mental 
defective) or simply that he has no other 
place to go. The relevance of the preceding 
discussion to the problem of the chronic 
schizophrenic is that he is very likely to 


ents, even those admitted for the first 
me, who are given the diagnosis of chronic 
hizophrenia are rapidly transferred from 
ie admission ward. Instances of this sort 
‘explain the tremendous differences in 
the length of time that various patients 
spend on the admission ward before trans- 
One patient in our sample spent 554 
ys on the admission ward before transfer, 
pared with 28 days spent by another 

t. Although chronically ill persons 
ill still be admitted to mental hospitals 
id psychiatric clinics, it is important to 
ep them from becoming chronic patients. 


~The goal of the study was fo learn some- 
thing of the process by which a newly- 
admitted patient becomes chronic. Inter- 
views were held with 46 patients who had 
been transferred from the admission ward 
long-stay ward. Each patient was asked 
hether he knew the reasons for transfer, 
person who told him, and what the“ 
er meant to him. The ward files of 
patients were also examined to learn 
the official reason for the patient's transfer, 
= Hinally a comparison was made of the 
‘S0cial-psychological characteristics of 50 
patients who had been discharged from the 
admission ward and 50 patients who had 
been transferred to long-stay wards, It was 
found that most of the patients who were 
erred rather than discharged were 
le, catatonic, or undifferentiated schizo- 
nics, Patients who were transferred also 
ded to be unmarried and on the average 


spent less time on the admission ward than — 
patients who were eventually discharged. 
The implications of these findings for the 
prevention of chronicity among mental pa- 
tients were discussed. 
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The aim of this paper is to discuss the 
pathological effects of the human ecological 
situation interpreted as the relation of indi- 
viduals to cultures. Individual symptoms in 
social conditioning are to be interpreted as 
integrative level phenomena. The largest 
part of the external world, the astronomical 
domain of the macrocosm, for instance, ex- 
_ ists at integrative levels lower than the 
| human. There may be life on other planets, 
' but there are more planets than are in- 
 habited, to say nothing of uninhabitable 
"stars, vast clouds of hydrogen gas. Even on 

our own planet, while exploration extends 
~ within the crust and into the ionosphere, 

life can be sustained for any length of time 
and in any numbers only on the surface. 
But at the human level the non-human areas 
_ are represented symbolically and so play a 
_ tole in absentia, We shall consider further 
what happens to the representation of ab- 
_ sent objects, 
- We begin with the prospect of the ex- 
ternal world from the perspective of the 
human individual. It is a vast panorama 
of shuffled up materials, statistically more 
profuse at lower integrative levels, And this 
_ is true even for that small segment of the 
environment which is the available environ- 
ment or mesocosm. Man lives in the “mes- 
ocosm,” a middle world between two other 
worlds which he can explore but in which 
he cannot live: the world of the very 
small : the microcosm, and the world of the 
very large: the macrocosm. Within the 
mesocosm a bewildering array of stimuli 
furnish the contents of the continual ‘input 
to which the individual is subjected. The 
efficacy of positive responses can only fol- 
low the learning of “the insignificance of all 
irrelevant stimuli”(8). 

The environment extends, then, beyond 
the reach of the individual ; but within his 
reach it contains the ingredients to satisfy 
tissue needs in varying degrees. We shall not 
attempt here to deal with all of these(13). 
His most pressing seed, the need for sur- 
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vival, is met with the proper exercise of © 
the avoidance response, and along with this ~ 
no doubt go all varieties of aversion : fear, 
aggression, and flight. But with the needs ~ 
for feeding and breeding, tension arises, ~ 
Conventional types of thanatophobia are ob- 
scured by the more pressing search for food 
and mate, which are, respectively, less comi 
mon than the ground he must have under 
his feet and the air he must breathe into his 
lungs. Muscle tonus.and the oxygen supply © 
take care of themselves; but hunger and 
sex cravings require more concentration.” 
The constant foraging and courting consti- 
tute pressures, and when children are the 
outcome of the latter, it only increases the © 
pressure of the former. 

Thus the individual is driven back to the 
consideration of how these needs can be ` 
anticipated and perhaps met with a long- © 
term supply. To escape the tyranny of the © 
immediate environment, it is necessary to 
discover how to anticipate future tissue ~ 
needs and to store up satisfactions to meet 
them. Communication with others having © 
the same problems becomes urgent, for the | 
successful outcome of such discovery re- 7 
quires the execution of tasks which do not 
lie within the range of the powers of the _ 
individual : hunting large animals, planting, — 
protecting and harvesting vast crops. The — 
entire enterprise, planned for the future, is 
a way of dealing with absent objects(7) in 
the general terms of a colloquial language. — 
Inevitably, the relationship between these — 
need-satisfactions is discerned, and curiosity _ 
aroused. The individual takes off in search ~ 
of facts and causes. me 

It is important to notice, however, that a — 
drastic reversal has taken’ place, one so ~ 
subtle as to go almost unnoticed and yet so 
far-reaching as to constitute another stage ~ 
in biological evolution. The proposition that 
All inquiries are conducted for the sake of f 
maintaining existence, has been converted tò _ 
the proposition that All existence is main- — 
tained for the sake of conducting inquiries. 

Let us consider some of the consequences 
of the conversion. In the first place, we are 
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of course talking about living propositions, 
propositions as exemplified in practice, not 
about the natural history of human 
thoughts. Men once went where their curi- 
osity led them for the purpose of survival ; 
now they endeavor to survive in order to go 
where their curiosity leads them. The turn 
has been called not by the recognition of it 
in discourse but by the events themselves. 

In the second place, such a reversal plays 
havoc with the drives toward the satisfac- 
tion of such tissue needs. The brain once 
occupied a subordinate role, being sub- 
servient to stomach and gonads. Now stom- 
ach and gonads function in order that there 
shall be a continuity of activity for the 
brain. But there is a further dislocation ; for 
bits of the environment are internalized by 
the stomach and gonads, but’ the larger en- 
vironment is contacted by the brain. 

Evolutionary development is inverse to 
morphological dependence(4). The higher 
centers, such as the frontal lobes, were late 
arrivals on the phylogenetic scene ; but on 
the other hand, the brain depends upon the 
other organs for its survival, and within the 
brain the higher centers depend upon the 
lower. For instance, circulation throughout 
the brain depends upon the proper blood 
Pressure ; and a continual fall in the blood 
Sugar would produce at first loss of con- 
sciousness (with involvement of the frontal 
lobes), next convulsions (the cerebellum ) 
and finally respiration difficulties (the me- 
dulla) and death. 

_Finally, due to the external nature of the 
aim of inquiry, material objects are altered 
in the course of it. Inquiry involves analysis, 
but it also leads to synthesis : social groups 
are formed and their organization estab- 
lished, tools are designed and techniques 
devised, and both are copied, and structures 
are erected and inherited. The accumula- 
tion achievement replaces the continuity of 
conditions. In place of the mere repetition 
of behavior by the successive generations, 
there is a construction of culture. 

As for the individual, the knowledge of 
what exists now becomes the object of his 
search. He has turned into the creature 
who survives in order to inquire, erecting 
Quasi-permanent answers into institutions, 
Social relations operating, so to speak, in a 
neurological setting. For now the depend- 


ence of his organism upon the environment 

can be analyzed into one of dependence of ~ 
the balance between homeostasis and the 
brain stem reticular activity. He bears the’ 
scars of his experience as collections of en- 
grams, organized into explanatory beliefs: 
retention schemata both private and public, — 
Thus equipped, he supplements the neuro- ~ 
logical homeostasis with a cultural homeo- ` 
stasis extended to include material objects 
(3). Such objects usually have the charac- 
ter of artifacts, because altered through hu- 
man agency, His encounter with the en- 
vironment in search of tissue-need satisfac- 
tions has resulted in an equilibrium between 
the retention schemata and the civilized ex- ~ 
ternal world. The continual interchange has 
been widely recognized ; for it is acknowl- 
edged that “the cerebral instrument breaks — 
down with zero input”(14) but on the other ~ 
hand breaks down also when it is no longer 
able to sustain contradictions without di- 
remption. It is the latter variety we have 
largely to deal with in psychopathology. — 
Being human means sustaining private con- 
flicts, and being social means sustaining 
public conflicts (as within and between the 
retention schemata). The neurotic is — 
threatened by diremption and the psychotic — 
has succumbed to it. 
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Technological cultures, as products of the 
attempt to solve the long-term supply prob- ~ 
lem necessary for survival, themselves raise 
survival problems by bringing into play ~ 
stresses of a peculiar type. In simpler cul- © 
tures, in our own culture, too, in fact as late | 
as the early 19th century, the individual 
was constantly subjected to external stresses 
and internal strains. Inter-personal relations, ~ 
customs, institutions, with their conflicts 
and struggles, always exist. But the external 1 
stresses were limited to social struggles and 
the infernal to the usual fear of death. In 
the complex cultures brought about more 
lately by the combination of the applica- 
tions of science and industrial technology, 
a cultural homeostasis becomes more dif- 
ficult to achieve and maintain. There are, — 
of course, many psychoses to which youth — 
‘is susceptible, such as hebephrenic schizo- — 
phrenia and the psychopathic personality. 1 
But the aged are more susceptible, and in ~ 
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60 in the United States it was true that 
~ “one out of every three beds in public men- 
hospitals is occupied by a person 65 or 
_ older”(9). Rapid social change erodes the 
ground on which such a homeostasis could 


__ But there are worse difficulties. The chief 
_ feature of the scientifico-industrial culture 
which technology has developed is its ab- 
_ Stractness, Forays into the microcosm and 
macrocosm have been successful. Men have 
returned with their scientific spoils, and the 
esult is to change the character of the 
socosm, which now contains artifactual 
inhabitants seldom understood by non- 
‘specialists, with their effects which are less 
understood still. The average individual 
ves for the first time in a world populated 
with material objects and procedures he 
"does not understand and is perhaps incap- 
able of grasping. He drives a car but does 
fully understand the principle of the 
rnal combustion engine ; he operates a 
levision set but does not comprehend the 
rinciple of the vacuum tube ; he engages 
business but does not understand the 
modern complexities of banking ; he ingests 
‘vitamin capsules or antibiotics without the 
lightest glimmer of how they were con- 
structed or of what they do. He is both 
enefactor and recipient of inquiries predi- 
cated on the search for a solution to the 
_ long-term supply of basic tissue-needs con- 
ducted at the level of the inexhaustible 
tissue-need of inquiry, and yet he remains 
_ in ignorance. And at this level he is ex- 
_ pected to adjust. The scientifico-industrial 
ulture like all other cultures, resulted from 
human behavior ; but now the capital city, 
hich is one result, itself provides the new 
conditions to which it becomes necess 
_ for men once again to adapt, This time they 
have provided themselves with the stimuli 
as well as the responses. They have invented 
their own environment. j 
Only, as it turns out, they have done so 
without anticipating and estimating the 
prospects and costs of adjustment. The mes- 
ocosm is for the first time a world of their 
own devising yet it now develops that they 
_ did not figure it closely enough. The im- 
mediate environment is an altogether arti-° 
ficial environment. They have made them- 
_ selves a world in which to live, without con- 
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sidering just what it would mean to live in ~ 
it. If it is true that the dependence of the © 
organism upon its environment extends all 
the way from simple cell-division and the 
acid-alkalinity balance to the contents of 
excretions and the metabolic interchange, 
then what adjustments in body structure 


will be required for survival in the new ~ 


social world ? To live in the mesocosm now 


means to have all the stimulation of the 
receptors coming from the cultural environ- ~ 


ment. The ears are assailed by man-made 
sounds, from street noises to jazz. Few are _ 
able to escape from the roar of the traffic 


of some city. The eyes are continually in 


contact with artifacts. What with the sky- — 
sorapers, the obscuring city lights by night ` 
and the smog by day, the sky is hardly ever 
visible, and there is no incentive to view 
it. The nose is assailed by odors artificially 
produced, from the smell of asphalt and 
inhabited interiors to that of perfumes. — 
Everything except artifacts is out of reach — 
so that the sense of touch is equally con- 
fined. There are few foods ingested that 
have not been altered by the process of 
manufacture in some way, and thus even 
taste is artificially conditioned, Finally, even 
the muscle sense is stimulated by the ac- 
tivity of the muscles in exertion against — 
artifacts, moving them about or altering 
their shape. 

All of this is bound to have serious bio- 
logical’ repercussions. Anatomical develop- 
ment over its long history has been shown 
to be a matter of adaptation through natural 
selection. It is assumed that this process 
accounts, for instance, for the adjustment 
of the respiratory system to the contents of 
the atmosphere, of the muscular system to | 
the geosphere, of the digestive system to ~ 
the biosphere, and of the nervous system to 
human society (the “sociosphere” ). ` 

Now in maladaptive behavior, there is . 
usually phyletic extinction ; but it is a pe- 
culiar feature of human society that it en- 
deavors to bring the victims along. This 
has the double merit of helping them and 
of learning from the causes of their pre- 
dicament how healthier specimens may bet- — 
ter adapt and so survive. Space medicine is 
a recent development intended to study 
how to provide for extraordinary conditions, 
stresses, for instance, brought about by — 
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gravity increases and by enormous accelera- 
tions in speed. But what is not equally rec- 
ognized is that there are, so to speak, no 
ordinary conditions. The life expectancy has 
been extended and the buffeting multiplied. 

Look at the individual from the point of 
view of the cultural environment in which 
he is presently immersed. See him as the 
recipient of stimuli projected from artifacts. 
He shaves with an electric razor, rides in a 
subway, rises in an elevator, operates a 
typewriter or a high speed computer, while 
his wife does the washing in a machine de- 
signed for the purpose, cooks on an electric 
grille and waits for his return to relax with 
the radio. They live in a world populated 


‘by little motors which they do not under- 


stand and which far outnumber them, But 
this is an empirical area and there is an 
experimental science which investigates it. 
The domain is that of social psychology, 
which is the study not of social groups and 
their behavior but of the modification of 
individuals by institutions and cultures. 

The common world is a physical, chemi- 
cal and biological world. The social world 
is a selection made by the alternation of re- 
sponses to environmental stimuli in the 
form of constructions : tools, symbolic com- 
munication systems, institutions, cultures. 
Here the group decides, though not as a 
group, but rather as individuals in whom 
the group participates(2). 

The gap between cultural artifact and 
psychological individual is the one the neu- 
rological circuit has to bridge. The issue 
always turns on whether the diversity of 
organic reactions can be stretched to cope 
with the complexity of conditions produced 
by the scientifico-industrial culture. One 
method is to extend technological assistance 
to the various organs: spectacles for the 
eyes, magnifying devices for the ears, pros- 
thetic devices for the limbs, and so on. We 
see the problem more clearly in the case of 
a man who operates his television set with 
an artificial hand, watches it through cor- 
rective glasses, and listens to it by means 
of a hearing aid. These mechanical exten- 
sions to the receptors and effectors are in 
many ways quite satisfactory ; and although 
they contribute toward enlisting the indi- 
vidual in the culture in a way calculated 
to render him an irreversible dependent, 


they also help to stave off the reactions in 
which the breakdown of functions woul 
otherwise occur. 
We may, however, do well to consid 
set of reactiorfs in which breakdown dí 
occur. A formidable one concerns langua; 
An early and well marked mental defe 
the loss of the ability to deal with abstr 
tions, This may take one of two forms 
either the individual loses the ability to ab 
stract, or he loses the ability to control c 
tain of his abstractions. 
Inability to abstract is a well knows 
maturational defect, but sensory and mo 
disturbances are often accompanied — 
symbolic deficiencies. Patients with br 
injuries in the general region of Broca’ 
area, the third left frontal convolutio 
avoid abstractions in favor of concret 
terms ; they cannot understand classes and 
class relationships. Aphasia is manifested b 
(among other symptoms) a lowered ca 
pacity for abstract thought, a deficien 
shared by psychopathic personalities. 
Tf the loss of the ability to abstract char- 
acterizes one type of mental disease, th 
loss of the ability to control abstraction 
characterizes another. There are at least wi 
varieties, exemplified by the hebep { 
and the paranoid schizophrenics. In i 
former case, we have the spectacle oi 
placement into a fantastic private langua; 
from the failure to participate in conv 
tionally established abstractions. In the | 
ter case, the phenomenon is one of unci 
trolled conventional generalization. Th 
avoidance posture of the paranoid compels: 
him to select particular threats in his en 
vironment, or to mistake neutral or frie 
elements for threats. As the response of x 
is made to the stimulus of fear, the ind 
tions of the paranoid proliferate indis 


of all men is unwarrantedly assumed in t 
enthymeme. en 

Neurotic behavior is maladapti 
havior ; psychotic behavior marks the re 
-tion of maladaptive habits, their estab) 
ment as a'personal but less than provisio 
security. The motivation of survival hi 
placed the need of inquiry, @ distinct 
gression. At the same time, an autisti 
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© justment is not an acceptable settlement, 
_ for it decreases the external stresses at the 
_ Cost of increasing the internal strains. Hence 
the prevalence of suicidally inclined pa- 
tients in mental hospitals. * 
: There is, as Walter has pointed out, only 
_ one chaos(15). The chaotic world of the 
_ psychotic is to that extent a common world. 
_ But there are many types of order. The ap- 
proximation to the condition of chaos on 
the part of the stimulus-world is an ap- 
proach to zero input, The world of the hebe- 
phrenic is a chaotic world 


explaining its be- 
lor, does not mean references to the past 
to those 


a conflicting schemata : 
the public retention schema containing the 

eals by pants tavior, as taught in carly 
by parents, teachers an 


The exceptions, perhaps, ‘are sufferers 


from paranoia, who keep the external world 
separate from their delusional systems, and 
the psychopathic personalities who persist 
in expecting agreement from the external 
world for theirs. The high order of logical 
structure retained in paranoia for the delu- 
sional system is spread by the psychopathic 
personality thinly over the connections be- 
tween his own goal-seeking and the objec- 
tive facts. Both are victims of atrophy of 
the feelings, and lack all empathetic reac- 
tions. Something of this sort is suggested by 
the discovery of the dysfunction of the auto- 
nomic system in psychotic individuals (10) 
but the difficulty is in all likelihood more 
widespread, 

Psychotics are quite capable of dealing 
with artifacts, but the social contacts have 
been cut at the level of inter-personal rela- 
tions. What does this mean, except that the 
psychotic denies an interaction and looks 
for affects that flow in one direction only. 
He can take, but he is in no position to give. 


pig 


In the first part of this paper were set 
forth some of the stages in the process 
whereby cultures have developed out of the 
attempts to anticipate and prepare for the 
satisfaction of future basic tissue needs. We 
saw how the brain, which came to the fore 
in this effort to help feeding and breeding, 
ended by taking precedence over them ; so 
that whereas it had existed for them they 
now had come to exist for it. This new ad- 
justment led to a species of human mala- 
daptation, In the second part of the paper 
it was shown how, in the attempt to live in 

e environment brought about by the cul- 
tures they have produced, men have tended 
to break down, Psychoneuroses and psy- 
choses are the results of the stresses of com- 
plex scientifico-industrial cultures, 

Now it will be necessary 
Ourselves to the solution of problems raised 
by the existence of culture as the human 


industrial cultures it begins to encroach 
strongly. Thus it raises problems which, if 
not altogether novel, present difficulties to 
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a degree that amounts to a major crisis. 
What, if anything, can be done about it ? 

We may perhaps begin the discussion of 
this question by taking a page from the sci- 
ence of neurology. There we find two con- 
flicting conditions. It seems that for the 
normal functioning of the human organism 
both the constancy of the external environ- 
ment and differences in stimulation are re- 
uired, Perception appears to hang upon 
T the former and consciousness upon the lat- 

ter. 

"Perception is of a physical world inde- 
| pendent of the observer, a world which is 
“stable, rigid, solid and orderly in a way 
M which, as Gibson says, gives “objectivity to 

_ our experience” and makes perception itself 
" possible(6). For perception—in this case 
yisual perception—is constructed to encoun- 
T ter such conditions and relies upon finding 
" them. Gellhorn goes so far as to assert that 
“the constancy of the external environment 
> is a cortical function”(5), without which 
the individual would neither be suitably 
oriented nor able to act purposively. 
__ That consciousness would not be possible 
_ without differences in the objective field of 
" consciousness has been shown by experi- 

ment(1). Monotonously repeated stimuli 
lead to sleep. The inner ear, which is so 
sensitive to any irregular forces, does not 
react at all to uniform motion. Order among 
stimuli is relaxing. Hypnotism relies heavily 
upon this effect, and anyone who has driven 
a car for hours over a straight and level 
_ road can testify to its truth. The uniformity 
of perfect order or of chaos allows for no 
stimuli at all, and without the continuous 
input of diverse stimuli there is no con- 
sciousness. 

How, then, is this paradox to be related 
to the problem of resolving the psycho- 
pathological strains which complex cultures 
impose upon their individual members ? 
The next step is to discover the optimal 
pragmatic set of conditions under which 
cultures can be maintained with their im- 
mense benefits, but without serious damage 
to the individual. How much progress in 
cultures can the individual support ? There 


There is the problem of the internal dislo- 
_ cation in the individual : the distortion of 
_ the private retention schema by the public. 
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are, once again, two parts to this question., 
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And there is the problem of the exte 
dislocation of the culture ; the distortion © 
the institutional structure by the ascendency ~ 
of a particular institution. $ 
Both probleras resolve themselves nto 
one again when we consider that the state — 
of the culture is operant in both cases with 1 
equal effectiveness. For the internal disloe 
tion of the individual depends upon 
character of the cultural stimuli to which 
he is subjected, and the institutional state 
of the culture depends upon his own sense 
of what institutions are most important i 
conducting inquiries. Thus at the present 
time science is the crucial institution ; 
offers not only to feed the basic tissue need 
of pure inquiry but also to further the long 
term supply of satisfactions for the survi j 
needs. As a consequence the rapid rate of 
change in fundamental theory brought — 
about by the new conceptions of matter — 
and of the cosmos has compelled a revision 
of the public retention schema, while tech- 
nological advances have improved the food” 
supply, both as to quantity and ania £ 
creased the safety of birth-control and pro= 
vided efficient contraceptives. 

However, these changes have be 
brought about at a rapid rate, and the re- 
sultant challenge to the homeostasis of the ~ 
individual is alarming. Too much and ti 
frequent stimulation has its price. It is 
sible to over-stimulate, with a result 
unlike the absence of all stimulation. 
quote an athletic director, “these ailn 
are continuous—always something 
(11). The life expectancy has been dra- 
matically extended but so has the previ 
lence of mental illness, The enormous rise 
in the population of our mental hospitals in 
recent years, together with the immen 
number of psychoneurotics and even p 
chotics who are able to maintain themse 
on‘ a precarious balance outside, is we 
known. 

At this point, it seems impossible to tı 
the’ clock back. The cerebral developm 
and in particular the development of thi 

frontal lobes, prohibits the mere existene 
of man at the monotonous level at whic 
change and progress in living conditi 
prevails. The cerebrum assures the conti 
ance of inquiry whereas the more fun 


mental mechanisms .of the reticular fon 


« 


il 


_ tion of the brain stem requires a constancy 
of the external environment. From the stim- 
ulus end, the cultures we inherit make more 
complex inquiry possible but also block 
_ them out by vested interests in already ex- 
_ isting knowledge. Science is inquiry incar- 
| nate, but government has now joined re- 
ligion in regulating such inquiry and by 
_ consequence slowing it down or giving it 
= more practical direction. 
Thus the psychological solution could be 
effected by a cultural shift: easier adjust- 
ment of the organism to a slower gain in 
the increase of knowledge. As for the men- 
tally unfit, this would be especially true. If 
_ stronger measures are needed, then deliber- 
ate cultural regression could be practiced. 
Hospitals for mental diseases ought to be 
‘constructed in the remote countryside, and 
approximate as near as possible to primitive 
conditions. Outdoor plumbing, wood fires 
for heating and cooking, crude accommoda- 
, all designed to allow the readjust- 
“ments to be slower. This is a possible solu- 
n of the future, but it is not the ideal one. 
ideal solution would combine the peace 
Serenity of conservatism with the ex- 
ent and vitality of progress, avoiding 
h the stalemate of repetition and the 
turmoil and insecurity of rapid change. 
here would be no longer any traditional 
Ways of doing things but instead habits 
d be hooked up to an irregular rate of 
vance. Another biological adjustment 
d come into play : the tuneable homeo- 
t of a servomechanism as the functioning 
model of the central nervous system(12), 
So much for the psychological subject. 
s for the object, it would have to involve a 
better adjustment between institutions, No 
single institution would be allowed to run 
“away with the others, but novelty would be 
provided by all. Cultural lags in institu- 
onal advancement would be studiously 
avoided and the proper institutional rela- 
ions discovered and established. The eimi- 
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nation of human maladaptation depends 
upon the provision for a proper cultural en- 
vironment, the ecological ideal upon the 
proper interdependence between the organ- 
ism of the individual and the environment 
of the culture. 
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NATURE OF ALLUSIVE THINKING 


Bleuler(1) was the first psychiatrist to 
t out that schizophrenics who have re- 
ered from their illness in all other re- 
continue to show, in milder form, the 
dered thinking they suffered from when 
ly ill. This observation was repeated by 
owe(2) who stressed, in addition, that 
he recovered patient it is only abstract 
cing which remains affected. Concrete 
ding, the ability to relate his day to 
experience may be disturbed in the 
phrenic ; the recovered patient only 
ws evidence of thought disturbance when 
he abstracts, or makes deductions, from his 
rience. 
his observation of Bleuler and Skottowe 
not been generally confirmed by the ma- 
of psychiatrists. This is considered by 
; le author to be due not to the inadequacy 
‘the descriptions of Bleuler and Skottowe 
_ but to the fact that, as with other clinical 
omena, training is required for its de- 
. If, when learning to recognise the 
s type of heart sounds, one had to 
Solely on the descriptions in text-books 
‘ithout being able to check one’s observa- 
against those of the trained physician, 
possibility of mastering this task with 
‘acy would be considerably reduced. 
ct, even with the intense training in the 
on of physical signs given in most 
al courses, recent studies(3) have 
yn that the reliability of senior physi- 
to detect such signs as impaired breath 
S, hyperresonance, impaired cardiac 
liver dullness is much lower than would 
e expected. However, no one would argue 
om this evidence that these conditions did 
exist. If this applies to the detection of 
ical signs it must apply even more so 
the detection of differences in the mental 
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states of individuals. For there to be reason- 
ably common agreement as to what are 
meant by such terms as “flatness” or “in- 
congruity” of affect, there must be repeated ~~ 
demonstrations of these conditions by the 
teacher to the student. Still more so must 
this consideration apply to the recognition 
of a type of abstract thinking so subtly dif- 
ferent from that present in the rest of the 
population that its existence has been so far 
noticed by only two psychiatrists. 

For this reason, the author, in putting for- 
ward yet another description of this type of 
thinking, does not expect that it will enable 
people to recognise this condition clinically, 
However, as he considers that the present 
study establishes its existence and throws 
light on its causation, it is desirable that the 
reader has as clear an idea as possible of its 
nature. Both Bleuler and Skottowe observed 
this thinking only in recovered schizo- 
phrenics and so regarded it as a residual 
symptom of this illness. However, it has al- 
ready been advanced by the author(4) that 
this is the normal form of abstract thinking 
of a percentage of the population, That is, 
the majority of persons in whom this think- 
ing is found have never suffered from schiz- 
ophrenia. It is considered that this mode of 
thinking acts as, or indicates the presence 
of, an inherited predisposition to on fine 
thus explaining its presence in those who 
bei a this condition. It has been 
shown(5) that it is present in one parent 
when it is present in a patient and the 
present study gives further evidence of its 
occurrence in normal individuals. Further- 
more, it is considered that it conveys certain 
advantages to the possessor(4). Therefore, 
to avoid any implication of pathology and 
to stress one of its important positive aspects 
it will henceforth be referred to as “allu- 
sive thinking.” j 

‘Though the author is convinced that this 

e of thinking is either present or absent 
in any one person, it is not suggested that 
when present it does not vary in degree, In 


fact, as Bleuler noted, with some individuals 
one only becomes aware of its presence after 
persistent observation. One reason for this 
~ is that as only abstract thinking is affected, 
unless the subject being examined can be 
__ made to think at this level, one cannot be 
sure that the potential for this type of think- 
g is absent. 
As it is necessary to make the subject ab- 
-stract, it is easier to detect the more obvious 
forms of allusive thinking in an interview 
“situation, where the nature of the conver- 
sation can be determined by the examiner. 
Also, this allows the possibility of question- 
ing the subject as to what he meant, since 
the examiner must be convinced that the 
_ subject is completely satisfied with his state- 
ments and that any obscurities in them are 
jot due to his clumsiness of speech or an 
inability to express himself of which he is 
ware. In an interview, allusive thinking 
ianifests itself in two ways. Firstly, words 
are used which are slightly inappropriate 
because the subject expresses himself in too 
words (over-condensation) and at a 
‘more abstract level than is suitable, as in 
the following example : 
_ Examiner : How are you now compared 
how you were 5 years ago ? 
Subject : The only difference now is loss 
of material benefits. 

Questioned as to what he meant by this 
__ he said he had been forced to sell his house 
i and car to pay for analytic treatment. Sec- 
- ondly, ideas are expressed imprecisely, 
again, generally, the fault being in the 
choice of over-abstract concepts. The fol- 
lowing examples are all taken from inter- 
views with the students of the experimental 

group : “The ultimate questions of motiva- 
tion are non-psychological.” Asked what this 

_ meant he replied: “It (psychology) may 
tell you the cause, it wont tell you the 
reason people do things.” 

Another spoke of The Cocktail Party 
which had been very meaningful -to him. 
Asked what meanings he saw in it, he said 
5 of the people in the play, “The ritual gave 

them a sense of conformity which gave them 
a sense of continuity.” 

These examples demonstrate that pràc- 
tically complete failure to communicate can 
result from allusive thinking. y 

It is not, however, claimed that persons 
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with this mode of thinking always fail to 
convey their meaning, but only that they 
use words inappropriately in a characteris- 
tic way. Often the meaning is apparent and 
just as many psychiatrists learn to communi- 
cate with schizophrenic patients so well 
they lose the ability to appreciate the exist- 
ence of schizophrenic thought disorder when 
it is often grossly apparent to newcomers in 
psychiatry, so this lesser form of unusual 
thinking passes unnoticed by most people 
for the same reason, Of course, one does 
not rely on the occurrence of one such ex- 
pression in a person’s speech to diagnose ` 
this condition, but on their repeated em- 
ployment. 

When this sort of analysis is made of 
“speech the objection is usually put forward 
that various, psychological factors would 
account for these statements. Of course this 
is so. Perhaps the most probable would be 
that these persons lack verbal fluency. To 
demonstrate that this need not be the case 
the following example is taken from Voss, 
widely considered one of the greatest of the 
post-war novels, 


How her defection (from religion) had come 
about was problematic, unless it was by some 
obscure action of antennae, for she spoke to 
nobody who was not ignorant, and innocent, 
and kind. Yet, here she was become what, she 
suspected, might be called a rationalist. If she 
had been less proud, she might have been more 
afraid. Certainly she had not slept for several 
nights before accepting that decision which had 
been in the making, she realized, several years. 
Already as a little girl she had been softly 
sceptical, perhaps out of boredom; she was 
suffocated by the fuzz of faith. She did believe, 
however, most palpably, in wood, with the re- 
flections in it, and in clear daylight, and in 
water. She would work frantically at some 
mathematical problem, even now, just for the 
excitement of it, to solve and know. She had 
read a great deal out of such books as had 
come her way in that remote colony, until her 
mind seemed to be complete. There was in 
consequence no necessity to duplicate her own 
image, unless in glass, as now, in the blurry 
mirror of the big darkish room. 


Apart from the somewhat odd expres- 
sions, there is’a degree of irrelevance in 
many of the associations and there is at 
least a degree of failure to communicate the 
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ming of the last sentence, in that one 
cannot be entirely sure of its meaning. If 
T “duplicate her own image” means believe 
“she has a soul, this utilisation of both the 
“abstract and concrete meanings of the 
‘phrase is an excellent example of the au- 
l thor’s mastery of allusive, evocative writing. 
"> It was previously stated that in fact the 
Vallusiveness of such thinking was one of its 
greatest advantages. By this is meant the 
Ability to allude to more than one concept, 
T Without their being actually stated. One's 
ical impression is that the quality of 
‘attention is different in persons with this 
T thinking. It is coarser, that is, it includes 
More concepts, but cannot become narrow- 


| “attention at any time are not accurately de- 
M fined. Hence those with this thinking can 
| convey more, but in an imprecise way. Here 
"an example from the novelist Ronald Fir- 
. ” bank. He writes of one of his characters, 
M Lady Parvula de Panzoust, who could per- 
haps be best described as a deliciously 
‘wicked woman. “She was looking charm- 
ingly matinal in a simple tweed costume, 
with a shapely if perhaps invocative (this 
fie has himself emphasised) hat . . .” The 
Teligious overtones of both these words add 
F enormous subtlety in their context as his art 
Hes in the evocation of a world at once 
a Teligious, depraved and artificial. 
The author of course realises that he has 
Mot disposed of the many alternative elabo- 
tate psychological explanations that could be 
_ put forward to account for the employment 
Of the types of associations described. He 
A Prefers to call upon the principle of econ- 
| my, though aware that unlike other sci- 
| entists, psychiatrists tend to prefer its con- 
= verse, the principle of affluence—never em- 
‘ a simple explanation if a more complex 
_ one will serve your purpose. He therefore 
_ argues that if it can be demonstrated that 
the behaviour of persons assessed as show- 
ing allusive thinking differs in predictable 
_ Ways in a variety of situations from that of 
| Persons without such thinking, the existence 
s this type of thinking as a clinical entity 
38 sufficiently established. It has been 
@emonstrated elsewhere(6) that the per- 
ice of allusive thinkers on a Sorting 
t differs in this way. The present study 


| @r, so that the concepts that are included in , 


investigates their behaviour in a learning 
situation. 


THE PRESENT STUDY 


It has been suggested(4) that allusive 
thinking is due to a weakness of an in- 
hibitory process in the higher nervous ac- 
tivity of the person demonstrating the con- 
dition. This study is designed to test this 
hypothesis. Such an hypothesis is only 
comprehensible within the framework of a 
theory which explains mental activity in 
terms of the interaction of excitatory and in- 
hibitory connections. Both Bleuler and Pay- 
lov have independently put forward such a 
theory. Neurophysiological evidence for the 
theory has recently been advanced by Kaa- 
da, et al.(7, 8), who have suggested that this 
generalised inhibition accompanying mental 
activity is produced by the arousal response. 
Bleuler(1) considered that the condition he 
called schizophrenic thought disorder—the 
employment of inappropriate associations— 
was due to a weakness of the inhibition 
which accompanies attention and produces 
the “constriction of the field of conscious 
awareness” characteristic of all normal think- 
ing. Pavlov(9) found that certain dogs 
showed an inherited weakness of inhibition 
which resulted in their showing certain 
characteristic “personality” traits. The author 
(4) combined these two theories and put 
forward the hypothesis that allusive think- 
ing in humans is due to a similar inheritance 
of a weak inhibitory process. 

If this hypothesis is correct it must mean 
that there are mechanisms common to the 
nervous systems of both man and dog and 
it is such a mechanism which is affected in 
this way. Therefore, to test this theory it 
would be most reasonable to investigate 
behaviour which is influenced by the action 
of such a common mechanism, The learning 
of a serial set of responses is the best known 
example: of such behaviour. Munn(10), 
comparing the performance of humans and 
rats in learning a maze states : 


OE re a ON IS ETT eT ee es 


The number of trials required to learn, the 
number of errors made, and the time con- 
sumed, are not greatly different between rats 
and college students. Sometimes the rats come 
out slightly ahead and sometimes the students, 
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ear 
~ The mammalian nervous system has through 
~ its development been enabled to master 
tasks of greater and greater complexity, 
However, its ability to master this simple 
task—the learning of a serial set of re- 
sponses—has not significantly altered. Here 
it would seem its performance is limited by 
some characteristic, unalterable by evolu- 
tion. Such a task then is most likely to pro- 
vide information about a mechanism com- 
‘mon to the mammalian nervous system ir- 
respective of species, 

When the learning of a serial set of 
responses is investigated it is found that the 
middle portion of such a series is the hard- 
est to learn. Within the framework of Pay- 

lovian theory this can only be due to the 
` Operation of an inhibitory process and it 
has been so regarded by workers utilising 
_ this framework as well as by other learning 
theorists who also accept a concept of in- 
hibition(11-13). The author has in the 
present study investigated the hypothesis 
that this inhibitory process is weaker in per- 
sons who show allusive thinking, that is, that 
those with allusive thinking will show less 
difficulty in learning the central portion of 
a serial learning task than will persons with- 
out this type of thinking. 


THE EXPERIMENTAL GROUPS 


The results obtained with two groups are 
reported, as the subjects of Group 1 were 
not available to repeat the experiment with 
an alternative design. 

Group 1 consisted of male undergraduates 
of the University of Adelaide, males only 
being employed as they were also investi- 
gated with a conditioning technique devised 
` by Lovibond which was suitable for use 
only with this sex. (The results obtained 
with this technique are being reported 
separately). Fifty-five students, mainly the 
male students taking psychology, were in- 
terviewed individually for approximately 10 
minutes by the author, who attempted to 
divide them into those with and those with- 
j out allusive thinking on the basis of the 
description given above. It would, of course, 
be expected that the reliability of this as- 
sessment would be lower than that which 
l would be obtained with longer and repeat- 
z ed interviews. However, it was considered 
possible to classify in this way 52 of the 


students. Of these, 38 came for investigation 
at the subsequent session and so made up 
Group 1. Of these 38, 18 had been classified 
as having allusive thinking; 20 had not. 
The mean age of the former was 22.9 years 
(range 17-34) and of the latter 21.9 years 
(range 18-39). 

Group 2 consisted of 20 adults well 
known to the author and selected by him 
to include 10 persons with and 10 without 
allusive thinking. All with the exception of 
a housewife and a fifth-year male medical 
student, were working effectively at a pro- 
fessional or executive level and all were free 
from signs of overt psychiatric illness. Apart 
from the student all were university grad- 
uates or of equivalent educational status. 
The sub-group with allusive thinking con- 
sisted of 7 males and 3 females with a mean 
age of 31.2 years(range 23-38) and that 
without it also of 7 males and 3 females, 
with a mean age of 31.0 years (range 24-35). 


METHOD 


It was found by Pavlov(5) that the nerv- 
ous “type” of dogs could be assessed more 
easily if they were tested after their nervous 
processes had been strained by carrying out 
a difficult task, This finding was utilised in 
the design of this experiment. Subjects were — 
required to learn two lists of low association 
nonsense syllables (this being found a 
difficult task by most people), followed by 
two lists of words. This design was used 
with Group 1. The subjects of Group 2 were 
given two stylus mazes to learn between 
the nonsense syllables and the words. As 
maze learning is accomplished by most peo- — 
ple with little concentration, it was con- 
sidered this would allow the nervous proc- 
esses to partially recover and thus might 
make differences in nervous “type” more 
obvious. The subjects of Group 2 then re- 
peated the experiment, learning first a list 
of words, then lists of nonsense syllables 
and then more lists of words. This design 
was introduced to demonstrate that learning 
lists of nonsense syllables did in fact strain 
the nervous processes. The details of these 
3 designs are given in Table 1. One minute 
intervals were allowed between the learning ~ 
of each task. The lists of words and non- 
sense syllables were presented by means £ 
a memory drum which exposed one word 
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TABLE 
Order in Which the Learning Tasks were Administered 


Group 1 List of List of List of List of ; 
N. Sylls.1+ N. Sylls.2 Words.1 Words.2 
Group 2- 
Experiment 1 List of List of Maze. 1 Maze.2 List of List of 
N. Sylls.2 N. Sylls.2 Words,2 Words,2 
Experiment 2 List of List of List of List of List of 
Words.1 N. Sylls. 1 N. Sylls.2 Words.2 Words.8 


++ N. Syllis. = Nonsense Syllables. 


or syllable for a period of 3 seconds and 
then instantaneously replaced it with the 
next. Learning was by the method of an- 
ticipation. In each case the lists of nonsense 
syllables contained 9 items and the words 


16. The stylus mazes contained 16 choice, 


points. 

In the case of each task, learning was 
carried on to two consecutive correct per- 
formances of the list or maze, or to 16 trials, 
whichever came first. The nonsense syllables 
were chosen from the lists of those of low 
association value given by Hilgard(14). In 
~ the case of Group 1 and Group 2 Experi- 
~ ment 1, the words were chosen to make up 
two lists, one of words having low associa- 
tion value with each other, and the other of 
words having high association value with 
each other. (This difference is not signifi- 
cant for the results being reported ; other 
results are being published separately.) The 
words for these two lists were derived from 
data of Mednick and de Vito(15). In the 
case of Group 2 Experiment 2 the words 


__Were simple words chosen at random from 
the dictionary, 


RESULTS 


__ The difficulty each subject had in learn- 

ing the central portion of the lists was 

quantified by the use of the following for- 

_ Mula, the resultant being termed the In- 
hibitory Index : 


Total number of items 
learned correctly up to but 
exclusive of the first correct 
performance or in 16 trials, 
> TE criterion was 
Inhibitory Index —7eached first. 
ie (LL) Total numbers of items in 
Be the middle % of the list 
Y { learned correctly in the 
EIA Same number of trials. . 


If no inhibition were operating ther 
should be equal likelihood that items withi 
or without the middle % would be learn 
and the I.I. would = 4, The stronger 
inhibitory process the more the LI, wi 
exceed 4. 

The method of assessment used was based 
on the hypothesis that learning the nonsense 
syllables would weaken the inhibitory p 
ess being measured. It is considered thi 
this is a labile, dynamic process, changin; 
in intensity with the condition of the nerv: 
ous system, as Pavlov(5) found with the 
inhibitory process in dogs. Hence it was de- 
cided to attempt to sample the range of the 
fluctuation of this process by obtaining mor: 
than 1 measurement. For this reason, 2 | 
of words were used in each experim 
considerations of time preventing more | 
2 being used. In the experiment with 


the nonsense syllables so the inhibitory 
process was being measured at its weakest. 
Hence in these 2 experiments it was decided 
to compare the lower of the 2 values of the 
LI. for each subject. With Group 2, Experi 
ment 1, the maze learning was interposed. 
between the learning of the nonsense syl- 
lables and words to allow the inhibitory 

process to commence to recover. Hence the 
being measured in 


the experiments. ; 

In all 3 experiments the trend was in th 
predicted direction, that is, persons wi 
allusive thinking had lower I. Indices than 
people without. In the case of Group 2, the — 
scores of 14 of the 20 subj 0%). 
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$ TABLE 2 
5 1. Indices-Group 2, 
1. Indices-Group 1, Word Lists 
Word List A 1. Indices-Group 2, (corrected to equalise 
(lower of 1 and 2) Word Lists differences in learning) 
Subjects Subjects Word Word Word 
without with Word List3 & 4 List | List3& 4 
Allusive Allusive List! (averaged) (averaged) 
-Thinking Thinking 
59 49 5.6 17 5.6 27 
By: 47 46 5.2 5.5 5.1 
4.5 12.8 6.3 12.8 6.4 
42 9.6 55 9.6 5.5 
41 20 6.6 30 7.9 
3.9 6.5 43 10.9 43 
3.9 49 41 5.1 41 
3.9 14 67 14 7.8 
3.8 6.6 3.6 5.6 3.6 
3.7 48 49 5.5 49 
3.7 5.0 47 5.0 4.9 
3.6 5.2 5.0 9! 5.3 5.0 
3.5 17.5 54 17.5 5.9 
3.5 49 3.8 6.1 3.8 
3.3 9.8 44 9.8 4.7 
3.2 7 6.0 7 6.9 
31 41 5.6 4.1 5.6 
27 7.3 15.8 “10.1 15.4 
44 54 44 5.2 
10.6 41 10.6 4.0 
3.8 8.3 6.2 9.2 6.9 Means 
2 p .05 p .05 p .025 


the direction predicted. This trend did 
reach significance. In the case of Group 


L the scores of 25 of the 38 subjects, (66%) 


_ were in this direction and with this larger 


group this difference is significant at the 
5% level, using the Mann-Whitney test. The 
ne Indices for this group are given in Table 


“To investigate the hypothesis on which 


~ the method of assessment was based, that 


the learning of nonsense syllables would 
weaken the inhibitory process under investi- 
gation, Experiment 2 with Group 2 was 
carried out. The I. Indices for the subjects’ 
performance on word list1, administered 
before the nonsense syllable learning, were 
compared with the average of the two I. 
Indices for the performance on word list? 
and word list, administered after the non- 
sense syllables. The I. Indices after non- 
sense syllable learning were lower than 
those before. This difference is significant at 
the 5% level, using the Wilcoxin test’ of 
paired replicatés. These scores are also 


given in Table 2. As the subjects learned 
list? and list ® better than list 1, presumably 
an effect of practice, it could be argued that 
the difference in the I. Indices is due to the 
greater number of words learned in 16 trials. 
To allow for this the I.I. was recalculated 
for each subject’s performance on list 2 and 
list * up to the trial when they had learned 
the number of words nearest to that learned 
on list 1, The average of these two I. Indices 
was still lower than the I. Indices for the 
subjects’ performance on list 1, This differ- 
ence is significant at the 2.5% level using the 
Wilcoxin test. These scores are also given 
in Table 2. 
Discusston 

It has been shown that the inhibitory 
process which produces difficulty in learn- 
ing the central portion of a serial learning 
task is weaker in people with allusive think- 
ing. It is of importance to know the nature 
of this inhibitory process. Most workers 
have considered it to be due, to the setting- 
up of conflicting associations(16). For ex- 


le, if the items of a series are represent- 
"ed by a—b—c—d, they consider the asso- 
“ciations set up between a and c and a and d 
Gnterfere with the learning of a—b. How- 
ever, it has been shown by the author in the 
study that this difficulty in learning 
the central portion of a list is lessened after 
‘carrying out a difficult learning task, though 
Tearning ability is not diminished. This must 
mean that this inhibitory process is in fact 
"an active one which is weakened by fatigue, 
and not merely a passive interference of 
"conflicting associations which would still be 
Set up in the above situation. 
Sn am It is the author's belief that this inhibitory 
process is that which accompanies attention 
id produces subjectively the “constriction 
Of the field of conscious awareness” and ob- 
‘jectively the electroencephalographic change 
‘termed the attention or arousal response. 
This response is produced when past learn- 
‘ing is inaccurate, that is, when prediction 
a fails—when an unexpected stimulus presents 
“itself or when an expected one fails to ap- 
"pear. One of the biological roles of the re- 
qi sponse appears to be the correction of this 
faulty learning by setting up excitatory con- 
nections between the cortical representation 
_ of the unexpected stimulus and that of the 
_ immediately previous events and by weak- 
< ening (with internal inhibitory connections) 
the excitatory connections active prior to 
_ the response, which led to the faulty ex- 
pectation. Hence attention aids the learning 
of the items it is focused on at the moment 
' While inhibiting those it was focused on pre- 
viously. When a series of responses is being 
learned, attention is focused on one after 
the other, so that while excitatory connec- 
tions are established to those in the focus 
of attention, inhibitory connections are be- 
ing established between the others. 
f The author considers it is this inhibitory 
_ process accompanying attention which pro- 
duces the effect measured in the above ex- 
periment. The finding that this process is 
Weak in persons with allusive thinking is in 
conformity with Bleuler’s theory as to the 
nature of the thought disturbance he de- 
scribed and with the author's clinical de- 
Scription of this condition. Futhermore, 


reverse condition—an increased difficulty in 
k „learning the central portion of a list occurs 


~ Malmo and Amsel(17) have shown that the « 


in patients after partial frontal leucotomy, 
when compared with normals. Partridge 
(18) found that such patients when concen- 
trating on one dctivity did not have their 
attention distracted, even by significant 
events happening about them. For example, 
one such patient when engaged in conver- — 
sation did not notice her kettle boiling over. ` 
This suggests the inhibitory process asso- 
ciated with attention is stronger in such 
people. Hence the finding of Malmo and 
Amsel is in conformity with the authors i 


i 
3 
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theory that the difficulty in learning the ceñ- 4 
tral portion of a list is due to the operation” 
of the inhibitory process associated with 
attention. zj 
It was stated earlier that the author had © i 
shown that when a schizophrenic patient 
shows allusive thinking one of his parents 
does also. It could not previously be exclud- —~ 
ed that this familial tendency was due to- F 
transmission through environmental contact 
with the parent rather than being due toa 
hereditary factor. However, the reduced 
difficulty in learning the central portion ofa ii 
word list found in people with allusive 
thinking can hardly be explained in this 
manner. Therefore, this finding considerably ~~ 
strengthens the author's hypothesis that allu- 
sive thinking is inherited in dominant fash- 
ion. as 
SuMMARY . 
The observation of Bleuler and Skottowe 
that certain recovered schizophrenics con- 
tinue to show a special form of thinking is 1 
examined. The author’s theory that this” 
thinking is also shown by a percentage of 
the normal population who have never suf- 
fered from schizophrenia is stated and his 
clinical description of this mode of thinking, ` 
termed “allusive thinking,” is elaborated. = = 
It is shown that normal subjects with this — 
thinking show less difficulty in learning the ~ 
central portion of a word list than do sub- © 
jects‘ without it. Evidence is advanced that 
this is due to a weakness of the inhibitory 
process accompanying attention. This is con- 
sidered to support Bleuler’s view that this 
mode of thinking is due to such a weakness. 
It is also considered to support the author's _ 
view that the familial occurrence of allusive 
thinking is due to inheritance rather than_ 
environmental contact. ~~ 


(8. Fletcher, C. M.: Criteria for diagnosis 
and Assessment in Clinical Trials, In Con- 
trolled Clinical Trials, Ed. A, Bradford Fon 
oom : Blackwell Scientific Publications, 


IMcConaghy, N. Am. J. Psychiat., 117; 
Aug. 1960. 


Sy 
ee 


Kaada, B. R., and Johannessen, N, B, ; 
EEG and Clin. Neurophysiol., 12 ; 567, Aug. 


[ August 


10. Mum, N. L.: Psychology. Boston: 
Houghton Mifflin Co., 1956. 


11. Lepley, W. M. : Psychol. Monogr., 46 ; 
No. 205, 1934, 

12. Hull, C. L.: Principles of Behaviour, 
New York : Appleton, Century Crofts, 1943 

13. Hovland, C, I, : J. Exper. Psychol., 22 ; 
201, Mar. 1938, 

14. Hilgard, E. R. ; In Handbook of Ex- 
aman] Psychology, Ed. S. S. Stevens. New 
York ; i 


: John Wiley and Sons, 1951. 


gh, J. A: The Psychology of 
Human Learning: New York ; Longmans, 
Green and Co., 1952 


17. Malmo, R. B., and Amsel, A, : J. Exper, 


M. : Pre-frontal Leucotomy, 


eS : Blackwell Scientific Publications, 
1950. 


SPIRIT POSSESSION IN HAITI 


ARI KIEV, M.D.1 


Spirit possession is a phenomenon known 
to mankind since Biblical times. It refers to 
a relationship existing between spirits and 
humans manifested by the possession or in- 
corporation of the human being by the 
spirit, so that the behavior of the human 
is taken as the behavior of the spirit. This 
phenomenon is widely present throughout 
the world and has been reported not only 
in Africa and Asia but on other continents 
| as well(10). Perhaps the most complete 
survey of the subject was undertaken by 
T. K. Oesterreich who published the classic 
volume Possession in 1930 wherein he con- 
sidered the phenomenon among primitive 
races, in antiquity, in the middle ages and 
in modern times(14). The behavioral char- 
acter of the phenomenon, most writers 
agree, has much the same range of appear- 
ances from one society to another. Explana- 

y tions have always differed, however, as have 
attitudes toward the possessed. Oesterreich 
has suggested that throughout the ages and 
at all levels of civilization the phenomenon 
has been a manifestation of a psychic com- 
pulsion, 

There is an extensive literature on the 
subject which has been analyzed in a num- 
ber of ways. All the theories, metaphysical, 
theological or psychological have been char- 

$ acterized by a necessity to explain the 
ý origin of the new personality emergent in 
the possessed, Thus the Biblical interpre- 
tation concerned notions of the Devil and 
demons, explanations which persisted in 
the Western world late into the 19th cen- 
aan Moving from animistic assumptions 
ot spirit movements, psychological inter- 
pretations have sought the explanation in 
Psychic processes. Thus possession has been 
explained by psychoanalytic theorists as a 
return of the repressed, wherein Id repre- 
sentatives overwhelm the Ego in a state 
s dissociation(8, 10). Others, describing 
i e phenomenon in Haiti, have considered 
b as theatre(13), as a confessional played 
Put not spoken(13), and as a controlled 

1 Henry Phipps Psychiatric Clinic, The Johns 


Hopkins Hospital, Baltimore, Md. 
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means for communication normally with 
the supernatural (6). Perhaps most interest- 
ing in the literature on Haitian possession 
are the personal accounts of individuals 
who have themselyes become possessed. In 
one subjective account one senses the em: 
phasis placed on the situational stim 
necessary to enter into the trance state o! i 
possession (2). í 
The phenomenon of possession has an 
important role in Voodoo.? For adepts 
is the means by which the Voodoo loa ( spir- 
it deities) interact with mankind. Throug 
possession of a member of the congregatio 
the loas enter the midst of the congregants 
to punish, admonish, reward and encour- 
age them as well as treat and cure their 
ills and worries. For the adept the loas are 
recognizable by their appearance, behavi 
and temperament and other human quali. 
ties and characteristics as they are mani- 
fested in their human agents(4). . 
Possession occurs when a loa selects “te 
mount” or “enter the head” of his cheval 


ossessed by 
pre perform extraordinary feats of agili 
and balance, c 
branch swinging, often climbing n 
trunk head first. Others may hold hot iro 
in their hands, chew broken glass or wi 
bare-footed over hot coals. After the posses 
sion, ‘most are amnesic for the preceding 
events(11). As Madame Tisma Innocence 
an old and revered mambo (Voodoo priest- 
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ess), said: “You loss your consciousness. 
You have only your body. Your soul is 
~ replaced by the loa. The loa controls your 
brain, you forget everything.” 
_ The disorganized, theatrical and histrion- 
quality of possession varies from one in- 
dividual to another, but usually the more 
experienced individuals have smoother and 
ss chaotic transitions to possession. Excep- 
tions to this exist and depend on the nature 
the loa possessing the adept so that a 
olent loa will be expected to possess his 
cheval in a violent stormy way. The strug- 
_ gle the cheval has in bearing his “mount” 
is considered as manifestation of this diffi- 
culty of “bearing a loa.” Most Voodoo 
audiences show great sympathy for the 
person struggling with a loa. 

Possession is a usual feature of ceremo- 
nies but it is also seen during divination and 
treatment situations in the hungan (Voodoo 

iests) who invoke the power of their loas 

for these purposes. Occasionally some have 
_ observed it in such non-religious surround- 
ings as market places(13). Others have 
identified the phenomenon outside Haiti 
occurring in Negroes many generations 
~ temoved from their African heritage(1). 
POSSESSION OF A HUNGAN 
For purposes of divination, fortune tell- 

i most hungan invoke their 


_ of shaking tension where his entire body 
seems involved. Previously articulate speech 
turns to grunts and his face is painfully 
_ twisted until it is unrecognizable. When 
_ possessed, the hungan turns and greets his 
audience with his loa’s characteristic salu- : 
tation. Henceforth communication is be- 
tween the loa and the audience. All de- 


=) 


mands for money, sacrifice, adherence to 
particular treatment regimens, etc., are re- 
quests of the loa, not the hungan. 

The characteristic feature of the hungan’s 
possession is the facility and ease of transi- 
tion to such a state. This can best be attri- 
buted to his familiarity and extended ex- 
perience in entering such states. Save for 
the changed voice, posture and facies, most 
hungans preserve an amazingly keen aware- 
ness and consciousness of the ongoing sit- 
uation and their role in it, and are able to 
rely on their vast resources of knowledge 
and intuitive talents in diagnosing and treat- 
ing, while being possessed. 

Throughout the ceremony the partici- 
pants depend on the hungan who both 
encourages their self abandonment and con- 
trols the limits, The hungan himself would 
seem to be able to do this by virtue of 
the authority vested in him by his office 
as priest and undoubtedly because of the 
belief the congregants have in him, Usually 
he is a sincere individual. Occasionally, 
however, he is a psychopathic individual 
who consciously recognizes the culturally 
defined needs of his congregants which he 
manipulates for his own profit. In the case of 
the sincere hungan his possession is mild 
because of the minimum anxiety he feels 
in becoming possessed. There is little diffi- 
culty for him to control his behavior in this 

culturally sanctioned role. In essence most 
hungans can readily give up those char- 
acteristics defining them as individuals, 
making themselves into religious person- 
ages, and becoming thereby culturally rec- 
ognizable individuals only. All hungans in 
effect are known by the spirits possessing 


them and not for their own personality 
attributes, 


POSSESSION OF AN ADEPT 


Most Voodoo ceremonies begin as the 
hungan Kneeling before his altar invokes 
the spirits and gradually becomes possessed. 
During the ceremony, influenced by the 

cing, drinking, singing and convivial 
atmosphere, the other congregants fre- 
quently become possessed. Their crises, 
however, are marked by a greater loss of 
self control and Consciousness than are 
those of the hungan. During one ceremo- 
nial, I was able to observe closely the 

i% 
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behavior of a hunsi (adept) who became 
possessed. The main feature of the cere- 
mony was the ritual sacrifice of a goat, 
without a knife. The hungan had donned a 
bright red military uniform and all the 
female congregants were brightly garbed 
in red dresses. The ceremony had been go- 
ing for several hours and there had been 
much dancing and drinking. 

As the seemingly “drugged” goat fell 
to the floor and convulsively died, a hunsi 
lurched forward through the crowd and 
screamed. As if crazed by the death of the 
goat, she threw herself on the floor beside 
it and lay dishevelled on the floor, her body 
writhing and arms and legs flailing. She 
seemed out of contact with her surround- 
ings and quite unconcerned with the possi- 
bilities of self injury. As she stumbled up 
from the floor her swinging arms brushed 
closely by the bystanders. She doubled up, 
her face contorted into a mask of agony, 
and kicked her feet wildly in all directions. 
Her head bobbed to and fro and she spit 
blood from a bleeding nose. She was con- 
strained from further violence by two male 
assistants who gripped her arms tightly. In 
time she calmed down and only slowly 
seemed to regain her senses and composure. 

According to the congregants this woman 
had become possessed by the spirit of the 
dead goat. The hunsi’s behavior is indistin- 
guishable from hysterical or dissociative 
behavior trends. This hunsi seemed less 
comfortable and less in control of her be- 
havior during possession than did the hun- 
gan and unlike the hungan did not retain 
complete control of her consciousness. How- 
ever she undoubtedly felt sufficiently com- 
fortable in the role of the possessed to 
permit herself this self-abandonment. 


POSSESSION OF A NON-ADEPT 


> Not infrequently persons several genera- 
ane removed from a milieu of Voodoo 
2 = and custom present what to believers 
a early the manifestations of possession. 
he people, screed adepts who view such 
eriences as divine approbation, struggle 
none Ta manifestations. They refuse 
cept the call of their loa” i 

AT of their loa” according to 
k. quot interest in regard to this phenomenon 
L Possession outside of Voodoo circles is 


. NATIVE THEORY OF INSANITY 


the description of a clinical syndrome: re- 
cently described in Haiti, a syndrome quite 
comparable to the Voodoo possession and 
labeled as such by Voodoo adepts. A 


de courte durée et ne laissant que peu on pas ` 
de deterioration (15). og 


Voodoo and associate! 
persecution. Here it would seem that: 
though such individuals are still affect e 
by elements of Voodoo culture which 
forth marked anxiety reactions, they 
sufficiently alienated from the peasant 
ture to be unable to use the cultural me ha 
nisms of anxiety reduction through s 

recognizable role playing. 


According to popular belief, human b 
ings are composed of the body, the big n 3 


larly a sorcerer can force the big 
angel from the head of a victim 
various magical means, with the soul 
a dead person or animal causing the 


5 SPIRIT POSSESSION IN HAITI —— 


Set Ee E 


ees: 


x X, bE a 
dividual to lose his mind, his insane be- 
havior being considered as the manifesta- 
tion of the dead soul or animal spirit 
_ reincarnated in him. This is one of the main 
_ causes of supernatural folie. The other 
cause which follows from ignoring the 
dictates of a loa follows a similar pattern, 
__ the loa supplanting the big good angel and 
_ refusing to leave until the individual has 
| accepted Voodoo, although this does not 
guarantee surcease of the illness. 
In both instances of supernatural folie 
_ the mechanism of replacement of the big 
good angel by an outside entity producing 
insanity is identical with the replacement 
by the loa during ceremonial possession. 
_ This fact suggests a close tie between gen- 
= uine folie and ritual possession. Further 
_ evidence suggestive of a close association 
een the two phenomena is the oft 
repeated and commonly acknowledged fact 
_ that the first indications that a man is 
receiving the call to be a hungan from a loa 
_ are indistinguishable from folie, If the in- 
dividual does not accept the call of the loa 
e may be punished in the form of sickness 
_ or insanity. Further suggesting the tie is 
_ the fact that hungans are believed to be 
_ more prone to folie than anyone else. 


Discussion 


= We have here sketched out three different 
_ patterns of behavior and the native theory 
_ Of insanity all of which share in common the 
_ Voodoo explanation of spirit possession, 

_ Certain features related to a predisposition 
_ to possession seem clear, Firstly, certain 
__ personality traits would seem to predispose 
an individual to 
Secondly, early and long enduring observa- 


_ practice and experience in 
_ sessed makes for relative ease in negotiating 

the transition from the normal to the pos- 

sessed state, R 

Furthermore, certain features of the syn- 
drome seem clearly definable. Possession 
is usually characterized by a reduction of 
higher integrative functions such as articu- 
late speech, social inhibitions and muscular 
 coodination with a concomitant increase of . 
_ reflex behavior such, as trembling, convul- 
_ sive movements, muscle twitching, teeth 


grinding and sucking movements. In many 
instances of possession, a sensory anesthesia 
exists allowing the individual to expose 
himself to noxious stimuli which normally 
would be harmful. Such phenomena have 
been explained in terms of hysterical: or 
auto-hypnotic losses of perception. Injury 
does, however, often occur according to 
many Haitian physicians who frequently 
see burn cases following Voodoo rites( 12). 

The question arises on the basis of the 
examples cited as to whether the phenome- 
non of possession is a form of psychiatric 
disorder or merely a culturally acceptable 
patterned role playing. The hungan enters 
into a well-controlled, learned, complex and 
refined, self-induced trance, through auto- 
suggestion, probably on the basis of a per- 
sonal propensity. In the hunsi it has the 
quality of a dissociative state precipitated 
and reinforced by a highly charged emo- 
tional atmosphere accompanied by an ex- 
cessive barrage of sound, light and drug 
stimuli. The last type cited, that of bouffée 
délirante aigue would seem to represent 
a disorganizing psychotic illness in a cul- 
turally alienated individual. These three 
different explanations, although somewhat 
reasonable in themselves, fail to consider 
the unifying cultural aspects of this phenom- 
ena. If in Haiti all such behavior is ex- 
plainable in terms of a single notion of 
spirit possession, then any discussion of 
possession should perforce include such a 
unifying cultural insight. 

A concept of a culturally recognized and 
accepted way of “going crazy” would seem 
to best incorporate both sets of notions.’ 
From this viewpoint the role of the pos- 
sessed is a culturally sanctioned and gov- 
ered role, applauded in some circumstances 

as in ceremonies), vaguely tolerated in 
other situations (as in market places), and 
frowned upon or condemned in other con- 
texts and when differing in degree (as in 
forms of folie. It is a role offering opportu- 
nity for the expression of much repressed 
and suppressed feeling and thought. It 


f : wing from culture by 

genuinely ill people “the means for implementing 

their subjective derangement in a conventional 
f i 
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ides the poor, downtrodden and op- 
d peasantry with an opportunity to 
st the parts of gods, becoming for brief 
s lordly, omnipotent figures. For the 
sed and for observers who can vi- 
sly participate in the possession of 
and share the good fortune of being 
company of the gods, possession is 
tic and spiritually uplifting expe- 


d from an early age the peasant 
d is exposed to ceremonial possessions. 
is made aware of the prestige of the 
gan and the possessed. He sees how ap- 
ed are the possessed and learns of 
good fortune. Observing the posses- 
s of his elders, a Haitian peasant child 
up with the hope that some day he 
$, a will be possessed. As one well educated 
"Haitian told me: “Everyone in Haiti is 
"trying to catch a loa”(5). It is obvious that 
‘for the non-literate, uneducated peasant 
g a loa” by possession is far easier 
n it is for those more educated, intel- 
and sophisticated. 
We have presented evidence suggesting 
) possession is a learned pattern of 
tole playing. The selection of roles and the 
“appearance of the possession are seen as 
dependent on personal factors. The range 
s Of loa is so great that a great number of 
pi te are acceptable as loa possessions. 
a fact accounts for the recognition of 
the possession in non-Voodoo adepts such 
‘ Maya Deren and for the frequent con- 
usion of hysterical or psychotic behavior 
_ with possession. Although selection of this 
| ole suggests that the role is compatible 
with the possessed person’s personality, it is 
" Hot in itself sufficient evidence for making 
A clinical pychiatric diagnosis. The hysteric 
psychotic cannot however control the 
| Onset, the extent and the completion of his 
P uncontrollable behavior as can the pos- 


The impromptu nature of ceremonial be- 
a further suggests the conscious role 
aspects of possession. There is fre- 
quently much personal imaginativeness 
expressed by the possessed and much inter- 
‘Play with the congregants who join in the 
merrymaking, solemnity or other prevailing 
Of the ceremonies. The same individ- 
are possessed year in and year out 
La 


by the same loas. Occasionally an individ- 
ual is possessed by several different loas 
in the same evening but this too is char- 
acteristic for the specific individual. Each 
adept is identified with a specific loa or 
behavioral pattern from the time of his or 
her first possession and it is truly rare for ~ 
an individual to become possessed out of 
context, possession being considered ex- 
pected behavior for ceremonials only. 

According to most natives the loas prefer 
“to mount” people who are most like them- 
selves. Thus aggressive individuals are 
mounted by stormy loas and passive mild 
mannered individuals by gentle and friend- ~ 
ly loas. Occasionally the opposite takes > 
place as if by “reaction formation.” Metraux 1 $ 
in his recent work has suggested a number 
of points which argue against the dissocia- 
tive quality of the possessions(13). He has 
pointed out such things as the retention of 
memory of events during the possession, 
the self protective caution against bodily — 
harm during possession and the expression 
of feelings by the loa consistent with the 
possessed person’s personal attitudes to- 
wards others. 


CONCLUSION 


Possession as seen in Haiti is a culturally 
sanctioned, heavily institutionalized and 
symbolically invested means of expression 
in action for various ego dystonic impulses 
and thoughts. It provides a behavioral out- — 
let for much of the impoverished and 
pressed peasantry of Haiti. For those who 
are Voodoo devotees it provides legitimized 
public roles for private repressed impulses — 
and needs. It serves different needs for © 
different people. For the hungan it provides ~ 
a flexible and recognizable set of ideas 
which’ makes possible the translation ofa 
private needs into a publically acknowl- 
edged religious chosenness. For the hunsi 
it is an opportunity for the expression of 
behavior and emotions. The last type of 
individual “possessed by a loa” would seem — 
to be unable to channel his uncontrollable 
impulses into such an acknowledged and 
useful role for various reasons, usually ones 
which have alienated him from the main- 


er” 


„springs of the Voodoo cult. 


In essence, possession is a useful and 3 
culturally sanctioned form of role playing $ 
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which serves public as well as private 
needs and is legitimized only insofar as it 
occurs in the context of Voodoo-and in the 
‘orrect proportions. For those who are out 
of touch with Voodoo or for those whose 
‘Possessions last longer ‘than the ceremo- 
nials warrant it is not legitimized and is 
considered a form of folie. The similarity 
of possession phenomena and psychiatric 
‘illness plus the identical explanations for 
loa possession and supernatural folie sug- 
gests a strong relationship between the 
__ two and adds weight to our formulation of 
j ritual possession as an acceptable form of 
“going crazy.” 
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In the current practice of hospital psy- 
_ chiatry the issue of patient liberty is a press- 
ing and challenging one. The Ypsilanti 
State Hospital, Michigan, organized a com- 
mittee under the direction of the superin- 
mdent to deliberate and act upon this 
‘matter. The crucial concern of this group 
was that many advances in psychiatry as 
well as in related fields have forced us to 
_ take another look at our administrative 
$ policy, regarding personal freedom(9). 
___ The state hospital has a long tradition of 
utilizing administration in the therapy of its 
_ patients(2). In the history of the last cen- 
' tury one is impressed by the good works of 
the moral therapists(5). This tradition more 


_ to see that the milieu in which the patient 
’ lives and, in particular, his emotional inter- 

relationships, constitute the hospital restitu- 
tive process(16). The committee formed 
Was multidisciplinary and had the obliga- 
ss tion to call upon all the resources of this 
a large modern hospital to carry out its func- 


Pr: 


In the past the philosophy of the hospital 
been to grant ground liberty to nearly 
-third of its patients. Decision to award 
Of this privilege came from the morning 
Medical and nursing staff meetings’ consid- 
eration of a request by the patient's physi- 
cian. Home visits were initiated by the 
relatives but were also considered by this 
Intermediate areas of freedom were 
e ed on a fairly informal basis, referring 
t Ee Patients physician for individual de- 


A study(7) of the hospital discharge rec- 
tevealed a high degree of personal 
Caprice in the outward movement of pa- 
ap to the community. Also, pressure from 

jcreasing demands of our urban area 
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forced us to consider some method of speed- 
ing the turnover of the hospital population, ~ 
We were to find some system which would 
effect more carefully planned patient move- | 
ment but still maintain and increase the 
therapeutic character of our milieu, 
An extensive survey was made of litera- 
ture dealing with patient freedom in state 
hospitals(32, 3, 30, 29, 4, 25). Some writers — 
felt that an open hospital was desirable ; 
however, their reasons lay in humanitarian 
and not therapeutic ideals, Others found ad- 
vantages in the closed door arrangement. ~ 
The committee was hopeful that it could 
find some way that would give the best of 
both systems, and avoid damage to the © 
milieu structure already developed in our  — 
hospital. We contacted 16 other large state 
hospitals whose problems were similar to ~ 
our own. All of the hospitals contacted 
seemed impressed with the need for a solu- 
tion better than simply opening or closing — 
the doors, All of them had found some par- — 
tial solution, but were not completely satis- 
fied. Two hospitals in Ontario, Canada, ~ 
tended to have views comparable with those — 
prevailing in Michigan. Hospitals in New ~ 
York and California stressed the open fea- < 
tures while those in Pennsylvania, Michigan, 
and Illinois tended to be more conservative. 
One hospital in Minnesota strongly sup- 
ported the open ward philosophy. However, 
the use of open hospitals brought some very 
readily admitted problems. There were dif- 
ficulties in training the staff, in keeping 
patients in therapy, and a large increase 
was needed in the facilities provided for pa- 
tients with freedom. Those not embarking — 
on an open hospital operation had problems 
of limiting patient freedom more than was 
necessary ; they were being forced to find 
partial solutions for individual patients who 
really needed an open hospital. Our group 
was impressed with the reply from the 
Menninger Foundation, whose philosop! 
is that freedom should be given as a pre- 
scription for therapy. vid 
< After considering this problem for a” 
period of months we efnbraced neither 
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‘open nor the closed door philosophy. We 
began to plan for a milieu which would give 
our patients experience and practice in so- 
ial living: if we should open our doors 
they would open to a better adjustment for 
the patient in the community. In planning 
this we established 4 major principles. 
First was reinforcement of the doctrine 
already current in the hospital practice that 
_ socially responsible behavior was required 
from the patient. Secondly, the patient’s 
governing body, the patient-council, was to 
be integrally involved in demanding reason- 
ble conduct from a person receiving liber- 
ty. Thirdly, the area of local control of our 
liberty program required extension, This in 
_ practice would give the ward staff a larger 
number of techniques by which to foster 
useful social behavior as well as a signifi- 
cantly responsible task for patient-council 
sistance. Fourthly, we considered our 
American socio-political structure, which is 
a composite of personal responsibility, local 
_ control and group action for many personal 
_ goals. This process is an impelling civilizing 
_ factor in our society. Staff-patient organiza- 
tion could make a structure rewarding be- 
havior by modelling such a system. This 
_ was effected by the use of a multiple card 
_ pass system giving graduated amounts of 
eo freedom according to individual 
“need. 
The types of such cards recommended 
were: a. Therapy card; this card would 
e granted at the ward and patient-council 


rivilege card; this would offer to a suit- 
able patient essentially an open hospital 
_ Setting, even permitting the use of keys in 
_ closed parts of the hospital. Freedom out- 
~ side the hospital would be considerably re- 
stricted. c. Honor card; this card would 
_ permit an almost unlimited degree of free- 
dom in an effort to rehabilitate the patient. 
_ The hospital would be a stable base of op- 

eration, which could be used as a day hos- 
pital, night hospital or a combination of 


ein 
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necessitated. This card would be limited 
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temporarily to destroy its reward value for 
simple hospital adjustment. 


DISCUSSION 

Placing this program into effect was a 
prolonged process in a large organization. 
Of the one thousand staff nearly all were 
consulted. We did this by personal contact, 
talks over coffee, in hospital publication of 
ideas, full dress staff conferences, and brief- 
ings of staff by the executive group. Final- 
ly, we published a manual giving a com- 
plete summary of our work. This careful 
preparation led to relatively easy accept- 
ance of the plan. When the time came for 
official inception, active agitation had been 
initiated by staff to hasten formal executive 
approval. From the beginning of the opera- 
tion of the program a major complaint was 
that it had not gone quite far enough; 
surely we could do more than this. 

Current social psychiatric literature 
would confirm this major complaint. How- 
ever, we were very mindful of making only 
one solid advance, It would be unheeding 
to plunge without consideration of the hos- 
pital as a community with many diverse 
social forces, Just as unheeding would be to 
forget the serious import of the concept of 
mental disorder as a product of social struc- 
ture, Our attempt was to present a compro- 
mise permitting further social development. 
In creating this portion of a therapeutic 
milieu we were gratified by the ability of 
staff-patient groups to seize upon the con- 
cept of local control. The best example was 
a partial opening of geriatric wards simply 
by granting cards to all patients on the 
ward. 

Perhaps the greatest finding coming from 
this study has been that patient freedom is 
only one portion of a total hospital milieu. 
For patient freedom to be meaningful, the 
hospital must supply an area in which the 
patient learns to live normally. Our total 
program will not be effective until we have 
individual decision of each patient’s indi- 
vidual day with the patient an active par- 
ticipant in decision. Committees are cur- 
rently working with this problem. 


SUMMARY 
A statement of policy regarding patient 
freedom is given by a Michigan hospital. It 
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is the result of long and considered plan- 
ning. We have considered both the open 
and the closed door concepts. In our opinion 
both present major defects. The basic de- 
fect of the open door is “open to what ?” or 
“for what purpose?” The defect of the 
closed door is that it is not only inhumane 
but also is not so useful in getting a patient 
well. We are now attempting to institute a 
policy that will hopefully combine elements 
of social living into therapy and rehabilita- 
tion. To date, in our setting, the policy ap- 
pears reasonably successful. 
) 
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Alterations in mentation have been recog- 
nized as characteristic of myxedema since 
Gull’s original description in 1874(1). De- 
lirium, depression, paranoid delusions, and 
hallucinations were reported as occurring in 
| various combinations by the Committee on 
_ Myxedema of the Clinical Society of Lon- 
don in 1888; all their 109 advanced cases 
evidenced slowing of thought processes and 
50% had at least one psychotic manifesta- 
 tion(2). 

During the succeeding 60 years case re- 
of myxedematous psychosis empha- 
sized the clinical syndromes and differential 
_ diagnosis(3-6), pathologic picture(7), oc- 
currence after exophthalmic goiter(8) or 
-thyroidectomy(9), hallucinations(10), and 
therapy(11), In 1947, Asher presented his 
assic “Myxedematous Madness”(12), The 
_ previous articles and 1 fictional reference 
(13) served to stimulate Asher’s interest ; 
_ he reported his personal experience with 13 
_ examples of this malady which he had en- 
_ countered in a 2% year period, stressed their 
clinical similarity to “the so-called function- 
al psychoses,” and speculated that psychi- 
= atric hospitals were populated with many 
unrecognized psychotic hypothyroids. Sys- 
tematic evaluations of all patients in large 
_ psychiatric hospitals identified only an oc- 
sional instance of such error(14) ; so that 
Asher apparently overestimated the inci- 
lence of the disease by reason of unique ex- 
perience. 
_ Subsequent studies have been primarily 
concerned with the effects of hypothyroid- 
ism on central nervous system function. 
_ Scheinberg, et al., observed cerebral meta- 
bolic deficiencies in myxedema(15). Brown- 
ing, Atkins, and Wheeler marshalled the 
clinical and electroencephalographic evi- 
dence that myxedematous psychoses are of 
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1 We are indebted to Drs. George Ulett, Herbert 
- Rosenbaum, R. Eugene Holeman, and William G. 
Becke for permission to use portions of their 
clinical material. ; 

2 Third year resident in Psychiatry, and Asso- 
ciate Professor of Psychiatry, Department of Psy-» 
chiatry and Neurology, Washington University 
‘School of Medicine, Saint Louis, Mo. 
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a delirious nature(16). Reitan found in- 
tellectual functions uniformly impaired in 
myxedema(17) ; Money reported quantita- 
tive evidence of “organic” changes on psy- 
chologic testing of patients with hypothy- 
roidism(18). 

Most recent reports of psychoses in myxe- 
dema have appeared either in the general 
medical or neurologic literature, and indi- 
cate that they are clinical entities of a de- 
lirious nature differing little in import from 
myxedematous coma, heart disease, or neur- 
opathy. The current literature on myxedema 
psychosis seems to indicate that this condi- 
tion is readily recognizable as a delirium, 
that psychiatric care is necessary only when 
the patient’s behavior requires closed ward 
management, and that thyroid extract plus 
individualized endocrine and cardiac atten- 
tion constitute the only specific treatment. 

Our recent experience with the 3 patients 
described in detail in this report has demon- 
strated to us that the psychiatrist must be 
always on guard that patients may appear 
clinically depressed or delirious with few, if 
any, of the stigmata of the underlying 
myxedema. In addition it seems evident that 
the mood, behavior, and thought disturb- 
ances of hypothyroidism which may persist 
after adequate thyroid substitution can re- 
spond to psychiatric somatic therapy. 


Case 1.—Mrs. A. W. (St. Louis City Hospital 
#M-107779), a 57-year-old housewife, was hos- 
pitalized April 11 through Dec. 31, 1959, Dur- 
ing the preceding 3 years her family had noted 
a gradual development of lethargy, weakness, 
marked irritability, loss of interest in all former 
activities, retardation, anorexia, constipation, 
30 Ib, weight loss, crying spells, confusion, 
inability to concentrate, sleep disturbance, total 
body alopecia, and auditory hallucinations of 
a threatening nature. 

From Nov. 17 to Dec. 17, 1958 she had 
been in another hospital where physical exam- 
inations, routine laboratory work, electrocardio- 
gram, chest and skull x-rays, and Jumbar punc- 
ture were reportedly normal. No protein-bound 
iodine or cholesterol was obtained. Diagnoses 
were involutional psychotic depressive reaction, 
alopecia areata, umbilical hernia, and ichthy- 
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osis; accordingly, a course of 10 electroshock 
treatments was administered which reportedly 
resulted in a significant improvement in activ- 
ity, appetite, and interests. 

These improvements lasted only a short 
while, however, and the patient was brought to 
the City Hospital for further evaluation. There 
was no past or family history of psychiatric or 
metabolic illness. The patient had had 5 normal 


_ deliveries and had reached menopause at age 


45, Physical examination demonstrated total 
alopecia; dull-bloated facies; myxedema of 
tongue, face, and pretibial regions ; prolonged 
relaxation phase of myotatic tendon reflexes ; 
cardiomegaly ; and inability to stand. She was 
disoriented for time and place, markedly re- 
tarded, and deludedly depressed. Immediate 
diagnosis of myxedema with consequent or- 
ganic brain syndrome with depressive symp- 
toms was made clinically. 

The hemoglobin was 10.2 gm. per 100 ml., 
the red-cell count was 4.28 M per cm., the 
hematocrit was 40%, and the white-cell count 
was 6200 with a normal differential. The sero- 
logic test for syphilis was negative, Urinalysis 
was normal. Serum carbon dioxide, chloride, 
potassium, sodium, calcium, phosphorus, and 
alkaline phosphatase were within normal limits. 
Fasting blood sugar, non-protein nitrogen, total 
and fractional proteins were normal. 

Protein bound iodine was 0.7 micrograms per 
100 ml., cholesterol was 560 mg. per 100 ml., 
radioactive iodine uptake was 4.3% in 24 hours 
and the basal metabolic rate was —38%. Urinary 
excretion of 17-ketosteroids was 3.3 mg. per 
24 hours and of 17-hydroxysteroids 0.3 mg. 
per 24 hours. The electrocardiogram demon- 
strated low voltage in all leads. Chest films re- 
vealed generalized cardiomegaly. Lumbar 
Puncture returned clear fluid under normal 
Pressure, without cells, with a protein of 48 
mg. per 100 ml., and a chloride of 140 meq. 
= L. No Werer test for thyroid response to 

ee was done. 

teatment with thyroid extract was begun on 
the fourth hospital day ; initial dosage was 1/8 
“gel per day, and this was increased rapidly 
o that by the tenth week she received 3 
ae day. At this time the protein bound 
ai hie 4.9 mcg. per 100 ml., the cholesterol 

4 2 mg. per 100 ml., and the basal meta- 
eae was -14%. Urinary excretion of 17- 
a eta and 17-hydroxysteroids rose to 14 
ae ae per 24 hours, respectively. By the 
B4 a week the protein bound iodine was 
B. per 100 ml. ; the cholesterol was 239 

E. per 100 ml.; the electrocardiogram and 


i 4 el x-rays had returned to normal. The phys- 


“Manifestations of myxedema and the dis- 


orientation had also cleared by the thi 
month ; however, she remained markedly di 
pressed and retarded—so much so that it re- 
quired 2 hours to perform the mental statu: 
examination. Methylphenidate hydrochloride 
(Ritalin), phenelzine dihydrogen sulfate (Nar- 
dil), and imipramine (Tofranil) were adminis. 
tered without improvement ; then a course 

12 ESTs was given during the seventh hos- — 
pital month. Improvement was rapid ; the p: 
tient was entirely well at discharge. She was 
maintained on 3 grains of thyroid daily and was 
well at follow-up 4 months after discharge, 


DISCUSSION $ 

The depressive syndrome was so marke 
in this case that other physicians treated hi 
initially with a course of 10 ESTs. 
months later the diagnosis of myxedei 
with secondary chronic brain syndrome w: 
made on clinical grounds, and confirmed b 
thyroid function tests. 

Both the thyroid deficiency and the dis- 
orientation were corrected by substitution 
therapy ; however, after 5 months of euth 
roid state there had been no alteration in th 
retarded depressive syndrome. A course o 
12 ESTs resulted in complete clearing of the 
retarded depression. This response has been 
reported in organic depression Aiat: 
after elimination of bromide intoxication 
(19); and there is a general statemeni 
concerning such responses in myxedema i 
the American Handbook of Psychiatry(20 
without data, however, or textual reference, 
This case would appear to be a specific 
documentation of the effectiveness of EST 
in persistent psychiatric manifestations after 
the myxedematous patient becomes euthy- 
roid by substitution therapy. 


Case 2.—M. G., a 59-year-old white wid 
was admitted to Renard Hospital on Dec. 19; 
1959 and was discharged Mar. 15, 1960. Sh 
and her family maintained that until 8 months 
prior to admission she had been “an entirely 
well, happy and very active woman.” At that 
time she began to feel nervous, anxious, and y 
depressed. She felt guilty and was convinced — 
that she had committed some terrible wrong; — 
when an oil well was brought in on her un- 
productive 50-acre farm she felt “even more 
hopeless.” She developed severe anorexia with 
nausea and some dysphagia at food ingestion 
she lost approximately ` 35- pounds in the 
months prior to admission. Severe constipa 
required “mineral oil nightly in order to 
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bowel movement even twice a week.” It re- 
quired large doses of barbiturates to enable 
her to sleep 2 to 4 hours nightly ; in spite of this 
‘medication she awakened very early with symp- 
toms of agitation, overwhelming fear and hope- 
lessness, visual blurring, palpitations, tremor, 
_ “smothering,” and inability to concentrate. Re- 
 tardation became so marked that she “spent as 
much time as possible in bed,” frequently 20 
hours a day; she had lost interest in all her 
previous affairs and complained of feelings of 
profound weakness. She also was preoccupied 
_ with a “band of numbness around the waist.” 
Ten days before referral she had unsuccessfully 
attempted suicide by ingesting phenothiazine 
tablets. 
Six months prior to admission she had been 
hospitalized elsewhere for 1 week. Her com- 
plaints were then of nervousness, depression, 
sleeplessness, and loss of interest. Workup re- 
vealed a small asymptomatic hiatus hernia and 
© fluctuating glycosuria which disappeared as 
she lost weight rapidly. 
A The patient and her relatives maintained that 
_ she had been oriented and alert throughout her 
illness. 
__ Two years earlier Mrs. G. had been hospital- 
ized for acute cholecystitis and recovered com- 


no other past history of hospitalization, sig- 

nificant illness, or medical attention. 

The patient's father was a lifelong alcoholic 
__ who died in his 70’s; her mother died at 73 
of a cerebrovascular accident, Family history of 
= other psychiatric or endocrine disorder was 
_ denied. 

A. Physical examination revealed a pale, wasted, 
_ graying, agitated, depressed female who ap- 
peared at least 15 years older than stated age. 

_ Vital signs were normal. Her facies seemed less 

= wasted than extremities ; the skin was pale, dry, 

_ of normal turgor, and hung from her extremities 

in great folds. Her voice was somewhat hoarse, 

___ of normal pitch and her hoarseness seemed to 

-~ clear after drinking water. There was moderate 

___ kyphosis and increase in anterior-posterior chest 

_ diameter but heart and lungs were otherwise 

clear. Mrs. G. was able to move about unaided ; 
but she evidenced a shuffling-propulsive gait, 
gross tremor, mask-like facies, drooliag and 
adiadokokinesis, There was no cogwheeling 
rigidity or abnormality of myotatic deep ten- 
don reflexes. On rapid rising from recumbent 
position she complained of faintness and dizzi- 
ness ; at these times blood pressure fell from,a 
systolic of 140 and a diastolic of 80 to a systolic 
of 60 and a diastolic of 0. : 

_ Careful mental status examination revealed 

=- Mrs. G. to be well oriented. She was tearfully 


2 
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depressed and admitted constant suicidal 
thoughts. Her fund of general information, re- 
cent and remote memory, insight and ability 
to reason and abstract were normal. There was 
no evidence of confusion, thought disorder, 
hallucinations or delusions (other than de- 
pressive ones). 

Laboratory determinations revealed normal 
blood counts and urinalysis, The serologic test 
for syphilis was negative. Blood urea nitrogen 
was 15 mg. per 100 ml. Fasting blood sugar 
was 213 mg. per 100 ml. Protein bound iodine 
was 2.8 microgm. per 100 ml. Cholesterol was 
452 mg. per 100 ml. Twenty-four hour radio- 
active iodine uptake was 7.7% before and 
6.9% after administration of 10 units thyrotropin 
daily for 4 days. Basal metabolic rate was —9%. 
Serum bilirubin, cephalin-cholesterol floccula- 
tion, thymol turbidity, total protein, albumin- 
globulin ratio, calcium, phosphorus, alkaline 
phosphatase, potassium, sodium, chloride, and 
carbon dioxide combining power were all nor- 
mal. Lumbar puncture was normal but for a 
cried ay fluid protein of 147 mg. per 100 
ml. 
Skull x-rays revealed calcifications of the in- 
ternal carotids bilaterally ; chest x-ray demon- 
strated only healed fibrocalcific tuberculosis of 
the left hilum and left lung. Cervical, thoracic, 
and lumbar spine films demonstrated osteo- 
porosis, advanced osteoarthritic lipping with — 
some cervical bridging and encroachment on 
root foramina, and generalized calcification of 
major vessels. Electrocardiogram showed low 
voltage throughout all leads. Electroencephalo- — 
gram demonstrated “7-9/second basic resting 
occipital frequency, reflected anteriorly ; some- 
what slowed for age 59.” 

The initial impressions were that Mrs. G. was 
psychotically depressed, that she had some re- 
sidual phenothiazine intoxication with parkin- 
sonian features. On the third hospital day how- 
ever, she became quite confused and was there- 
after, disoriented for time and place at least a 
portion of each day until the protein bound 
iodine became normal. Shortly after this altera- 
tion in her mental status was noted the protein 
bound iodine and cholesterol determinations 
were available and the proper etiologic diag- 
nosis of myxedema became evident. 

Benztropine methane sulfonate (Cogentin), 
1 mg. bid., had been administered for the — 
parkinsonism during the 3 days prior to the 
onset of the confusional state. The parkinsonism 
improved markedly under this medication and 
remained so even though the drug was dis- 
continued immediately. j 

Thyroid extract was begun in a dosage of 4 
grain daily upon completion of the Werner 
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test; this dosage was increased weekly by 4% 
grain increments until daily dosage was 2 grains 
at which time the protein bound iodine was 6.0 
microgm. per 100 ml. and cholesterol was 310 
mg. per 100 ml. 

Fasting blood sugar remained in the range of 
235-300 mg. per 100 ml. ; urine sugars were 
negative until thyroid substitution began at 
which time glycosuria of trace to 3+ were ir- 
regularly found on regular quantitative de- 
terminations. Treatment with 1.5 gm. tolbuta- 
mide (Orinase) daily resulted in complete dis- 
appearance of glycosuria ; during the 4 week 
period prior to discharge the fasting blood sugar 
was found to be 160 mg. per 100 ml:, with 234 
and 104 mg. per 100 ml. found at 10 a.m. and 
2 p.m. respectively. 

During her hospital course the patient gradu- 
ally became oriented and alert, but developed.a 
perseverative ruminative concern with numer- 
ous somatic complaints attributable to her 
generalized arthritis, and generalized arterio- 
sclerosis. For example, she would complain 
repeatedly of back ache, chest pain, extremity 
pain, dizziness with accompanying postural hy- 
potension and anxiety over all these symptoms. 
Nevertheless her depressive delusions cleared. 
She required constant encouragement and as- 
sistance in occupational therapy and personal 
toilet. She was reluctant to leave the hospital 
and its well regulated supportive schedule. She 
denied depressive feelings concerning her re- 
tum home, but it was obvious that she would 
oe preferred to stay in the hospital indefinite- 


On follow-up evaluation via phone calls to 
relatives 6 months after discharge her con- 
dition was essentially unchanged ; that is she 
was fully oriented, alert, and much more active. 
She had never returned to her old active cheer- 
ful State, however, and continued with multiple 
Somatic complaints, Repeated attempts to have 


her return for more specific re-evaluation were 
unsuccessful. 


Discussion of this complex case is in large 
measure speculative. It seems clear, how- 
ever, that the onset of her illness was ap- 
Proximately 8 months prior to her hospital 
admission, that depressive symptoms ap- 
almost immediately, and that she 

eveloped manifestations of delirium only 
after hospitalization. Her confusion and dis- 
orientation appeared only after 3 days treat- 
ames with methanesulfonate, a drug which 
( va been known to induce delirium in others 
). Serious clinical consideration of myxe- 
ema occurred only after the delirium was 
e 


«grains of thyroid per day until her first Renard — 


recognized. The diagnosis was made on the — 
basis of laboratory data. Treatment with — 
thyroid extract corrected the myxedema, the © 
delirium, and the severe depressive de 
lusions; but she continued to complain 
perseveratively of multiple somatic com: 
plaints, especially those related to her 
teriosclerotic postural hypotension and g 
eralized osteoarthritis. These persisteni 
complaints plus her failure to return to her 
premorbid cheeriness have led us to wonder 


peutic improvement described in case 1 
thus, it is unfortunate that we have not been 
able to obtain more adequate follow-up. 


Case 3.—H. R. L., a white housewife aged 
42, was admitted for the second time to — 
Renard Hospital on Dec. 28, 1959 and dis- — 
charged Feb. 5, 1960. X 

In Oct. 1945, she had consulted her private 
internist for symptoms of depression, cryi 
spells, hyperventilation, multiple phobias 
cluding fear of insanity, feelings of hopelessness 
and anergia, anorexia, sleep disturbance, and 
ruminations concerning separation from her 
husband in Naval Service. Physical examina- 
tion was entirely normal. Impression was “psy- 
chotic or psychoneurotic change.” She was 
treated with elixer of phenobarbital and in 2 — 
months was recovered. 

In Feb. 1947, she complained of easy fatig- 
ability, had a lemon tinted skin as positive phys- 
ical finding, and evidenced a mild anemia 
(hemoglobin, 9.5 gm. per 100 ml. and red 
cell count, 3.5 M per cm.) which responded 
promptly to iron-liver extract therapy. 

During continued follow-up she repeatedly 
described symptoms of nervousness, dizziness, 
weakness, cold sensitivity, nausea, and blurre 
vision. In Mar. 1949, a complete evaluation was 
stimulated by a thickened, scaly change in the 
skin ; her hemoglobin was 11.5 gm. per 100 ml, 
with slight macrocytosis (mean corpuscular 
volume was 107 cubic micra), the bone marrow — 
was normal, the icterus index equaled 25, uri: 
nalysis was normal, non protein nitrogen was 
40 mg. per 100 ml., and the basal metabolic — 
rate readings were —12 and —16%. No cholestero! 
was obtained. A diagnosis of hypothyroidism 
was made and thyroid extract was begun 
initial dosage was 3 grains per day, and in 2 
months she felt “entirely well.” 

The patient had maintained herself on 2 


f 
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Hospital admittance of Mar. 1, 1958 through — 
Mar. 28, 1958, when she gave a 2 week history 
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of anxiety, worry, anorexia, sleep disturbance, 
depression, agitation, irritability, psychomotor 
‘retardation, and crying spells. She had quit her 
job and felt her life was hopeless. Physical 
"examination was unremarkable but for the 
mental status which demonstrated a sad, re- 
tarded, tense, anxious, tearful woman who ex- 
hibited a fear she had become insane. She 
was oriented, with normal memory and ab- 
straction, but had some difficulty concentrating. 
‘Urinalysis, complete blood counts, cardiolipin, 
electrocardiogram, chest and skull x-ray films 
were normal, The impression was psychotic de- 
pression, and she responded to a course of 6 
electroconvulsive treatments. At discharge, her 
depression had cleared ; thyroid was discon- 
_ tinued after a basal metabolic rate of +26 and 
+30% was obtained. Prior records were not 
available at that time; protein bound iodine 
and radioactive iodine uptake were not ob- 
tained, 
= The patient remained essentially well for 
about 1 year ; then, about 8 months prior to the 
cond Renard Hospital admittance she gradu- 
ally became “less peppy, and then rundown and 
eak.” She became anorectic and lost approx- 
‘imately 15 pounds ; she also became quite con- 
tipated, anergic, exhausted, and unable to 
carry on her usual activities. Her memory grad- 
ually deteriorated and she complained of dif- 
ficulty concentrating. Her husband considered 
her to be again depressed. She had complained 
of irregular menses, and seemed convinced that 
yroid resubstitution would correct this as well 
as the anergia. On the day of admittance she 
_ became confusedly paranoid and called the 
police to protect her from the family whom she 
_ thought were “getting rid” of her, The past and 
family history was otherwise noncontributory. 
_ Physical examination revealed classical features 
_ of myxedema : thick, coarse hair ; sparse eye- 
„brows; deep-hoarse voice ; thick-scaly skin ; 
_ and markedly prolonged relaxation phase of the 
uniformly brisk myotatic reflexes. Vital signs 
were normal. On mental status she was oriented 
as to time-place-person but seemed confused as 
to the role of the examiners ; her memory was 
impaired, but evaluation was not precise due to 
her inability to concentrate as well as her 
_ marked retardation. There was no apparent 
mood depression, Laboratory evaluations re- 
_ vealed a hemoglobin of 8.9 gm. per 100 ml., 
white cells numbered 8700 per cubic mm. with 
a normal differential count. Urinalysis revealed 
a trace of albumin and a few white cells, Resid- 
ual urine was 100 cubic ml. and produced a 
luxuriant growth of E. Coli sensitive to tetra-. 
cycline in vitro. Serum cardiolipin was nonre- 
active, cholesterol equaled 448 mg. per 100 
> 


2 


ml., protein bound iodine was 1.9 microgms. per 
100 ml., fasting blood sugar was 75 mg. per 
100 ml., blood urea nitrogen equaled 12 mg, — 
per 100 ml., radioactive iodine uptake was less 
than 1% in 24 hours. Chest x-ray was normal, 
Electrocardiogram demonstrated low voltage 
throughout all leads. Treatment consisted of 
simultaneous administration of thyroxin and 
electroshock. The thyroxin was given first in 0.1 
and then increased to 0.25 mg. daily dosage ; 
electroconvulsions were administered 3 times 
per week for a total of 8 treatments. Activity _ 
increased markedly within 2 weeks; and the — 
protein bound iodine rose to 6.1 microgms. per 
100 ml. after 1 month. The urinary infection 
cleared with oral tetracycline ; and iron-multi- 
ple vitamins were employed as adjunctive 
therapy. She was discharged on 0.25 mg. thy- 
roxin daily and was well 3 months later. 


DISCUSSION 


The disappearance of Mrs, Ls psychiatric 
syndrome without thyroid medication in 
1945 and the response of the 1958 exacerba- 
tion (acquired while on 2 grains of thyroid 
per day) to electroconvulsive treatments 
suggests very strongly that this woman's 
previous psychiatric illnesses were probably 
manic-depressive reactions, unrelated to her 
hypothyroidism. Treatment of the latest 
psychosis with thyroid alone, initially, 
would have been preferable ; however, her 
physician’s experience with her in 1958 led 
him to utilize simultaneous electroconvul- 
sive treatments. The possible resistance of 
depressed affect to thyroid (as in case #1) 
could not, then, be observed ; but complete 
recovery required only 30 days, 


CONCLUSIONS 

Asher stated that in “myxedema madness” 
the physician’s proper function is to recog- 
nize the hypothyroid state(12). Although 
he “made the diagnosis on the appearance 
of the patient and not on mental symptoms 
—you dont diagnose typhoid by the type 
of delirium,” he also emphasized that it is 
often exceedingly difficult to make an ac- 
curate diagnosis for “the signs and symp- 
toms are not specific to myxedema and any 
or all may be absent in a particular case.” 

We have presented clinical reports on 3 
unusual myxedematous patients. The first 
remained retarded and depressed after a 5 
months period euthyroid and fully oriented 
as a consequence of thyroid replacement ; 

real tes 


1961 ] 


FERRIS N. PITTS, JR., AND SAMUEL B. GUZE 


a course of electroconvulsive treatment 
dramatically cleared her syndrome and she 
has remained well. This further documents 
the report noted above of such success with 
electroconvulsive treatment(20); and we 
advocate its trial in other patients with 
persistent psychiatric symptoms after return 
to a euthyroid state. 

The second patient presented as a classic 
depression in a clear sensorium but became 
disoriented after 3 days of methanesulfonate 
therapy for phenothiazine intoxication. She 
improved markedly with thyroid substitu- 
tion but persisted in multiple somatic com- 
plaints; we have been unable to obtain 
personal follow-up re-evaluation in order to 
ascertain the advisability of electroconvul- 
sive treatment for persistent retardation and 
somatic ruminations. : 

Case 3 had an apparent manic-depressive 
depression in 1945 which cleared spontan- 
eously ; she developed hypothyroidism in 
1949 and was treated with 2 grains thyroid 
daily until 1958 when a second severe de- 
pression cleared with ECT, Following this 
hospitalization thyroid was discontinued 
and 18 months later she returned with a 
myxedematous depressive syndrome which 
responded quickly to simultaneous adminis- 
tration of thyroid and electroconvulsive 
treatment. We would have preferred to 
have reserved electroconvulsive treatments 
for residual depressive manifestations ; how- 
ever, the clinical response to simultaneous 
treatment was exceedingly rapid. 


SUMMARY 


A brief survey of the literature on psy- 
atric symptoms in myxedema is followed 

Y 3 case reports demonstrating that “Myxe- 
ema Madness” may present as seemingly 
specific organic or functional psychoses, and 
that psychiatric care may prove vital in the 
management of these patients. The success- 
u use of EST in psychiatric symptoms re- 
sistent to thyroid substitution in myxedema 


is reported. The further evaluation of ‘EST 
in this circumstance is suggested, 
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_ A century ago, John Conolly showed that 
all psychotic patients can be treated 
“safely, with good clinical results, without 
` any form of physical coercion. Furthermore 
his nursing techniques were fully described 
~ as early as 1839(2). Although such trans- 
| parent rationalizations as the claim that 
_ restraints are sometimes beneficial(3, 7) 
~ would not be found in current writings, a 
traditional notion has been tacitly accepted 
that mechanical restraints are indispensable 
tools, even if less desirable ones, for the 
protection of the patients themselves. It is 
said that they are still needed because other 
therapeutic measures are inadequate in 
ward emergencies. A recent revival of in- 
~ terest in abolishing restraints (1, 5, 6, 11, 
_ 12,15) points up the dearth of technical in- 
formation that could be put to use in actual 
ward practice. 
_ In this report we describe the nursing 
techniques as they were evolved in the proc- 
ess of eliminating restraints in an experi- 
mental setting. Our first concern was to see 
whether mechanical controls could indeed 
_ be completely abolished on a ward accom- 
_ modating severely disturbed patients under 
the typical conditions of service. Must addi- 
tional nursing care or perhaps new types of 
_ psychiatric care be added ? What alternative 
» measures such as chemical sedation are re- 
= quired? What practical problems among 
personnel accompany such a deep change 
~ in approaching assaultive patients ? 

The 65 male patients on our study ward 
were the most refractory, agitated, comba- 
tive, and suicidal patients in a 1600-bed 
Veterans Administration psychiatric -hospi- 
tal. The day shift team includes 1 psychia- 
trist, 1 clinical psychologist, 1 social worker 
(part-time), 1 recreation leader, 3 "nurses, 
and usually 10 aides (nursing assistants). 
Except for nurses and aides, the other 
staff members were responsible for another 
65-bed unit located on the first floor of the 
same building. Intermittently, graduate 
nurses were active on the ward as part of 
an advanced educational program. No ad- 
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ditional personnel were assigned and no ad- 
ditional funds were requested. 

A program of “Nursing Ward Therapy,” 
stressing on-the-spot support and guidance 
of patients by nurses and aides(13), had 
already been established on this ward. In 
Nursing Ward Therapy as practiced here 
the following aspects are most prominent 
and indispensable: 1. The nurse is physi- 
cally present in the dayroom with her pa- 
tients and accompanies them to other 
places; 2. The nurse responds to the pa- 
tient’s momentary needs, establishes rap- 
port, and judges daily her patient’s mood 
and receptiveness. The framework of the 
nurses’ activities is not scheduled ; spontan- 
eity and improvisation are expected. She 
listens to patients, talks, walks, works, and 
plays games with them. The aides are en- 
couraged by example and by consent to 
imitate the nurses’ methods of handling 
ward emergencies. This approach to the 
patient is designed not only to reduce ten- 
sion on the ward but also allows a maximum 
of contact with healthy people skilled in 
psychiatric treatment. It is assumed that 
the patient will emulate the nurses and 
aides and will relearn some of the norm: 
ways of getting along which have been dis- 
lodged by psychosis. It should be noted that 
the ward psychiatrist and psychologist 
spend much of their time in the dayroom in 
unstructured contact with patients to create 
a therapeutic ward climate. 

No formal indoctrination in special tech- 
niques was offered the nurses or aides but 
continual encouragement was given by the 
ward psychiatrist and psychologist, both in 
periodic conferences and daily informal 
meetings. The principles of the program 
were explained to the evening personnel | 
and periodic reports were received from 
them. Graphs and tabulations of restraint 
usage were prominently posted in the 
nurses’ office and served as a basis for dis- 
cussion and a means of motivating the 
nurses. 

The project was planned in 3 phases: 
1, The aim was to involve the nurse directly 

š i 
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in resolving ward emergencies with a mini- 
mum of physical control ; 2. The focus was 
shifted to the aides and they were induced 
to rely on their nursing skill more than 
ever before; 3. An attempt was made to 
handle ward emergencies entirely without 
mechanical control or sedation, relying ex- 
clusively on Nursing Ward Therapy tech- 
niques. 

A consistent routine for handling assaults 
and sudden violent outbursts was intro- 
duced as obligatory for the first 6 months 
(Phase 1). The main feature was an im- 
mediate interview by the nurse to decide 
whether the patient is to remain in restraint 
and whether a sedative is also necessary 
(in view of the type of patients, it was an 

“accepted practice for the aides to apply 
cuffs and belt in extreme emergency before 
the nurse arrived). The measures decided 
upon would then be endorsed by the ward 
physician at the earliest opportunity. The 
-nurse inquired into the circumstances and 
the likely causes of patient’s disturbed 
States, and instructed the aides as to further 
Management. The aides then could apply 

e customary restraint (cuffs and belt) 
in extreme emergency as before. This was 
done to avoid imposing a sudden change 
in the aides’ traditional role. The Director 
of Professional Services met with the ward 
hursing staff to indicate management's in- 
terest and to assure the aides that they 
would not be held responsible for injury to 
patients caused by failure to use restraints. 
Tn the second phase, restraint could not be 
applied without the nurse’s specific order 
for each instance, even in cases formerly 
considered exceptional. One month later 
the third step was added; the nurse was 
urged to refrain from giving emergency 
medication, Tn fact, every instance of re- 
straint had to be reported in a special me- 
morandum to the ward psychiatrist, describ- 


ing the circumst: justifyi 
Ror mstances and justifying the 


RESULTS 


The use. of mechanical restraint, meas- 
ey in number of applications and in total 
Ours per month declined sharply immedi- 
ately after the project began. For example, 
Testraints were applied an average of 58 
times per month for the preceding 6-month 


= se 3 


period while during Phase 1 the average 
dropped to 21 applications. However, the 
nurses began to use emergency medica 
quite freely. During a 4-month period 

fore the study, the monthly average of em 
gency sedation was 38 doses, while du 

Phase 1, the monthly average dosage 

to 114 doses. : 

In Phase 3 (8th through 15th mon 
when attention was turned toward reducing 
sedatives, dosage dropped to the pre-experi- 
mental monthly average of 37.5, This ley: b; 
remained stable for the last 6 months o: 
the study. At the same time the use o: 


graph demonstrating the changes in re- 
straint usage is reproduced in Figure 1. 


FIGURE 1 
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During the entire period under study 
the number of altercations, new admissions, 
transfers to the ward, number of personnel, 
and dosage of routine medication dispensed 
remained essentially unchanged. On this 
ward ECT is used only exceptionally, 
brief courses, and never as a maintenanc 
méasure, Tranquilizer drugs are prescribed 
in very conservative doses; for example, 
acutely disturbed patients typically receiv 
300 mg. chlorpromazine daily ; in extreme 
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y ‘eases dosage may reach 800 mg. for a few 
days. 

< To understand better the reasons for 
‘patients’ disturbed behavior and also as an 
educational exercise, the nurse’s notes and 
memoranda required for each application 
of restraint were examined and causes of 
patient’s distress classified. A number of 
“categories of patient or situations requiring 
restraint were conspicuous. Most commonly 
assault was prompted by auditory halluci- 
~ nations. A more complex, but typical sit- 
uation was seen in homosexual panic states, 
-where patients struck out in response to 
_ either hallucinations or provocative, coarse 
comments by other patients. Rage reactions, 
-seen in brain damaged patients, were the 
_ only cases constituting actual physical dan- 
at ger. In one or two cases restraint was 
applied to protect the patient’s own surgi- 
„~ cal dressing, Other patients were repeatedly 


Bey a essive, mainly to*gain attention, and 
_ often as a bitter protest against an incapac- 
ity recognized through partial insight into 
their predicament. Although only a few pa- 
tients could be so classified their outbursts 
were most repeated. Since they demanded 

constant attention and reassurance, and 
were inclined to intellectualize, this group 

= was the most taxing for the nursing staff. 
__~ It was discovered that although these pa- 
tients were very annoying and frequently 
attacked any staff member, they were in 
fact noticeably quite accepting of Nursing 
Ward Therapy. Restraint of any kind was 
never applied to them once they were un- 
derstood, Finally, and in spite of fairly 
intimate knowledge of patients, there re- 
mained a sizeable group whose unprovoked 
assaults remained unpredictable and inex- 
plicable. 

By the end of Phase 3, the relative size 
of the groups shifted and restraint was used 
only in cases of organic brain damage, 
acute alcoholic intoxication, and one or two 
non-organic cases whose outbursts were 
still not explained. Practically all instances 
` of restraint took place during the afternoon 

shift when a single relief nurse, who was 

unfamiliar with the patients and whose 

_. duties included other wards, was in charge. 


DISCUSSION AND CONCLUSIONS 
The crucial questions motivating this 
ô 


venture a been: can the traditional 
mechanical restraints be discarded without 
greatly limiting the patients’ freedom of 
action by other agents such as chemical se- 
dation ? Even if this can be achieved under 
the conditions of an experimental effort, is it 
possible to maintain the necessary level of 
psychiatric nursing during the daily rou- 
tine P 

These issues were identified in the run- 
ning debate which took place in the early 
1800s in England(3, 8, 9, 10, 14), and 
later in this country(4). Consistently favor-— 
able clinical results under a complete non- 
restraint regimen were reported (claims 


that all patients were cured by the new 
method have a familiar ring). The dramatic 


‘improvements were attributed to the care- ` 
fully devised techniques with which the — 
attendants were instructed to approach the 
patients in distress(2, 10). The adversaries _ 
of this “extreme” in the practice of moral- 
treatment, apparently equally experienced 
psychiatrists, argued that complete non- = 
restraint was achieved only by substitution. 
of excessive seclusion(3). 

In the first phase of the present study, 
a similar pessimism must have accounted 
for the transient increase in emergency med- 
ications administered on the nurses’ own 
initiative. Evidently, the nurse’s syringe had 
substituted for the aides’ cuffs and belt in 
an otherwise therapy-conscious setting. — 
Only through additional efforts within the 
structure of an experiment could chemical 
restraint likewise be brought under control 
and its minimum limits explored. The nurses 
observed for themselves that emergency 
sedation increased when only one regular 
nurse was on duty: “I didn’t have time to 
stay with the patient and had to give 4 
sedative instead.” t 

Inasmuch as other relevant variables 
(new admissions, altercations, number of 
personnel, use of tranquilizing drugs) 1e- 
mained essentially constant throughout the 
observation period, the virtual abolishment 
of mechanical restraints and subsequent re- 
duction of sedative medications must be the 
result of a still more consistent use of the 
personal, on-the-spot Nursing Ward Ther- 
apy. This particular therapy technique W 
not occur spontaneously but must be intro- 
duced with purpose and direction by those 
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responsible for the ward. In the final analy- 
sis, however, success of such a program 
depends upon emotional acceptance and 
genuine interest of psychiatric nurses and 
aides who work daily with their patients. 
The level of restraints and sedative medi- 
cation may be considered a real measure 
of psychiatric nursing performance. In this 
concept of measurement, the ideal level 
of nursing care is seen when physical and 
chemical controls are rarely used. 
Intentionally the study was conducted in 
= gradual stages to give an educational ex- 
“perience to all participants. In the begin- 
"ning, the nurses took inventory of the re- 
straint practices on the ward. They had the 
~ impression that restraints were not used ex- 
“cessively. They were genuinely amazed at 
“the gross discrepancy betweén what they 
had believed and the actual restraint prac- 
"tice, When the study was completed they 
asked themselves: “Why did we need so 
much restraint before ?” Later, the tabula- 
{ tion of chemical sedation was similarly re- 
vealing and instructive. Through the act of 
administering sedative medications the 
nurse could fulfill a traditional medical 
nurse’s role, This experimental setting gave 
the nurse an opportunity to abandon some 
facets of this role and to appreciate more 
y _fully—possibly for the first time—the role 

Of a specialist in psychiatric nursing. 

We know from spontaneous comments 
that both the nurses and aides emotionally 
Tepudiated the old ways of running the 
ward, suggesting confidence in their new 
skills and the likelihood that the changes 
would be lasting. We also learned that the 
Continual support and personal interest of 
those responsible for the ward is necessary. 
Since restraint, which by itself was a source 
A of ward tension, was abolished, patients be- 
Sane more accessible. After the initial strain 
Ki e S used to the new techniques, we 

ve the distinct impression that the per- 
aay of Nursing Ward Therapy has be- 
n easier and more rewarding task. 


bau aaa AND ROY JOHNSTON 


SUMMARY 


¥ Ae 
1. The use of mechanical restraint was 
virtually eliminated on a psychiatric 1 =a 
of acutely disturbed, combative patients, 
2. This was accomplished in a research 
setting through successive stages designed 
to be of educational value to the ici- 
pants. 
3. At first, the nurses tended to substitute 
chemical sedation for mechanical controls, 
4. Through a number of informal talks 
and formal devices (restraint graphs, oblig- 
atory written memoranda for all restraint, 
etc.), Nursing Ward Therapy techniques- 
were finally substituted for both mechanical 
and chemical restraint. As a result, the ward 
nurse perceived herself as shifting from a. 
primarily medical role to the role of a psy- wa 
chiatric nursing specialist. D 
5. Nursing Ward Therapy is prese ae 
as the alternative of choice in handling $ 
emergencies in large mental institutions, N 
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Melancholia is one of the oldest recog- 
ed mental maladies and it has been 
treated with a wide variety of methods and 
drugs. Depression is everybody’s concern 
since it transgresses the bounds of all the 
medical specialties as well as constituting a 
definite socio-economic problem. Even then, 
the actual incidence of depression is not 
fully recognized since it often strikes in a 
mild enough form to masquerade as “vague 
nervousness” or to be hidden by some dom- 

ant and attention focusing somatic symp- 
tom. 

‘The introduction of the amphetamines 
‘some 20 years ago brought new hope for a 
cure, In 1939 Dub and Lurie(1) reported 
the beneficial effects of benzedrine sulfate 
on the mood and psychomotor activity of 
psychotic patients. In 1953 Salzer and Lurie 
(2,3) studied the effects of a hydrazine, but 
hon mono-amine oxidase inhibiting antide- 
pressant drug, isoniazid. Although the bene- 

its of amphetamines and isoniazid proved 
limited and consequently disappointing, the 
door was opened for the introduction of 
numerous more potent chemotherapeutic 
agents in the past decade including the large 
group of mono-amine oxidase inhibitors. 

Many psychic energizers of varying effi- 
_ cacy have been introduced in the past few 


PHARMACOLOGY 


Tranylcypromine, a non-hydrazine in- 
bitor of mono-amine oxidase, is trans-dl-2- 


1 Supplied as Parnate by Smith Kline & French 
Laboratories. 
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phenyleyclopropylamine. Chemically it is 
related to the amphetamines and has the 
structure 


CH CH NE, 
RT E 
CHS -21H50 


4 
More recently, 10 mg, of tranylcypromine 
was combined with 1 mg. of trifluoperazine.! 
This product was introduced because of the 
realization that depression is often accom- 


panied or masked by anxiety (5). Both drugs 
were included in this study. 


MATERIALS AND METHODS 

During a 20 month period 84 depressed 
patients (53 women, 31 men) were treated, 
Ages ranged from 21 to 79 years. All were 
ambulatory and were seen in private prac- 
tice. Of this number, 57 received tranylcy- 
promine while 27 patients received the 
tranylcypromine-trifluoperazine combina- 
tion. In most instances the therapy with 
tranyleypromine was supplemented by small 
doses of barbiturates or phenothiazines. 
Several patients originally given tranylcypro- 
mine were later changed to the combination 
drug. The duration of treatment varied from 
1 to 19 months except in 5 instances where a 
side effect forced an earlier termination of 
therapy. Eight patients received concurrent 
electric shock therapy while 35 had re- 
quired shock therapy either for a previous 
episode or before starting with tranyleypro- 
mine. The average duration of the depres- 
sion prior to therapy was 3% months, All of — 
the subjects exhibited psychomotor retarda- 
tion with inability to function adequately 
from a vocational or social standpoint. ` 

Fifty-one patients had psychoneurotic de- 
pressive disorders, of which 26 were endo- 
genous and 25 were reactive. The remaining 
33 patients had psychotic depressions, in- 
cluding 8 manic-depressive reactions in the 
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depressed phase. Patients with demonstrable 
organic brain disease or depressive mani- 
festations of schizophrenia were excluded 
from the evaluation. 

During the earliest phase of the evalua- 
tion, a few patients received initial doses of 
10 to 15 mg. of tranylcypromine a day. It 
was soon apparent, however, that initial 
doses of 30 mg. a day produced a much 
more rapid and dramatic onset of improve- 
ment, Consequently most patients. received 
initial doses of 10 mg. of tranyleypromine 
three times a day, plus appropriate doses of 
a tranquilizer, usually either prochlorpera- 
zine, meprobamate, or a barbiturate, In 
some patients it was desirable to alter the 
dosage level relatively quickly, but in gen- 
eral, the initial dosage was maintained for 

an average of 4% weeks. Subsequent de- 
creases were made in accordance with the 
patient's progress but usually not for at 
least 4 weeks. 


RESULTS 


The results were evaluated in terms of 
subjective and objective improvement of 
the mood and psychomotor state. Sympto- 
matic improvement was sought but, as 
Stressed by Lesse(6), emphasis was placed 
Primarily on the individual's ability to adapt 
to the routine vocational and social respon- 
sibilities of everyday life. 

„On this basis the results were almost 
identical in the group treated with tranylcy- 
Promine and the group treated with the 
combination of tranyleypromine and tri- 
uoperazine. Consequently, the results in 
two groups will be considered together. 

Marked improvement occurred in 46 in- 
stances while the results were rated as 
Moderate in 16 others. Ten individuals 
: showed only minimal or transient improve- 
ment while 12 showed no benefit after 3-4 
ee of therapy. Combining these results, 

i oe cant benefit was derived in 62 cases 
3 4%) while 22 cases (26%) were considered 
ae Lending credence to these results, 
) Serving as a type of control, was the fact 
er le percentage of improvement ob- 
Os te independently by each of the authors 
F S own series, was virtually identical. 
pn puck from tranylcypromine appeared in 
an vetage of 9 days when a large initial 
“se was used. The average with the com- 
e 
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bination of tranyleypromine and trifluoper: 
zine, however, was 7 days. With-both drug: 
a few patients began to show signs of im- 
provement after only 2 days of therapy while 
in some cases, the improvement did not ap- 4 
pear until the third week. The delayed re- 
sponse, however, bore no demonstrable re- 
lationship to ultimate recovery. 
Where the dosage was reduced prema- 
turely and some depressive symptoms re- 
curred, a prompt reversal was achieved 
when the dosage was temporarily increased. 
In 4 cases there were relapses 3 to 7 months 
after therapy had been discontinued. In- 
each instance prompt improvement resulted 
when therapy with tranylcypromine was re- _ 
instituted. Their course was similar to their 
previous response even though it was usual- 
ly treated with 20 mg. daily rather than 30 
mg. Perhaps this may haye been the result 
of initiating therapy relatively sooner after 
the reappearance of depressive symptoms, 
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SIDE EFFECTS 

Initially blood counts were made routine- 
ly on all patients, but when no deviation 
from the normal was found in our patients 
on repeated examinations, nor reported by 
other investigators(5), this procedure was 
discontinued. Likewise, no instance of jaun- 
dice was encountered nor, to our knowledge, 
has any case been reported(5). 

Most of the patients (62%) experienced no _ 
side effects. In 14 instances there were mild, 
but insignificant side effects. They were sim- 
ilar for both drugs : dry mouth, restlessness, 
dizziness and insomnia. The latter usually 
responded quickly when the last dose was 
given by 3-4 p.m. or when a mild sedative 
was added, Dizziness was overcome by 
giving the drug at bedtime, strangely 
enough, without producing any insomnia. — 
With the combined drug, some drowsiness 
was also encountered. y 

More significant side effects included a 
diffuse macular skin rash which occurred in 
5 cases and a severe devastating and dis- 
abling headache in 2 cases. The skin rash 
gradually disappeared when the drug was — 
discontinued and did not require any spe- 
cific ancillary therapy. The headaches were 
self limited, lasting only a few hours. They 
were generalized, very seyere, and were ac- 
companied by extreme agitation, restless- 
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i ness, apprehension, and a transient elevation 
of blood pressure. They occurred after the 
ingestion of a heavy meal but produced no 

"nausea or vomiting. In both instances they 

_ occurred after about 10 days of therapy. In 

each instance therapy had to be discon- 

tinued. 


CASE REPORTS 
Case 1—A 51-year-old married man gave a 
_ history of mood swings, mostly of depressed 
nature, since the age of 20. These depressions 
had become more severe in recent years with 
each episode requiring hospitalization and elec- 
. tric shock therapy. Even then, improvement 
was slow and he usually missed 4 to 6 months 
of work. Chemotherapy was of minimal value 
in these episodes. 

Like all previous episodes, the present one 
began rather suddenly and was characterized 
by. a severely depressed mood, crying, marked 
psychomotor retardation, hysterical and im- 
pulsive behavior, and insomnia. He took an 
overdose of sleeping pills, apparently in a sui- 
cide attempt, but without any after effects. He 
| Was placed on tranylcypromine 10 mg, tid. 

_ along with small doses of prochlorperazine and 
glutethimide. During the first 3 days of therapy, 
he took an entire bottle of 50 tablets of tranyl- 
cypromine at unknown intervals in unknown 
doses. No untoward side effects were observed. 

_ However, therapy was discontinued for one 
_ week and then he was again given 10 mg. of 

_tranylcypromine t.i.d., plus a tranquilizer. One 
~ week later he showed definite improvement but 
was still depressed. 

After 2 weeks of treatment, he returned to 
_ work on a part time basis and within 6 weeks 
was on a full time basis. About one month after 
_ therapy was begun the symptoms had largely 

disappeared and he was no longer using any 
sedative. The tranyleypromine was reduced to 

10 mg. b.i.d. and was continued for 4 months, 

It was then reduced to 10 mg. once daily for 3 

weeks and then discontinued. When seen 6 

months later, he was adjusting well without any 

recurrence of symptoms. 
Case 2.—A 25-year-old married woman gave 

a history of hysterical outbursts and depressive 

symptoms of 4 months duration. She was tense, 

tremulous, restless, and cried frequently. Her 
- appetite was impaired and she had lost weight. 
She was afraid to be alone because of a fear 
that she was going insane and would kill her 3 
children. She entertained thoughts of suicide, 
was unable to perform her household duties, 
and showed marked psychomotor retardation. 

She was given thé tranylcypromine-trifluoper- 
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azine combination; one tablet t.i.d., and 4 days 
later some subjective improvement was noted. 
At the end of one week she was less irritable, 
felt calmer, was eating and sleeping better, and. 
felt less depressed. The drug was reduced to 
one tablet b.id. and she continued to im- 
prove. There were no further hysterical out- 
bursts, and all symptoms of depression dis- 
appeared. Two months after therapy was be- 
gun, the drug was reduced to one tablet a day 
and her improvement has been maintained. 

Case 3.—A 51-year-old nurse gave a history 
of 5 previous depressions, each of which re- 
sponded to electric shock therapy. 2 

Her current depression had been treated un- 
successfully with another course of shock ther- 
apy and she continued to be despondent and 
unable to work, The presenting symptoms were 
anxiety, apathy and pessimism, obsessive erotic 
thinking, inability to concentrate, and homicidal 
ideation. The. somatic symptoms of insomnia, 
Poor appetite, tachycardia, and tremulousness 
were relieved by a high protein, low carbohy- 
drate diet. Along with this diet she received 
various sedatives, two antidepressant drugs, 
and supportive psychotherapy, but without any 
significant improvement. 

After 3 months of this therapy, and when the 
patient was feeling that recovery was impos- 
sible, treatment with tranyleypromine 10 mg., 
tid. was begun. Twelve days later she de- 
scribed her attitude as follows : “I felt like my 
old self again. I felt compelled to do my work.” 
The medication was reduced to 10 mg., b.i.d. 
Six weeks after tranylcypromine therapy was 
instituted, she returned to her professional 
duties, 

Because she resented being dependent on 
any medication, periodically she would stop 
taking the drug. In each instance, she again 
became depressed within 7 to 14 days, but the 
depression was alleviated within 3 or 4 days 
after resuming the tranyleypromine. 

Case 4.—A 59-year-old man gave a history of 
a depression 10 years ago which responded to 
a series of electric shock treatments. Another 
depression 8 years ago failed to respond ma- 
terially to EST, or to treatment with 12 dif- 
ferent antidepressant drugs given over the 
course of the next 7 years. 

When the present study was undertaken, he 
was significantly depressed, disinterested, for- 
getful, unable to concentrate, seclusive, and 
given to “day dreaming.” Tranylcypromine, 10 
mg., ti.d., was administered, 

Nineteen days later, he was greatly im- 
proved. He stated, “It took the treatment two 
weeks before it had any effect. I could feel it 
wanting to work. It seemed like there was a 
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closed curtain there. At the end of two weeks 
I began to penetrate that a little bit. At the 
beginning of the third week I noticed the im- 
provement was prolonged, and each day it 
lasted longer until I felt well all day.” 

The dosage of tranylcypromine was reduced 
to 10 mg. b.i.d. on the 19th day. During the 
next 12 months repeated efforts were made to 
decrease the dosage further, but this proved 
impossible without experiencing a return of the 
depressive symptoms. At the end of one year 
of therapy he continued to be symptom free, 
— still taking 10 mg. of tranylcypromine 

„i.d. 

Discussion 

The 74% improvement rate with tranylcy- 
promine represents a significantly higher im- 
provement rate than might have been ex- 
pected in a similar period of time from psy- 
chotherapy alone, Likewise, the rapid on- 
set of improvement in 7-9 days, although 
not as rapid as the 5 day average reported 
by Petersen(7), constitutes a specific drug 
effect, 

The distinctly more rapid onset of benefit 
with the tranyleypromine-trifluoperazine 
combination in 7 days versus 9 days with 
tranylcypromine itself, despite the concom- 
mitant use of barbiturates or phenothiazine 
derivatives with the latter, suggests that 
part of the therapeutic result may be due to 
the action of trifluoperazine. However, the 
combination drug was found to produce 
benefits not obtainable from either tranyl- 
cypromine or trifluoperazine alone, The 
Combination also eliminated the agitation 
and restlessness often encountered during 
therapy with tranyleypromine alone. 

In4 cases it has proved impossible to dis- 
continue the drug without the recurrence of 
depressive symptoms, although the drug has 

een taken in small doses for as long as 12 
Months. Each time this was attempted, these 
Patients found that only restarting tranyley- 
Promine would help them. 
ur experience’has indicated that the best 
eines Srastatie results are obtained with 
initial dose of 10 mg., tid. The drug 
should be decreased doir usually over a 
Period of several months. This tends to 


minimize a recurrence of any of the 
pressive symptoms. 

Of the 22 cases who failed to respond t 
tranylcypromine,‘9 failed to respond to any 
subsequent form of therapy while 7 patieni ts 
recovered on therapy with other antidepres- 
sant drugs or EST. Contact was lost with the 
6 remaining failures. } 

The incidence of improvement in each of 
the diagnostic sub-groups of depressions 
was analyzed. This failed to reveal any 
se icely significant selective effect of the 

g 


SUMMARY AND CONCLUSIONS ‘ 
Tranylcypromine is a safe and potent 
mono-amine oxidase inhibitor which, when 
used in combination with sedatives, pro- 
duced improvement in 74% of 84 ambulatory 
depressed patients of both psychotic and 
psychoneurotic types. The onset of benefit 
was rapid, occurring within an average of A 
7-9 days. The improvement was more rapid. 
and more dramatic when the drug was com- 
bined with trifluoperazine. The incidence of i 
significant side effects was low. No case of — 
blood dyscrasia or jaundice occurred in our 
series. Some of these cases have been fol: 
lowed for over one year and have had n 
relapse. \ 
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__ For a number of years most psychiatric 
hospitals have given various forms of tran- 
quilizers in varying doses to many patients. 
Psychiatrists have made all possible checks 
to assure themselves that the patients were 
not being harmed and over the years little 
evidence of damage has been found. The 
_ reports of disturbing, or even dangerous, 
_ side effects have become fewer and in many 
_ of the newer tranquilizers they are even 
less frequent than in the older ones. Never- 
theless, one wonders if the continued long- 
term use of these drugs might not some day 
Cause unexpected and even dismaying clini- 
cal results, From the standpoint of the 
clinician it would seem logical to suspend 
_ the drugs for a period from time to time if 


_ attempted. Usually these studies have been 
with comparatively small groups which 
í ere made the subject of intensive clinical 
_ or psychological observations and often 
_ these have been balanced by well conceived 
_ and well controlled groups. We have seen 
o studies involving a relatively large num- 
ber of patients who had withdrawal of their 
ataraxics more or less simultaneously. It was 
felt that information was needed by the 
clinician about the results of such group 
withdrawals, both in the individual patient 
and the effect on his environment, 
Sai When drugs were removed abruptly, par- 
; ey if they had been given in sizable 
‘amounts over a long period of time, there 
had been reports of disturbing reactions(1), 
On the other hand, we have on many occa- 
sions seen patients abruptly removed from 
large doses of tranquilizers because of in- 
tercurrent medical or surgical necessity, or 
_ because the patient may have eloped with- 
out any serious symptoms resulting. 
We have given considerable thought ‘to 
the contradiction between the facts in the 
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RESULTS OF SIMULTANEOUS ABRUPT WITHDRAWAL OF 
ATARAXICS IN 500 CHRONIC PSYCHOTIC PATIENTS 


L. N. JUDAH, M.D., Z. M. JOSEPHS, M.D., ann O. D. MURPHREE, Pu.D.1 


preceding paragraph and the reports of 
severe withdrawal symptoms. It seems that 
the most logical explanation was that any 
research project necessarily involves a cer- 
tain amount of expectancy, and this might 
account for the discrepancies. For example, 
one author reports 17 occurrences of mor- 
phine-like withdrawal symptoms in 28 pa- 
tients(1). He had given these patients 
placebos, but he was never able to persuade 
them that these were not a new and more 
powerful drug. Other series have been 
studied with-elaborate and well conceived 
batteries of psychological tests and it is en- 
tirely possible that the psychotic might well 
take these to be a sign of either hate or of 
affection. 

With the above in mind we conceived the 
project of removing a relatively small num- 
ber of patients from tranquilizers by simply 
stopping the drugs. This was done with a 
minimum of discussion with either patients 
or personnel. We selected a hospital indus- 
try ward and a maximum care ward. These 
2 wards adjoin each other and the staff 
physician in each case has frequently served 
the other ward and was rather well ac- 
quainted with the patients and the person- 
nel, and was in turn well known to them. 
All of the patients on these two wards who 
had been given tranquilizers continuously. 
from 2 to 5 years and who were considered 
in satisfactory control had the drugs re- 
moved. There were 33 patients chosen on 
the maximum care ward and 54 on the hos- 
pital industry ward. Since the number of 
patients involved was small, it was felt that ° 
one or the other of the 2 staf physi- 
cians could always observe them closely. 
The drugs withdrawn were chlorpromazine 
(Thorazine) in 40%, prochlorperazine 
(Compazine) 23%, trifluoperazine (Stela- 
zine) 17%, and in lesser percentage, thiori- 
dazine (Mellaril), reserpine, Tentone, and 
meprobamate. The trial lasted for 5 months, 
beginning in December, 1959. i 

Because of the opportunity for close ob- 
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servation we are giving the figures for this 
group in some detail. 

At the end of 5 months the maximum care 
ward still had 35% of the original group off 
tranquilizer medication ; the hospital indus- 
try ward 45.5%. On this ward the first pa- 
tient was returned to treatment in 2 days, 
and the last patient to be returned was 
restarted on the 117th day. Thirty-four per- 
cent of the hospital industry ward patients 
were returned between the 7th and 8th 
week, and 62% of those returning on this 
ward re-commenced medication between 
the 7th and 15th week. Only 1 patient re- 
turned later than the 15th week. On 68 
Upper, the more acute maximum care ward, 
the first case returned to treatment on the 
6th day, and 27% returned between the 
fourth and sixth week. One case lasted 152 
days before returning. On 68 lower, the 
less acute maximum care ward, the first case 
did not return to medication until the 5th 
week and the last return occurred within 
the 22nd week. The largest number, 30%, 
returned between the 5th and 6th week. 

On both wards the most usual symptoms 
requiring the re-starting were hyperactivity, 
muteness, loss of pride in personal appear- 
ance, decreasing contact and threatening 
behavior and/or verbalizations. A few pa- 
tients either commenced or increased hal- 
lucinations. 

The most severe symptoms occurred in 
2 patients, and were almost identical. Both 
Were on chlorpromazine, one was receiving 
1200 mgm. a day, and the other 300 mgm. 
Both complained of malaise and insomnia 
within 24 to 48 hours after the drug was 
stopped. The 300 mgm. case showed con- 
siderable diaphoresis almost at once and 
treatment was restarted after 7 days. The 
1200 mgm. case began to complain quickly 
of general malaise, but the diagnosis was 
Complicated by a complaint of dysuria and 
the discovery by the Genito-Urinary Serv- 
ice of a prostatitis around a prostatic calcu- 
lus, s patient showed a most severe 
diaphoresis in 28 days and was returned to 

lorpromazine in 33 days. All symptoms 
except the dysuria in the second case disap- 
Peared promptly after the ataraxics were 
Testarted. 

- When the smaller intensively studied 
Bi: Stoup was successfully withdrawn we 


turned to a larger study, in which 519 pa. 
tients, nearly one-third of the non-medic. 
psychiatric population at the hospital, wer 
removed from tranquilizer medication for 
90 days. Wards used in this study were 
open wards, 3 partial privilege wards, an 
1 which was geriatric with some younge 
regressed schizophrenics. Typical dosages in 


a peak at 30 days with a large number, ap 
proximately 28%, still off at the end of th 
period, There were a few reports of nausea, 
vomiting and/or diarrhea early in the trial 
None was severe, and few needed medica: 
tion. All subsided promptly. Otherwise, 
withdrawal symptoms resembled those of 
the smaller group. However, some of these 
symptoms occurred in non-medicated pa- 
tients as well, and in patients whose medi 
tion was not withdrawn, so that we feel it 
would be easy to overemphasize the expect- — 
ancy of these symptoms. Where seizures — 
have been reported in the literature with ~ 
meprobamate withdrawal, the dosages have — 
been much higher than we used. During the 


come intoxicated on partial privileges an 
2 had been absent without official leave. — 
The reaction of the ward personnel w: 
both interesting and a problem. On all — 
wards the nursing assistants were qui 
doubtful of the wisdom of the attempt. This 
is understandable in a hospital which 
never had a seclusion room and which 
prides itself on the non-use of restrain 
As the failures began to return to medica- 
tion this fear died away, the talk of 
“change in ward climate” was no lo 
heard; and at the time the studies 
terminated those who were not returned 
medication were considered to be norm 
members of our ward communities. 


CONCLUSIONS 


It was the opinion of the staff physicians ~ 
who had known the patients well for a long ~ 
time, that there was probably some worsen- 
‘ing in such matters as increase or beginnin 
of hallucinations, poorer eating habits, 1 
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_ creased apathy, restlessness, slovenliness, 
_ and general deterioration. The few patients 
sent to the maximum care ward indicates 
that hyperactivity was never a pressing 
problem. The overall impression was that 
the diseases had merely resumed their 
symptomatic courses when the protection 
_ of the tranquilizer was removed. On the 
_ whole exacerbated symptoms subsided read- 
ly when medication was reinstituted. Trans- 
_ fers to the maximum care ward did not rise 
_ to an appreciable extent (6 in 3 months). 


a SUMMARY 

-It is our opinion that the sudden with- 
drawal of tranquilizers from chronic psy- 
chotics living in a protective and reasonably 
ermissive ward atmosphere will do no ap- 
_ parent pam to their condition in the ma- 
jority of patients for a period ranging up to 
5 months. Withdrawal protons ete ae 
mild, and easily controlled, and asocial con- 
duct usually subsided readily when the 
gs were readministered. Drug intake as 
sured by duration, or dosage, or type 


of drug does not seem to be a factor as to 
how long a case can remain off medication 
socially. Neither do diagnosis, or apparent _ 
duration of illness, or age, except that those 
within the geriatric period seemed to re- 
main off medication for the 90-day period 
in somewhat larger percentage. The results _ 
of this experiment seem to confirm a 1954 
study(2) by a group at this hospital which 
found that clinical response and the pattern 
of resistive isolation in the Lorr Scale were 
the main improvements to be expected fol- 
lowing the use of chlorpromazine and reser- 
pine—and the present authors feel that this 
may well be true of all tranquilizers on this 
type of patient. 
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CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


THE EFFECT OF AMPHENIDONE (DORNWAL) + IN 
ANXIETY STATES : A MULTI-BLIND STUDY 


H. AZIMA, M.D., DOROTHY ARTHURS, R.N., anv A. SILVER, M.D.” 
Since the effect of “major tranquilizers” Amphenidone was administered orally in 
On anxiety states has appeared to be equiv- the above setting to 40 patients, with an — 
` a continuous attempt has been made average daily dose of 3700 mg. (maximum 
to develop specific antianxiety and antiten- 6400 mg., minimum 1600 mg.) for an aver- — 
sion substances. Amphenidone (1-m-amino- age period of 3 weeks. There were 22 males 
‘phenyl-2-pyridone) was introduced as such and 18 females with an average age of 37% — 
substance(1, 2,3). The present study wds years. Diagnostically they consisted of 28 
_ undertaken to systematically investigate this neurotics (10 anxiety states, 1 obsession, 4 
“contention. mixed states, 10 depressions and 3 addic- ~ 
The research design was what we have tions) and 12 psychotics (1 depression, 11 4 
ed as “multi-blind’(4) because it schizophrenics). The major symptom in all © 
ins two characteristics: 1, Pharmaco- cases was anxiety and tension, a 
‘apeutic blind unit. This consists of a Placebo was administered to 40 other pa- ig 
ch service at the Allan Memorial In- tients for an average period of 3 weeks. ~ 
stitute where all medications are distributed There were 20 males and 20 females with ~ 
solely by the research nurse, under the su- an average age of 36. Diagnostically they y 
ie of the chief of the service, without consisted of 28 neurotics (10 anxiety states, 
ie knowledge of the research team (7 psy- 1 obsession, 6 mixed states, 10 depressions 4 
hiatrists, 1 psychologist, 1 social worker, 1 and 1 addiction) and 12 psychotics (1 de- — 
eyo! therapist and 2 ward nurses). pression and 11 schizophrenics). # 
dr unit at any given time an average E. 
of 5 new drugs and 5 placebos are baise RESULTS t 
‘used, to the effect that there is an ignorance In amphenidone group 9 out of 28 neu- 
pharmacotherapeutic regime at sev-  rotics and 6 out of 12 psychotics: showed _ 
levels, 2, Multiple observer assessment. significant (moderate to marked) improve- 
The final evaluation of the drug effects is ment. In the placebo group, 2 out of 28 
_ the pooling of observations of different neurotics and 1 out of 13 psychotics showed 
| members of the team. The drugs are ad- moderate improvement. The Chi Square 
ministered at random. A simple rating scale (X2) analysis of the results indicated that 
_ was devised to evaluate anxiety, consisting the response to amphenidone in a 
_ Of behavioral (autonomic signs, restlessness, tients was statistically significant at a 
© irritability) and experiential indices (ten- better than 0.05 level (0.05>P>0.02), In 
| Sion, anxiety, discomfort, jitteriness, “ner- psychotic group there was only a teni 
Vousness”), Complete disappearance of be- to significance (0.10>P>0.05), due to the 
havioral and experiential indices were de- small number of patients used, 
Signated as marked, and complete behav- Side effects were very minimal in am- — 
| Stial and partial disappearance of indices as phenidone group and consisted of mild 
te improvement, Slight improvement fatigue and drowsiness in 9 patients, slight iq 
Was included in nil category. dizziness and Pema a 6, hand a i 
E 3 j in 2 and nausea and vomiting in 2. Bio- — 
as manufactured by Maltbie Labora- chemical tests (liver function, W.BC., urine 
_ 2McGill University, Department of Psychiatry “analysis, and BP and TPR remained within 
i i normal limits. 3 
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~ idone was a mild to moderate and safe anti- 2. Lani 
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A CLINICAL EVALUATION OF FOUR ANTIDEPRESSANT DRUGS 
(Nanpi, TOFRANIL, MARPLAN, AND DeErroL) 


PAUL C. AGNEW, M.D., IRVING D. BARAN, M.D., HOWARD J. KLAPMAN, M.D., 
F. THEODORE REID, JR., M.D., JERRY J. STERN, M.D., AND 
ROGER H. SLUTSKE, M.D. 


The purpose of this study ? was to evalu- observation of changes in the clinical pic- 
of four ture. From his own examination and infor- 

x mation from ward personnel, the resident 

The study covers the relatively short filled out an evaluation form every third 
weeks since : 1. We have base- day, beginning with a 14 day pre-treatment 

of expected response to established period to get a clinical baseline and to pick 
tments such as EST, tranquilizers, sup- up any trend of change before the drug was 
, and doctor-patient relation- started, All subjects were receiving indi- 
which could furnish cated regular treatment such as individual 
periods (6-8 and group psychotherapy, occupational and 
recreational therapy. Patients were then 
placed on a drug for a 3-week period. As 
each form was completed, the resident 
turned it in, so as not to have it for reference 
in filling out subsequent forms. At the end | 
of the 3 weeks’ treatment period there were 
13 evaluation forms for each patient des- 
the basis of cribing his clinical picture over a period of 


sg 5 weeks, as shown in the following example. 
3 2 EVALUATION FORM 
use of . Physician — = 
severely Day of Pre-treatment evaluation 1 3 6 9 12 
fused D% of treatment (circle) 1 3.6 9 12 15 18 21 
Patient's age. (1) Weight — (2 B.P. — 
studied (3) Hours of sleep 
(4) Bowel functioning : 
© prda AGAN 
about food 
o Level of part agitati 
or ion 
were provided (9) Thought 
lace Tabor 10) Mee processes and content 


or objective : 
org ae od bear (11) General statement as to change in clinical picture : 


Pharmaceuticals, Ardsley, New York : 
Hoffmann-LaRoche Laboratories, Nutley, N. J.; 
oleate by Wallace Laboratories, New Bruns- 
wick, N. J. 
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Our findings were as follows: 


MUCH SLIGHTLY 
DRUG IMPROVED IMPROVED CHANGE WORSENED 
Marplan 1. Psychotic depressive 1. Involutional depres- 1. Character disorder 
reaction sive reaction with depression 


2. Depressive reaction 2. Alcoholism and 


psychotic chronic anxiety state 
and depression 
3. Involutionalpsychotic E 
depression a 
Tofranil 1. Reactive depression 1. 1 Schizophrenie rono- 1, Reactive depression 1. Schizo-affective re- 
psychotic catatonic: type psychotic action “i 
2. Psychotic depressive 2. Character disorder j r 
reaction with depression i 
Depro! 1. Psychotic depressive 1. Neurotic depression p 
; reaction E 
, 2, Reactive depression a 
f - 
3. Schizoid personality 4 
: with depression J 
4, Psychotic depressive f 
l ' 
l Nardil 1, Taaroa ett aT 1, pag tabs at 1, Reactive 
: 


depressive type psychotic g: 
2. Schizoid personality. i 
with depression 


i 


haj hospital pharmacist who as- 
ne of the 4 drags or placentae 
All drugs were sent to the ward 
code name, and were taken orally. 
involved in the stadly Knew which 
tient was receiving. Only after 
ata were analyzed did we break 


data on the 13 evaluation sheets on 
e me a atr 
| picture are regarded 


i 


z 


FEF 


He 


Y 


MUCH IMPROVED SLIGHTLY IMPROVED NO CHANGE WORSE 
2 3 1 
2 2 1 1 
4 1 
2 1 1 
4 1 


_ As mentioned above the patients in this 
study were receiving the usual therapies 
both before and after receiving the drug. 
_ Thus, when the drug was started, we were 
_ ina position to observe whether the baseline 
trend seemed to be significantly altered in 
a 3-week period. 
__ We decided to graph the data on a simple 
three-point scale indicating degrees of 
severity of clinical depression with the up- 
er point on the scale indicating significant 
_ improvement. The graphs, made up by an 
IBM consultant, merely represent the des- 
_criptive statements of the evaluation sheets. 
_ We then exercised two checks: 1. We asked 


e had intended in his evaluation sheets ; 
We had a consulting psychiatrist go 
ugh the nurses’ notes on each patient 
report if the description of change in 
clinical picture correlated with that indi- 
ited by the graphs. Both checks supported 
e accuracy of the graphs. 

After we had thus determined a final 
uation of clinical change for each pa- 
nt, we broke the code and determined 
e result by drug. 


$ 


to the reader to conclude any differentia- 
_ tion. Our only conclusion from these data 
is that all 4 antidepressants drugs showed 
better results than the placebo. This would 
seem to have some significance, even with 
small numbers, in a double-blind study. 

_ If we present the data in terms of num- 


each resident if the graph represented what 


= 


bers eliminating diagnostic category, this 
differentiation between the 4 drugs and the 
placebo seems more striking. 

Conclusions : 1. None of the antidepressant 
drugs is a wonder drug in the dosage and 


‘time period for which we used them, but 
_they have some favorable influence on de- 


pressive symptomatology. 2. Objective, con- 
trolled clinical evaluation of drugs in psy- 
chiatry is difficult because of (a) the im- 
precision of our measurements, (b) the 
many variables (such as effect of individual 
psychotherapy, nurse-patient relationship, 
just being in hospital, etc.) which are hard . 
to evaluate (not to speak of control), (c) 
the massive effort involved in dealing with 
statistically significant numbers in a study 
based on intensive clinical observation, (d) 
the inaccuracy accrued when one deals in 
large numbers using infrequent casual clin- 
ical observation, and (e) uncertainties as 
to natural course of illness when long time- 
span is involved, 

Nevertheless, controlled clinical evalua- 
tions of new drugs are essential in order to 
maintain a rational treatment. 

Drug courses used in the study : 

1. Marplan (Analog of Iproniazid, an 
amine oxidase regulator). Dosage : 10 mg. 
p.o., tid. for 7 days ; 10 mg. p.o., b.i.d. for 
14 days. 

2. Tofranil (Imipramine, G22355, MOA 
inhibitor). Dosage: 25 mg. p.o., t.id. for 
21 days, 

3. Deprol (Meprobamate plus benady- 
zine hydrochloride). Dosage : 1 tablet p.o., 
tid. for 21 days (400 mg. meprobamate 
plus 1 mg. benadyzine hydrochloride). 

4. Nardil (MOA inhibitor), Dosage : 15 
mg. p.o., tid, for 21 days, 
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THE PHOBIC ANXIETY—DEPERSONALIZATION SYNDROME 
I. PIERCE JAMES, M.A., D.P.M.1 


Roth(2, 3) described as “the phobic anx- 
~ iety-depersonalization syndrome” a group of 


"symptoms which he had noted occurred: 


frequently in individuals of immature and 
dependent, yet obsessionally driving and 
' routine-bound personality under certain 
"types of stress, He regarded the condition as 
wi A “pan-neurosis” often dominated by anxiety, 
~ depression and depersonalization; but a 
‘distinct entity,” to be distinguished from 
depressive illness, etc. 


' The essential features are depersonaliza- 


tion and a characteristic pattern of phobic 
anxiety ; often a fear of leaving familiar sur- 
toundings, of being alone in crowded places, 


etc., and of fainting, losing control, harming . 


» others, etc. Vaso-motor disturbances, hy- 
| Pochondriacal preoccupation, obsessional 
symptoms and a neurotic type of depression 
(often labile but occasionally severe) oc- 
_ curred in the majority of patients. In nearly 
of the cases there were “not only un- 
reality feelings, often of an episodic nature, 
and déjà vu phenomena but additional 
Symptoms suggestive of dysfunction in the 
~ temporal lobes or related structures in the 
ie bic system. These “included metamor- 
a a, panoramic memory, intense hypno- 
T Gogic hallucinations and the interesting 
d-eye hallucinations (‘private cinema 
omenon’) often described in experi- 
ments with hallucinogenic drugs and in pre- 

s states,” 
th Placed great emphasis on the pre- 
al morbid Personality and on the precipitating 
k a The patients were on the one 
à d conscientious, scrupulous, earnest, rou- 
tine-bound and anxiety-prone—in other 
Words mildly obsessional—while on the other 
hand they were dependent and emotionally 
; ture to a marked degree, intense and 
A exclusive of social contacts outside the 
Immediate family circle. Most of the 
“ _ Women were frigid but strove for the se- 
‘Curity of their marriage. Breakdown “fol- 
ed closely on a bereavement or suddenly- 
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developing serious illness in a close relative 
or friend, illness in or acute danger to the 
patient himself . . . or a severance of family 
ties or acute domestic stress, which often 
constituted a threat to marriage.” There had 
thus been a real or symbolic threat to health 
or security in a certain type of security- 
seeking individual. In a proportion of the 
women in Roth’s series the illness had fol- 
lowed childbirth. 

Provided that the clinical assessment is 
made critically in terms of symptomatology, 
pre-morbid personality and precipitating 
events, the concept of the phobic anxiety- 
depersonalization syndrome seems useful as 
it does carry certain therapeutic and prog- 
nostic implications, Roth(2) found electro- 
shock to be contraindicated. In the writer's 
experience the condition tends to run a re- 
mitting-relapsing course in relation to the 
patient's life situation, but florid or perma- 
nent psychosis does not ensue. Some of these 
cases are probably diagnosed as depressive 
illness ; others as schizophrenia, or pseudo- 
neurotic schizophrenia(1). However Roth 
(2) feels that pseudo-schizophrenic neurosis 
would be a more appropriate title and the 
natural history of the illness usually bears 


this out. 


A 27-year-old English-born married woman 
presented symptoms of tension, phobic anxiety, 
depersonalization, insomnia, labile depression, 
hypnogogic hallucinations, etc. The illness had 
developed after the birth of her 3-year-old 
daughter and had improved after some 
months, only to relapse following her hus- 
band’s admission to a T.B. sanatorium, 

Her childhood had been unhappy. She was 
the oldest of 6 and had always been shy, timid 
and anxious as a girl. Her father was a sailor 
whose rare visits home were among her happi- 
est memories. When she was 11 he finally left 
the family and some years later died of tuber- 
culosis. After his departure the mother’s drink- 
ing and promiscuity became even more 
marked. Mother would disappear from the 
home for days leaving the patient, at the age | 
of 12, to fend for her 5 younger siblings. This _ 
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was during the war-time bombing of England 
and she remembers nights of terror trying to 
pacify the younger children. Eventually the 
children were taken into the care of the local 
authority and at the age of 14 she was sent to 
Australia under a child migration scheme. 

At the age of 17 she was found to have 
tuberculosis and spent over a year in a sana- 
torium where she met her future husband. He 
was 9 years older and of Polish descent. She 
married some months later “to get away from 
the hostel.” Sexual adjustment is poor but she 
- insists that the marriage is very satisfactory. 
There are 3 children. 

Before her present illness she rarely con- 
sulted a doctor (except for her chest condi- 
tion), was cheerful, energetic and a competent 
housewife, She was meticulous in her activities 
and somewhat obsessional (compulsions to 
hang her wash on the line strictly according 
to size of garment, to check taps on leaving 
the house, efc.). She had few social contacts 
` outside the family. She was subject to some 
_ degree of tension and depression during the 
_ premenstrual week. 

_ When first seen she complained of feelings 
of strangeness—“Not me; lightheaded; as 
though I were standing behind watching 
i going on.” These feelings were worse 

_ in company and later she developed intense 
» and frightening periods of depersonalization 

lasting 1 or 2 hours and usually occurring in 
~ the mornings. She also had episodes of tension 
_ and anxiety ; mounting on occasions to panic. 
She was afraid to leave the house alone, to 
travel on buses; was afraid she might harm 
the children, lose her senses in company or go 
out of her mind. She was subject to depres- 
sions when she would weep for no reason and 
become despondent but these were usually 
short-lived. Her obsessional traits had become 
more marked. At night she was unable to go to 
sleep for some time but did not wake early in 
; the morning. As she was going to sleep she 
y would become vividly hallucinated, hearing 
A the voices of her children calling, her neigh- 
bours talking, etc. She also had déjà vù experi- 
ences and other perceptual disturbances. On 
occasions objects and people would appear 
distorted or changed and scenes or people’s 
faces would seem unfamiliar and terrifying. 

There was no evidence of any epileptic 
phenomena. 

Psychological testing ? disclosed average in- 
telligence and an “overall test pattern pointing 


2 The author is indebted to Mr. A. F. Bownes, 
B.A., Dip. Clin. Psych., Heathcote Hospital, Perth, 
Western Aust. for his psychological assessment of 
the patient. 3 
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*was conforming but rather exhibitionistic a 


to an immature, dependent, unreflective h 
terical character structure. Anxiety and phobic 
fearfulness are associated. Many of her R 
schach associations and T.A.T. themes œ 
tered on early emotional deprivation, 
feelings of loneliness, inadequacy and th 
of external danger throughout. Consideral 
resentment over unsatisfied dependency ne 
exists, with any expression or awareness 
this causing guilt and fear of hostile rei 
tion . . . rejection of the last child as a us 
of her own dependency needs.” 
The patient was seen regularly at the o 
patient clinic and at first improved consid 
ably but after 10 weeks her symptoms 
again so intense that she had to be admitted) 
hospital. After an initial reluctance to stay 
settled well into the ward, where her behavi 


subtly attention-seeking. In therapy she was 
first flirtatious, talkative and demanding, 
later was able to discuss her dependency- 
and her pattern of adjustment. Her symp! 
again receded and her discharge from hospi 
was arranged but, because of a minor dom 
problem (and also because a problem ci 
conference had been arranged) this was 
poned. This decision was unfortunate & 
thereafter she became so dependent on 
hospital milieu that final discharge was oj 
feasible after her husband’s return home fri 
the sanatorium, She continues in outpati 
therapy and is much improved but by mi 
means symptom-free. = 


COMMENT i 
The patient described exemplifies th 
phobic anxiety-depersonalization syndr 
described by Professor Roth(2). She was 
immature, dependent, security-seeking P 
son whose first breakdown occurred 
the birth of her third child. Acute rela) 
followed her husband’s re-admission to hos 
pital with tuberculosis, when she was Ie 
alone at home to cope with her 3 children 
circumstances which re-activated adolese 
trauma, $ 
In spite of the intensity of her sympto 
and the occurrence of nocturnal hallu 
tions, etc., the illness ran an essentially ne 
rotic course. ‘a 
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ELECTROCONVULSIVE THERAPY FOLLOWING AN 
OPERATION FOR COARCTATION OF THE AORTA 


SHIRLEY RUBERT, M.D.1 


With the development of surgical tech- 
niques to correct certain congenital mal- 
formations of the heart and great vessels, 
new questions have been posed, a crucial 
one being: Can electroconvulsive therapy 
be used with safety to treat postoperative 
psychoses ? 


Case Report : Seven days following a sur- 
gically successful repair of a congenital co- 
arctation of the aorta using a synthetic graft, 
psychiatric consultation was requested. The 
previous evening, the patient, a 28-year-old, 
married, television repair man, had become 
severely agitated and had slept little, He was 
becoming progressively more exhausted be- 
cause of hyperactivity. He described a religious 
experience which he maintained proved he was 
saved and that his mission was to lead others 
to salvation. He literally shouted that he felt 
wonderful and had no worries. 

Until a few months prior to his operation 
the patient lived with the belief that he suf- 
fered from severe rheumatic heart disease and 
hypertension ; therefore, his activities had been 
so restricted that he did not graduate from 
high school until he was 21. He always felt 
excluded from group activities other than those 
at church, He was rejected by the Armed 
Forces and could not find employment in in- 
dustry because of his hypertension. As he grew 
up he worried about possible blindness because 
of hypertension and feared mental illness be- 
cause his father had once been in a psychiatric 
hospital. 

At 25, in spite of his family’s disapproval, he 
married the first woman he ever dated. It was 
when he and his wife were examined because 
of her repeated spontaneous abortions that the 
nature of his disability was first diagnosed as 
coarctation of the aorta, Initially he was unwill- 
ing to consult with a cardiologist and cardiac 
Surgeon, but he did so at his wife’s insistence. 

operation was recommended but a delay of 
several months ensued while State Rehabilita- 
tion Funds were obtained to cover operative 
expenses. During this period he spoke inces- 
santly about the forthcoming operation and 
ae reais 
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wondered why the correct diagnosis had not 
been made earlier. ey 

In the immediate postoperative period, and — 
before the acute psychotic episode, he felt very 
depressed. He was certain that he was about ~ 


had witnessed the death of a younger patient 
who had undergone a cardiac operation, and 
he believed that another patient on the service 
had also succumbed. He knew that his blood 
pressure had not returned to normal levels, 
and he feared complications because he was ~ 
febrile and on antibiotics. The postoperative — 
treatment, especially endotracheal suctioning, — 
was more painful than had been anticipated. 7 
On the seventh day, psychiatric consultation 
was requested. Intramuscular thorazine (100 < 
mg.) followed by intravenous am: (ap- ` 
proximately 300 mg.) to induce sleep did not 
result in a sustained change in his state. au 
The following day he was transferred to the ~ 
Syracuse Psychiatric Hospital. There, his course 
was characterized by marked variability. He 
was almost constantly drenched with perspir- 
ation. Periods of muteness alternated with — 
periods of marked agitation and shouting, He 
became quiet only when he was attended con= ~ 
stantly by hospital personnel. His speech be- 
came progressively more slurred. This he attri- 
buted to an injury to his tongue caused by 
endotracheal suction. During periods of excite- 
ment his blood pressure reached 280/140 but 
could be lowered to 140/90 with intravenous ~ 
amytal (250 mg.). There was an intermitten 
supraventricular tachycardia of 150 per min- 
ute. He continually climbed or rolled out 
bed and slept on the floor. At times he would 
collapse in the hallways and lie on the floor. k 
His appearance was that of a person more ~ 
dead than alive since he was always ate 7 
pale and perspiring and kept his eyes half-~ 
closed and his mouth half-open. Ev 
every effort at verbal communication o 
pletely failed. Thorazine no longer prodi 
alterations in his behavior. His physical con- 
dition was deteriorating in that he was losing ~ 
weight and was failing to maintain an adequate — 
fluid intake, b; 
With the surgical consultant’s approval, the 
decision was made to use electroconyu 
therapy as a life-saving measure. Accord 
47 days after his operation, the first treatn 


as given. No muscle relaxants were used. 
Marked temporary improvement followed and 
‘was sustained after the second ECT. He re- 
ceived 7 treatments. There were no compli- 
ons. He reverted to his previous personality 
he became eager to resume “business as 
al.” He returned home 13 days following 
e last ECT. 


SUMMARY 


Improvement in and more widespread use 
f corrective surgical procedures for con- 
enital anomalies will result in a new life 
xperience for many patients, It will also in- 


 Uniovular twins are one of nature’s more 
lizing offerings to medical observation. 
dentical genetic structures are obliged to 
act with an environment that exerts its 
dom effects on each individual, from the 
cellular division until the last. The de- 
to which the chromosome and the 
nvirons contribute to the result remains 
with discord. A valuable opportunity 
| offered when identical twins appear, 
multaneously, for psychiatric hospitaliza- 
ion. In this instance both patients were ob- 
ved for 6 months, The following is a re- 
of concordant and discordant behavior 


___ Birth to Adulthood : These male twins were 
the product of a full term, uncomplicated preg- 
“nancy and were delivered at home. Twin A 


wed immediately as a 
ing 6% pounds. Phy- ' 
aller infant for ob- 
was delegated to 
eep him company, which he did for 3% weeks. 
_ For a portion of this time it was necessary that 
_ Twin A be in an incubator. Both were breast- 
fed for 4 months and bottle-fed until 1 year. 


_1We gratefully acknowledge the assistance of 
Doctors Borelli and Bielkus, in accumulating this 
information. 

2 Illinois State Psychiatric Institute, Northwest- 
ern University Service. é 
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crease the life span for some of them. These 
patients may present new problems for the 
psychiatrist. In the case reported here, un- 
modified electroconvulsive therapy was used 
without untoward effects in a man who had 
undergone a major intrathoracic vascular 
surgical procedure involving the use of a 
synthetic graft. The first treatment was 
given 47 days following the operation. Cer- 
tain dramatic aspects of the preoperative 
and postoperative reactions have also been 
described. 


SIX MONTHS OBSERVATION OF PSYCHOTIC 
IDENTICAL TWINS? 


DAVID W. SWANSON, M.D.2° 


They were toilet trained and able to walk at 
just over 1 year. 

Twin A became a feeding problem and when 
forced to eat foods he disliked would vomit 
violently. He began talking at 2 years, several 
months after Twin B, and demonstrated fear, 
anger and happiness with much less restraint. 
Early the two would isolate themselves from 
other family members, with Twin B appearing 
calm and protective of his brother. 

The twins began nursery school at age 4, 
Twin A was always inferior in schoolwork and 
failed the second grade. To avoid separation 
he attended summer school, In school neither 
twin made friends. They were aloof, passive 
and created few problems before terminating 
their education just prior to graduation, During 
these years Twin A experienced an enlarged 
testicle (age 2), St. Vitus Dance (age 10), 
stuttering (age 10) and severe acne (age 15) ; 
all of which Twin B escaped. 

Adulthood : Both twins were felt to become 
more seclusive following adolesence. They 
would date only on a “double date” basis and 
bragged of patronizing houses of prostitution. 
They began smoking and drinking, Later Twin 

| to excess and when intoxicated was 
violent, pretending he was “Al Capone.” 

win A was rejected for military service, 
the exact reason being unknown. Twin B was 
drafted into the navy, but this career aborted 
at 8 weeks when he was given a “general dis- 
charge” because of inability to adjust. Except 
for this separation they always worked to- 


During the year preceding admission- to 
hospital they became more inseparable and 
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would neither eat nor converse with the family. 
Their belligerence made it impossible for the 
father to employ them and 2 months before 
admission they physically attacked him. They 
would not leave their room, were untidy, 


dressed bizarrely and felt others considered , 


themselves superior. Although the family con- 
sidered Twin A as the more disturbed they 
had them committed together. 

Family History: Neither parent had ex- 
perienced any significant medical or psychiatric 
illness and there was no family history of such. 
The father was from a financially deprived 
background and had worked exceedingly hard 
to gain ownership of his home and business. 
He was felt to be aggressive, dictatorial and at 
times depreciating. 

The mother seemed quite passive and fear- 
ful. She was generally submissive to her hus- 
band and did not protect the children against 
his dominance. However, when he was absent 
she would contradict him by making special 
concessions to the children. There were 2 
younger female siblings whose adjustment was 
felt to be good. 

Findings Upon Admission : Twin A was sus- 
Picious, possibly hallucinating and irritable. He 

itted a “nervous breakdown” due to over- 
work, and the fear that he might have syphilis 
which could eat his body away. He berated 
both parents. Twin B was guarded, angry and 
kept showing his commitment papers to the 
physician. He referred to his father having him 
thrown in the hospital without reason.” 

Psychological evaluation resulted in both 
twins relating intensely to the female examiner, 
A as sexually provocative and B as physically 
threatening. They were both unshaven, belched 
frequently and drew pictures of the examiner. 
Verbalizations to the same stimuli were many 
times identical. Twin B appeared more intelli- 
gent, but neither cooperated enough to make 
a complete intellectual evaluation. Point to 
Point correspondence between Rorshach re- 
Sponses did not exist, but both gave obvious 
evidence of immense hostility toward female 

and considerable anxiety. Twin B dem- 
aides a paranoid preoccupation with being 


Physical examination revealed men who 
Were quite similar in general appearance, man- 
nerisms and height. Twin A weighed 10 pounds 
more than Twin B and they could be differ- 
entiated readily. Ultimately the objective basis 
ety was 8 identical blood factors. 
Ta electroencephalographic records showed 
i same regularity and frequency of alpha 

thm. However, the alpha rhythm of B was 


Of lesser amplitude, had a better reactivity 


and was driven by photic stimulation. 

Hospital Course : During the 6 months of 
hospitalization Twin A gained 12 pounds and 
Twin B lost 8 pounds. They were on different 
wards after 4 weeks and Twin A was on phe- 
nothiazines throughout, his brother received 
no medication. To their respective male thera- 
pists they demonstrated little motivation. Twin 
A was untruthful, sarcastic, drank on passes, 
expressed peculiar ideas and did not show 
anxiety until transfer to another hospital was 
imminent. Twin B originally belligerent and 
hostile became more withdrawn, silent and 
suspected people were watching him. He pas- 
sively accepted arrangements for discharge to 
parental custody. 

Nursing staff observed that the twins spent 
much time together, apparently without talking. 
They generally resented all approaches of per- 
sonnel and pestered the female patients. Twin 
A was accused of sexual activity with a female 
patient and physically attacked a male at- 
tendant. Both were clever in obtaining alcohol 
and arranging meetings with each other, even 
when attempts were made to prevent this con- 
tact for therapeutic reasons. Twin A expressed 
his feelings more readily, got intoxicated and 
could be sociable, but Twin B remained aloof 
and withdrew from the nursing staff. 

In activity therapy the twins worked on 
projects irregularly, were slow and lacked skill 
or creativity. They frequently used this facility 
as a meeting place. 


Discussion 


Four observations recur in the case rec- 
ords and merit attempts at explanation : 1, 
The twins were generally similar ; 2. Both 


were functioning pathologically ; 3. A pow- 


erful relationship existed between them; 
4, They demonstrated dissimilarities. 
Numerous similarities in physical findings, 
behavior and psychopathology were pres- 
ent in these twins. Features frequently 
concordant in identical twins have been 
thoroughly discussed from a genetic view- 
point(1, 2, 3, 4). Conclusions from these ex- 
tensive studies indicate that basic person- 
ality make-up is largely determined by 
heredity, and that adaptive failure follows a 
course primarily genetically determined, 
However, whether due to inborn demands 
of the twins or inadequacies of the environ- 
ment, no warm human relationships were 
successfully established beyond each other, 


They withdrew at an early age, maintaining - 


an indifferent. relation to a world that did 


<< 
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not demand much of them. With adulthood 
d increasing requirements by family and 
ciety they became unable to control their 
rld by indifference, aloofness and evasive- 
s. In handling these demands they mani- 
ed increasing hostility, projection, alco- 
lic excesses and seclusiveness unaccept- 
le to the family. 
In the hospital the relationship between 


the twins was unique. They preferred each 


ys, activity facilities and their rooms. 
ally, when together they conversed very 
ttle but gave the impression they were 
ommunicating and more at ease than when 
parated. When confronted together they 
acted as a unit, When separated, individu- 
differences became obvious, 
‘This relationship is hardly surprising. It 
at birth that the environment made 
‘itself clear that these twins were to be 
‘viewed as one organism, by subjecting Twin 
J unnecessary hospitalization. This is 


intelligence, a greater number of physical 
incapacities and a pathological reaction to © 
alcohol. Less certainly due to biological dif- ~ 
ference were early feeding problems, great- 
er impulsivity and more bizarre mental 
symptomatology, His greater capacity for 
expressing feelings and socializing may 
have been the result of increased attention 
in response to his demands as an infant and 
child (feeding problem, fearfulness and — 
rheumatic fever). 

The dissimilarities influenced discharge 
planning. The family and society were more 
willing to tolerate the withdrawn, seclusive, 
hostile Twin B. Though his adjustment was 
quite pathological it was more acceptable — 
than the unpredictable behavior of Twin A 
who reacted with physical aggression and 
marked loss of control when drinking. 


SUMMARY 

This is a case report of identical twins 
observed for 6 months in a hospital setting. 
Their past history and clinical course are 
reviewed. Similarities and dissimilarities are 
described. 
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SEVERE PAPILLEDEMA ASSOCIATED WITH DRUG THERAPY 


ARNOLD G. BLUMBERG, M.D.. 


_ We have recently observed a patient who 
videnced marked ophthalmologic and 
eurological changes while on drug therapy. 
isual disturbances and changes in the 
cular fundi have been previously reported 
with the use of thioridazine (3, 4,5) and 
with the experimental phenothiazine NP 
 207(2). Patients have reported blurring of 
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vision and difficulty in light adaptation. The 
fundi generally showed increase in retinal 
Pigmentation, with retinal edema and hy- 
Peremia of the discs. Davidoff(1) has sum- 
marized a group of 29 neurological patients 
who presented with headache and papille- 
dema and who apparently had benign in- 
tracranial hypertension of unknown etiology, 
which he termed “pseudo tumor cerebri; 
The similarity of this group with our patient 
merits consideration, ‘ 
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Case Report: The patient was a 21-year-old 
Negro girl admitted to Hillside Hospital on 
Jan. 20, 1960, following repeated hospitaliza- 
tions for mental disorder. Prior to admission 
she had received chlorpromazine without com- 
plication. She was referred for drug therapy 
because of a paranoid and depressed state. 
She received imipramine, beginning Mar. 30, 
1960 ; starting at a dose of 75 mg. daily. This 
was increased by 75 mg. at weekly intervals to 
300 mg. daily, and maintained to May 6. At 
this time she was agitated and complained of 
severe headache for the previous 3 days. On 
admission an electroencephalogram had shown 
a symmetric, non-focal record with some theta 
but no delta activity. On May 5, this was re- 
peated and it showed no significant changes 
from the pre-treatment record. 

Because of her agitation, thioridazine, 100 
mg. b.i.d., was started on May 7, and imipra- 
mine was reduced to 150 mg. o.d. On May 11 
the patient reported a stiff neck. The next day 
thioridazine was increased to 600 mg. daily. 
On May 13 she reported diplopia and blurred 
vision without weakness of extrinsic ocular 
muscles. With increasing symptoms of visual 
difficulty, 4 days later thioridazine was dis- 
continued and chlorpromazine 400 mg. o.d. 
was started. Her symptoms became more in- 
tense and she complained of persistent diplopia, 
headache and thickening of her speech. On 
May 20 examination of her ocular fundi showed 
severe bilateral papilledema with hemorrhages 
and edema of the retina. All other cranial nerve 

ction was intact. There were no sensory ab- 
normalities. There were no pyramidal tract 
Ee ea 

medication was stopped. A spinal tap on 

May 24 showed an oekin EEE of 320 
mm. and closing pressure of 150 mm. with 
open flow. The protein was 56 mg.%, chlorides 
121 mg.%, glucose 72 mg.% and there were 
287 fresh RBC’s in the fluid. The cerebro- 
spinal fluid and blood serological test for syphi- 
lis were both negative. X-rays of the skull 
were normal except for calcification of the 
Petroclinoid ligament, An EEG May 26 showed 
mild focal dysfunction manifest by a small 
amount of delta (4-6 cps) of low voltage in 
bursts on the right side chiefly posteriorly and 
occasionally on the left side, This was not 
changed by hyperventilation. A pneumoen- 
cephalogram showed the ventricular system to 
be moderately and diffusely enlarged within 
1e upper limits of normal and there was no 
displacement of the ventricles. Analysis of the 
fluid removed revealed a protein of 22 mg.% 


"4 y and no cells. Twenty-four hours following intra- 
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venous administration of 300 microcuries- 
radioactive iodinated serum albumin the | 
was scanned for evidence of abnormal fo 
radioactivity and no foci were found. Veno 
oxygen saturation was 95.4% which is cı 
sistent with cerebral edema. 

The patient improved steadily over the next 
2 months so that on July 6 the discs were ob- 
served to be flat and no new hemorrhages were _ 
seen. On September 16 her visual acuity was 
20/300 in right eye and 20/30 in the left eye. 
There was macular degeneration of the right _ 
eye and a central scotoma in the left eye which 
could be accounted for by localized retinal 
scarring. There was no significant alteration in 
pigmentation in either ocular fundus, is 


Discussion 


In pseudo-tumor cerebri, after infection 
and trauma are excluded, there remains a- 
group whose etiology is undetermined. Em- 
ploying the criteria of increased intracranial 
pressure, papilledema, normal spinal flui 
protein and cells, normal pneumoencephal 
gram and recovery, this patient fits th 
classification of pseudo-tumor cerebri. The 
electroencephalographic changes noted i 
this case are more abnormal than those re- 
ported by Davidoff. 7 

The ophthalmological response was con 
siderably more cataclysmic than has pre- — 
viously been noted with drug therapy and — 
may represent a more severe degree of — 
retinal edema and hyperemia noted else- — 
where(3, 4,5). The retina is an integral par 
of the central nervous system, and thus of- 
fers a useful locus for the observation of 
changes induced by drugs affecting the 
CNS. Whether the clinical picture pre 
sented does represent a drug reaction, and 
whether this reaction was referrable t 
either thioridazine or imipramine cannot bi 
proven in this single case. It would be ol 
importance to look for other cases of oph 
thalmological reactions to the psychotropic: 
agents and to investigate patients presenting 
with pseudo-tumor cerebri for a history of 
drug ingestion. ‘ 
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‘The effectiveness of imipramine (Tofra- 

nil) as an anti-depressant agent is now estab- 
lished. Side effects are well documented 
and may be cted in a proportion of 


_ ported white count elevations during treat- 
ment ranging from a mild transient leu- 
__cocytosis to a total white count in excess of 

20,000. Hippius(3) has observed a signifi- 
cant increase of eosinophils, though not in 
excess of 5%, which is followed by a de- 
crease as treatment is continued. We wish to 
report an unusual eosinophilic reaction with 
_ imipramine during the course of treatment 
of a depressed patient. 


A white woman, aged 50, was first examined 
at the University Hospital on November 9, 
_ 1960. Her chief complaint was inability to sleep 
for the past 4 or 5 years. In addition, she had a 
"poor appetite, was about 14 pounds under 
eight, and stated that she was extremely 
~ tense. Her husband noted that she was very 
irritable and had gradually withdrawn from her 


on various tranquilizers, sedatives, and alcohol. 
Her general physical and neurological exam- 
ination was not um except for tremulous- 
ness of the hands. The urinalysis was normal. 
Blood examination : Hb. = 14 grams, W.B.C. = 
10,000, polymorphonuclear leucocytes = 54, 
lymphocytes = 45, and monocytes = 1. Skull 
and chest X-rays were normal. An EEG was 
interpreted as showing abnormal fast activity 
probably due to excessive medication. 
Psychiatric consultation was obtained, and 
a diagnosis of involutional depressive reaction 
was made. The patient was placed on imipra- 
mine (Tofranil) 150 mg. daily, with small 
doses of sodium amytal if needed. In her sec- 


id 
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EXTREME EOSINOPHILIA DURING IMIPRAMINE THERAPY 


treated cases. Investigators(1,2) have re- , 
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ond visit, 2 weeks later, the patient was much 
improved and the dosage of imipramine was 
reduced to 100 mg. daily. The W.B.C. was 
9,400. She was seen again December 16, 
1960, and was judged so improved that further 
reduction in the medication could be made, 
That evening she noted some stiffness of the 
heck but was able to sleep. The next morning 
she could not bend her neck, had a severe 
generalized headache, and was nauseated, She 
was admitted to the University Hospital later 
in the day. Her only findings on admission 
were a rigid neck and excessive perspiration, 
Her temperature was 99.2, pulse 64, and blood 
pressure 140/85. Urinalysis was normal, Blood 
examination: Hb. = 14 grams, W.B.C. = 
30,000, polymorphonuclear leucocytes = 21%, 
lymphocytes = 18%, and eosinophiles = 61% 
Because of the stif neck and elevated W.B.C: 
a lumbar puncture was done. The pressure was 
normal, there were no cells, the Pandy reaction 
was negative, protein = 40 mg.%, and sugar 
52 mg.%. A chest X-ray was normal. Her med: 
ications were discontinued. She remained afe- 
brile, and within 2 days felt much better and 
her neck was supple. Repeat examination 
the blood 2 days after her admission showed a 
drop of the W.B.C. to 26,350 and of the 
eosinophiles to 31%, A bone marrow examina- 
tion showed a marked eosinophilia of approx 
imately 50-60% of the cellular elements. No 
immature cells of the myelocyte series Were 
noted. Trichinella skin test was negative, a™ 
there was nothing in her history to suggest @ 
parasitic or helminthic infestation. The blood 
lupus erythematosis preparation was negative: 
She continued to improve, and was 
missed 4 days after her admission. The w.B.C. 
at that time was 15,450 with 32% eosinophiles. 
Eight days later in an outpatient examination, 
the W.B.C. was 7,100 with 10% eosinophiles, 
62% polymorphonuclear leucocytes, 1 asa 
philes, and 27% lymphocytes. Twenty-one days 
after discharge from the hospital, the WBC 
was 11,150 with 3% eosinophiles, 65% poly- 
morphonuclear leucocytes, 28% lymphocytes 


and 4% monocytes, The red blood count was 
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4,490,000 and the Hb. was 13.6 grams. She 
ad not been on any medication for this period 


of time except for some chloral hydrate cap- 
sules for sleeplessness. The symptoms of de- 
pression were starting to recur. 
Discussion 

The eosinophilia in this patient was re- 
markable in its severity and prompt dis- 
appearance after discontinuing drug ther- 
apy. While very slight elevation of the 
eosinophils has been reported with imipra- 


~ mine, such a startling alteration in the blood 
elements has not, to our knowledge, been 
~ observed. An attempt was made in this pa- 
tient to rule out the common causes of 


viS 
eosinophilia. However, the rapid return of 
the bloods elements to their normal values 
after discontinuing drugs served as the best 
means of differential diagnosis from other 
causes of eosinophilia such as Loeffler’s 
pneumonia, eosinophilic leukemia, parasitic 
infestation, and collagen vascular disease. 
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LOSS OF EJACULATION DURING MELLARIL TREATMENT 
FRITZ A. FREYHAN, M.D.1 


_ This report concerns 3 patients who ex- 


| perienced loss of ejaculation during Mellaril 


treatment. Such an effect had, to the best of 
my knowledge, not been encountered or re- 
ported in connection with any other pheno- 


thiazine compound. 


Case 1, A 45-year-old engineer, twice di- 
Vorced, was referred to me by the company 
physician because he had manifested person- 
ality problems which interferred with his ef- 
iveness as an employee, The clinical ex- 
amination revealed him to be very tense, sus- 
a patul Because he had divorced 

secon ife against the dogma of her 
church, he felt persecuted by spies sent to this 
country by the Vatican. Although very re- 
Served and mistrustful he began to relate 
Well in therapeutic sessions, Thorazine was 
Prescribed to attenuate the paranoid tension 
and to control his hostile outbursts which en- 
> Rasa After several weeks he 

y tinued treatment, complain- 

e his family physician that the Thorazine 
St Seriously disturbed his mental capacities. 
ince he had shown improvement during 
treatment but became worse after termina- 
his company insisted that he continue 


treatment or Jeave his job. He returned to my 


and complained of very severe and dis- 
ave insomnia and demanded medication. In 
of his antagonism to Thorazine, I pre- 


a National Institute of Mental Health and Saint 
beths Hospital, Washington 20, D. C. 
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scribed Mellaril, 100 mg. in the afternoon and 
at bed time daily. This patient’s love life con- 
sisted of weekly visits to the same prostitute 
whom he had favored for several months. On 
the occasion of his first intercourse with her 
after taking Mellaril, he reached orgasm but 
had no ejaculation. He became very upset 
when he saw me again, felt sure that this was 
a drug effect and accused me of depriving 
him of his manhood. I interpreted his com- 
plaint 
sured him that this had nothing to do with 
his medication. 

Case 2, A 40-year-old married man con- 
sulted me because of lack of energy, depressive 
moods and fears of impotency. Being 
the second time, he was father of 4 children. 
Although he worked every day and was, in 
fact, quite compulsive about the performance 
of his duties, he complained of marked tired- 
ness and apathy throughout his working hours 
followed by anxiety and restlessness in the late 
afternoon and evening, Clinical examination 
revealed evidence of a mild depression. I pre- 
scribed Dexamyl, 5 mg. in the morning 
at noon and Mellaril, 50-75 mg. in the 
afternoon and evening. When he visited my 
office a week later, he complained of ab- 
sence of ejaculation. Although he had ex- 
perienced difficulties with erection in the past, 
intercourse had always been normal once he 
had been able to insert his erect penis into the 
vagina. He was therefore puzzled about the 
missing ejaculation and 
the medication. 


as a psychological maneuver and as- i 


he attributed this to 
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- Case 3, This 36-year-old married patient was 
referred by his attorney because of a trial in 
‘which he was charged with repeated sexual 
lations with one of his daughters. His wife 
complained that he had always been “over- 
xed.” On the advice of the court, wife and 
children left him for a probational period dur- 
ing which he was ordered to seek psychiatric 
treatment. Personality study revealed him to 
‘be an aggressive and impulsive individual who 
had never been able to tolerate sexual frustra- 
tion. Although he had a good work record, his 
family and social relations had suffered by 
his explosive and demanding behavior. He 
began treatment in a mood of anger, resistance 
and hostility, Mellaril, 100 mg. tid. was 
_ prescribed to help him to regain self-control. 
Since he wanted to remain faithful to his 
_ wife in the hope of a later reconciliation, he 
_ satisfied his strong sexual desires by masturba- 
tion, Within a week of taking Mellaril he not 
_ only observed a lessening of sexual desire but 
commented that he had “no secretion” when 
aching a climax by masturbation. He won- 
red whether this had been an intended part 
of the treatment, 


~The 3 cases are represented in the chron- 
gical order of their occurrence. In the 

| first instance, I was misled by strongly sug- 
_ gestive psychological evidence to ignore the 
somatic implications of the complaint. 


an 


4 _ I would like to comment on the clinical 
report by Dr. Singh (volume 117, page 
1041, of the Journal), “A Case of Inhibition 
= of Ejaculation as a Side-Effect of Mellaril,” 
to provide an explanation of the probable 
mechanism of this side-effect. 

2 In the January, 1954 issue of The Con- 
necticut State Medical Journal, Dr. Sidney 
- Berman and I reported on the “Failure of 
Ejaculation Produced by Dibenzyline,” a 
_side-effect clearly produced by that drug in 
4 of a series of patients to whom it was ad- 
_ ministered experimentally to observe its ef- 
fects on the symptoms of various anxiety 
syndromes. The clue to the mode of action 
of this potent adrenolytic agent in produé- 


When the second patient, so utterly dif. 
ferent with regards to personality and psy- — 
chopathology, reported the same disturb- — 
ance, I gave serious consideration to the 
evidence of a Mellaril effect. While I had 
not abandoned all remnants of doubt about 
the possibility of coincidence, the third case 
confirmed the existence of a drug-induced 
functional disorder beyond reasonable 
doubt. Discontinuation of Mellaril, more- 
over, promptly restored normal ejaculation 
in each patient. The occurrence in 3 pa- 
tients represents a rather high frequency in 
the small group of private patients whom I 
have treated with Mellaril. Thus far I know 
of only one other case reported in the litera- 
ture.” It would seem unlikely to get com- 
plaints about sexual disfunction from hos- 
pitalized patients. But this report may alert 
physicians to investigate further incidences 
in office or clinic patients. 

While an explanation of the underlying 
mechanisms of the absence of external 
ejaculation may come from the urologists, 
there remains the interesting fact of unique 
differences which characterize the other- 
wise similar action spectra of phenothiazine 
compounds, 

2 Singh, H.: Am. J. Psychiat., 117: 1040, May 
1961. 


___ INHIBITION OF EJACULATION AS A SIDE-EFFECT OF MELLARIL 


MICHAEL GREEN, M.D.1 


ing the side-effect was provided by reports 
in the neuro-surgical literature of the same 
phenomenon occurring in some cases fol- 
lowing bilateral thoracolumbar sympathec- 
tomy. The explanation of this untoward ef- 
fect is seen as based on the complex 
physiology of ejaculation which may be 
summarized as follows : while the striate 
muscles of the penis are under control of the 
spinal nerves and, therefore, would remain 
unaffected by sympatholytic agents, the 
peristalsis of the vasa deferentia, seminal 
vesicles, and ejaculatory ducts which dis- 
charge semen into the urethra is induced 
by efferent impulses from the hypogastric 
plexuses which derive from the thoracolum- 
bar (sympathetic) outflow. A potent sym 
A 7 


e agent would produce failure of 
on by blocking these adrenergic 
at the neuro-effector junction. 

e phenothiazine compounds all in- 
among their pharmacological effects, 


a greater or lesser degree of adr 
blockade, it may be assumed that Mella 
one of this group, produced the side- 
in question by way of the mechanism € 
scribed. 


ANOTHER CASE OF INHIBITION OF EJACULATION AS 
A SIDE EFFECT OF MELLARIL 


JOSEPH HELLER, M.D.1 


-year-old white male patient, schizo- 
_ reaction, paranoid type, has been in 
y for one year. At first he was 

id and unable to relate any feel- 

the past 2 months, however, he 
verbalize intense feelings of bitterness 
He declared that at times his rage 
such propelling force that he shouts 
when alone. He was afraid of being 

O control this anger and that it might 
onflict with others. He was, therefore, 
Mellaril, 25 mg. t.i.d. After having 

s medication for one week he reported 
ch more relaxed and less bothered 
although still aware of its seeth- 

. He did complain about excessive 
The dosage, consequently, was de- 


Psychiatry and Neurology Service, 


f tration Outpatient Clinic, 1031 
way, Los Angeles 15, Calif. 


creased to 10 mg. t.i.d. The following week 
he stated that his drowsiness had passed, 
mentioned another side effect which he 
originally estimated to be unconnected wi 

the drug intake. Three days after the start of 
his medication, he noticed that his ejaculat 
powers were gone although there was no dè- < 
crease in his sex desires. He had “the sensations — 
and the climax but ejaculation was lacking.” 
Nevertheless, even without ejaculation he felt — 
more relaxed. Patient was advised to discon: 
tinue Mellaril for one week, but because of $ 


a 


was made with Mellaril resulting in a 
of original events. 


Benjamin Bush, patron saint of the Ameri- 
an Psychiatric Association, had a son whose 
psychiatric contributions have received un- 
ustifiably limited notice. In historical sur- 
veys of American Psychiatry(1, 3) James 
Rush is not mentioned. Wells(8) notes that 
_ his main book is not even in the Library of 
Congress. 
James Rush (1786-1869) was the second 
f 13 children born to Benjamin and Julia 
Rush. From 1805-1809 he was a medical ap- 
_ prentice to his father, also attending the 
University of Pennsylvania where Benjamin 
Rush was professor of chemistry. Wishing to 


age 23, he left for Edinburgh to complete 

his medical training, returning to Phila- 

lelphia in 1811, where he practiced medi- 

e until his death. 

In 19th century medicine James Rush 
was widely known for his work on phonetics, 

~ his textbook(7) becoming a standard work 


- main interest was psychology. He began 
lanning his study “An Analysis of the 
Human Intellect” at the same time as his 
illustrious father was writing the book(4) 
that became a cornerstone of American psy- 
chiatry. Gathering data for more than half 
a century, he finally published his major 
- work(5) in 1865, 4 years before his death. 

The iconoclastic spirit that involved Ben- 
jamin Rush in revolutionary activity(2) is 
evident in his son. James Rush was a tem- 
_ pestuous and extremely complex man who 
had contempt for metaphysics and medi- 
ocrity. He was passionately interested in 
_ logic, emphasizing that accumulated ex- 
perience was wasted unless it was systema- 
tized. He spoke of the contemporary medical 
climate as “this age of medical pretensions 
and professional trifling,” and made many 


1 Psychiatrist, High Point Hospital, Upper King 
Street, Port Chester, N. Y. 
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BENJAMIN RUSH’S SON 


FRANKLIN S. KLAF, M.D.1 


` the relationship between individual images 


enemies. Influenced in Scotland by Dugold 
Stewart, he was philosophically 50 years 
ahead of his time, championing the logic of 
the pre-Socratics while railing against Aris- 
totelian syllogisms. 

Despite these varied interests, James Rush 
spent his life trying to understand the work- 
ings of the mind. Utilizing his background 
in phonetics, he first sought the understand- 
ing of mental phenomena in the interrela- 
tionship between speech and thought. By 
emphasizing the importance of sensation, 
Rush adhered to the tradition of Locke's 
“tabula rasa.” Human knowledge was de- 
rived solely from sensory experience. Rush 
postulated that thinking arose as a physical 
function produced by sensory data on the ~ 
brain. Sensory perceptions determining men- 
tal functioning were of 3 types : 1) primary _ 
perception; 2) memorial perception ; 3) S 
joint perception. Primary perceptions were 
the first constituents of mental life; the 
brain perceived outer sensory stimuli in 
temporal sequence, registering memorial 
perceptions—the images and universal types 
that were left behind when “the things 
which produced the primary perceptions are 
removed from before the senses.” Only 
when joint perceptions were received could 


and universal types be learned. Joint per- 
ceptions were the combined perception 0 
2 or more primary and/or memorial im- 
ages. 

Rush believed that all mental functioning, 
in health and disease, could be explained by 
using this schema. An orderly registering 0t 
sensory experience enabled the human be- 
ing to gain a sense of time and space. Lan- 
guage developed as a series of verbal signs 
for every primary perception. By imitation, 
the human voice was able to transmit these 
verbal signs of primary perception. 3 

Dreams and insanity were explainable in 
James Rush’s conceptual framework. In — 
dreams primary perception did not exist; 
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the dreamer recalled only memorial per- 
ceptions. Anticipating Freud by 35 years, 
Rush equated the perceptual disturbance in 
insanity with that seen in dreams, stating 
that in one type of insanity, which he called 
memorial insanity, dream-like states were 
_ perceived as if they were real. Insanity was 
defined as an inner perceptual disturbance 
containing no external disturbing elements. 
Not content with explaining the mind 
and its disorders, James Rush next at- 
tempted an early form of character analysis. 
' Unfortunately, his hostile temperament got 
the better of him, and he used the second 
part of the book to vent many prejudices. 
Sample headings included explanations “Of 
the Popular and Conforming Mind of the 
Physician,” and “Of the Contracted Mind 
of the Priest.” The volume ends with an 
_ analysis of Shakespeare’s character, con- 
cluding that Shakespeare’s perceptions, like 
those of all creative geniuses, were involun- 
tary and inexplicable. 
Like his father, James Rush was a brilliant 
rebel, full of prejudices yet blessed with rare 
imagination and psychological acumen. He 
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: In the past decade there has been a grow- 
~ ing interest in relating the practice of psy- 
¥ chotherapy to the principle derived from 
experiments on learning. Dollard and Mil- 
lers book on Personality and Psychotherapy 
( 1), published in 1950, did much to stimu- 
ate interest and is something of a classic in 
this field. Another major contributor has 
een O. H. Mowrer, who has written ex- 
tensively on this topic(2), A number of 
articles, too, have been published in the last 
OW years, recording specific cases or thera- 
peutic techniques(3, 4, 5). These techniques 
have been drawn from such learning theory 
concepts as conditioned aversion, desen- 
sitization and massed practice. 
a Reciprocal inhibition, one of these specific 
enniques, was the subject of a book by 


Sue 
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PSYCHOTHERAPY BY RECIPROCAL INHIBITION © 


predicted that his books would “lie on 
dusty shelf.” Unfortunately this proved true 
and posterity has not taken notice of his 
unique talents. : $ 
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Wolpe published in 1958 (6). The princi 
that goes by this rather forbidding title 
that of extinguishing one response by elicit- 
ing another, incompatible response. Wolpe 
describes the actual use of this principle 
with a number of patients, chiefly suffering 
from anxiety reaction, phobic or obsessive- 
compulsive neurosis, and he reports very 
impressive results with the technique. 

It is interesting to find that our prede- 
cessors of a century ago made use of thi 
same psychotherapeutic artifices, though 
they did not foresee their theoretical sig- 
nificance. A paper(7) presented at the 
Royal Academy of Medicine in Paris 
1845 describes the treatment of a patient b, 
means of some special manoeuvres, one 
which was clearly “reciprocal inhibition,” | 

The author of the paper was F. Leuret, 
a physician at the Bicétre, and an ex-p 
of Esquirol. His report concerns the case 
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Thierry, a 30-year-old wine merchant, ad- 
mitted to the Bicétre in 1843 with a 10- 
ear history of obsessional thoughts. These 
‘had become so bad that he was no longer 


ment plan to his intern, M. Marcel, along 
“lines taught him by Esquirol. He and the 
intern played two contrasting roles with the 
patient. Leuret was stern and demanding, 
while the intern was the patient's friend 
_ and comforter, and appeared to side with 
him against Leuret. 


‘Shortly after Thierry’s admission, Leuret ac- 
cused him of being lazy, since he found him 
lying in bed when he made rounds, and 
ordered him to find some work to occupy him. 
Leuret also refused to increase Thierry’s ration 


_ he could recite to Leuret the next day, and 
promised to double his food ration without 
letting Leuret know. Thierry at first rejected 
this idea, saying that he could never learn a 
jong because of the interference of his “ideas,” 
“but the intern went, leaving the impression 
that he relied on Thierry to follow his advice. 

The next day Thierry had made a fair at- 


sympathetic with Thierry, but pointed out that 
they would both get into trouble if Leuret 
found that his food ration had been increased 


done, and his attempts to recite, and an- 
grily cut the food allowance on finding the 
intern had increased it. By the following day 
Thierry had learnt a few lines to recite, and 
had done quite a bit of reading. Leuret seemed 
' satisfied, and ordered that the food allowance 
be increased. Thierry was very happy and 
promised to learn the song he was assigned 
for the following day. At the next rounds 
Thierry sang four couplets of the song, but 
Leuret asked for renewed efforts and for sev- 
eral days after this Leuret acted as though he 
was far from satisfied and again cut the food 
allowance. 

This regime continued for about 6 weeks, 
with Thierry’s recitals and other work steadily 
improving, but never quite catching up with 
Leuret’s expectations. Meanwhile, he apparent- 
ly experienced less and less interference in his 
? 


3, 
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assigned tasks from his obsessional thoughts, 
and tended less and less to repeat himself in 
his recitals. At the end of the 6 weeks Leuret 
asked him about his repetitive ideas and 
Thierry told him that he had not had them 
for several days, and that he felt much better, 
After 2 more weeks in the hospital Thierry 
was discharged, still greatly improved. Leuret 
found him work as a nurse to one of his pa- 
tients, and he reported that a year later Thierry 
was well and a very successful nurse. 


In discussing his method of treatment 
Leuret confines himself to one very interest- 
ing problem, the question of the mentally 
ill patient’s motivation to get well. He 
points out that the physically ill patient 
often seeks out instinctively what will re- 
lieve his sickness, e.g., the rheumatic pa- 
tient will rest, while the mental patient 
tends to do what will make him worse. This 
raises the question of how the psychiatrist 
can lead the patient to behavior which will 
have a salutary, rather than harmful, effect 
without antagonising or frightening him. 
Leuret remarks that the physician has to 
draw on whatever strengths or weaknesses 
the patient has in order to motivate him to 
recovery, and he refers specifically to the use 
of a patient’s hunger drive, which he had 
certainly illustrated in the treatment of 
Thierry. More generally Leuret comments 
that the psychiatrist has to be subtle and 
even devious in bringing patients back to 
their right mind. I presume that here he is 
referring to the use of such manoeuvres as 
the role-playing that he and his intern car- 
ried off with such effect in the handling of 
Thierry. 

Leuret does not specifically discuss his 
technique of blocking the obsessional 
thoughts of his patient by inducing him to 
do hard mental work, though, as I have in- 
dicated, he was well aware of how the pa- 
tient’s “drive state” had to be manipulated in 
order to do this. In a general way, this sub- 
stitution of a healthy activity for pathologi 
cal behaviour was a guiding principle of the 
“moral treatment” era, which relied heavily 
on farmwork, handiwork, edifying lectures 
and so on, for all classes of patients. But 
believe that this report of Dr. Leuret’s de- 
serves to be recognised as anticipating OU" 
sophisticated psychotherapeutic techniques 
of today, because he presents a specific tech- 


J 


nique to be followed with a specific type of 


patient, rather than a general method for 
with all patients. The resemblance be- 
tween Leuret’s method and that which 


Wolpe describes in his book Psychotherapy — 


by Reciprocal Inhibition is very striking. 

In fact it would seem that Leuret unwitting- 

ly used exactly the same principle, and with 
e same kind of patient. 
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As cultural contacts between East and 
West continue to expand, it becomes in- 
creasingly important for the two sides to 
be sure they speak the same scientific lan- 
guage, i.e., that the words and phrases, once 
they have been translated, mean the same 
things. It is particularly critical, in making 
cross-cultural surveys or comparative stud- 
ies, that we do not compare apples with 
pears, and make judgments accordingly. 
The visit of two eminent Soviet psychia- 
trists * to New York City (who were part of 
a six man delegation to a Joint Meeting of 
the Academy of Medical Sciences of the 
USSR and the New York Academy of Sci- 
ences) afforded us a unique opportunity to 
discuss two papers on Soviet psychiatry 
(1,2) we recently had written. We ques- 
tioned them at some length on problems 
that we had some doubts about and par- 
ticularly discussed one question that often 
oves most baffling in comparative work : 
that of diagnostic categories or labels. It is 
generally accepted that this is a problem that 
plagues us at home when we compare sta- 
tistics issued by two different authorities, or 
even two different hospitals, In international 
contacts and comparative research the prob- 
lem is compounded by the problem of 

_ translation, cultural differences and dissimi- 
_ lar psychiatric and therapeutic orientations. 
_ For example, no reports equivalent to Pa- 
~ tients in Mental Institutions issued by the 
Department of Health, Education and Wel- 
fare, Public Health Service could be found 
for the Soviet Union. Our queries on the 
subject brought forth the response that sta- 
tistics were available “somewhere,” but that 
for reasons our respondents did not presume 

to understand these were not being made 


1 Rockland State Hospital, Orangeburg, N. Y. 

2 Russian Center, Harvard University, Cam- 
bridge, Mass. 

3 Massachusetts General Hospital, Boston, Mass. 

4 Professors O. V. Kerbikov and A. V. Snezhnev- 
skii of Moscow. 
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SOVIET PSYCHIATRIC NOMENCLATURE 


NATHAN S. KLINE, M.D., F.A.C.P.,1 MARK G. FIELD, Pu.D., F.A.S.A.,2 
ann JASON ARONSON, M.D.? 


public by the Ministry of Health USSR, the 
logical authority to do so. The one table on 
hospitalized patients in the Soviet Union we 
had been able to find had been published 
by Professor Snezhnevskii but was extreme- 
ly poor and vague since it purported to rep- 
resent percentages of “hospitalized pa- 
tients” (1950-1954) and yet did not give: 
1. total numbers of patients the figures rep- 
resented ; 2. breakdowns by age ; 3. by sex; 
4, by area ; 5. by admissions, readmissions, 
discharges and death. While our respondents 
deplored the lack of better statistical data, 
they did shed some light on the question of 
diagnostic categories. Our comparisons had 
been hampered by the fact that the Soviet 
sources listed either 17 or 19 such categories 
as against the more than 30 used in the 
American standard nomenclature. We were 
interested in finding out whether the man- 
ner in which we had collapsed the U. S. cate- 
gories into the Soviet ones was essentially 

correct. It emerged from the conversation — 
that this had been the case except for a few 


minor points. It was suggested, for example, — | 


that our assumption that the American 
“Birth Trauma” category which we had 
classified under the Soviet category of 
“Traumatic Psychoses” would better fit un; 
der the Soviet category of “Oligophrenia. 

One of the most interesting and unex- 
pected placement of patients was in respect 
to the group we know as paranoid states or 
paranoia. Since no such category is used in 
the Soviet statistics we had surmised that 
they would be subsumed under schizo- 
phrenia. 

According to our respondents, however, 
patients with fixed but limited paranoid de- 
lusions who are free of hallucinations an 
who show no “primary changes” belong un- 
der classification 18 (reactive disorders) 
since this is where, in the Soviet Union, 
transient paranoid episodes and paranoia 
are listed. There must be other changes i? 
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Standardization of Soviet and American Psychiatric Diagnosis 


AMERICAN CATEGORIES © (CODE NO.) 


SOVIET CATEGORIES © 


1, Schizophrenia Schizophrenic reactions (22) $ 
2. Epilepsy Acute brain syndrome associated with convulsive disorders (05). Chronic — 
brain syndrome associated with convulsive disorders (16). 


3. Manic-depressive psychosis Affective reactions (21). i 

4. Brain circulatory disturbances or cere- Acute brain syndrome associated with circulatory disturbances (04). 
bral arteriosclerosis and other circu- Chronic brain syndrome associated with circulatory disturbance (15). 
latory disorders i 

5, Pre-senile psychoses 

6. Senile psychoses 


Involutional psychotic reactions (20). : \ 
Chronic brain syndrome associated with disturbances of metabolism, — 
growth or nutrition; with senile brain disease (17.1). } 
Chronic brain syndrome associated with central nervous system syphilis : 
Meningovascular (11.1). Other central nervous system syphilis (11.2. 
Chronic brain syndrome associated with central nervous system syphilis 
j Meningoencephalitic (11.0). 
|, Psychosis with infectious or virus dis- Acute brain syndrome associated with infection (01). Chronic brain ~ 
= eases or infectious psychosis syndrome associated with intracranial infection other than syphilis (12), 
10. Intoxication psychoses Acute brain syndrome associated with intoxication: Drug or poison 
intoxication, except alcoho! (02.2). Chronic brain syndrome associated 
. with intoxication : Drug or poison intoxication, except alcohol (13.1), 
11, Alcoholic psychosis and chronic alco- Acute brain syndrome associated with intoxication : Alcohol intoxication — 
holism (02.1). Chronic brain syndrome associated with intoxication: Alcohol 
intoxication (13.0). Sociopathic personality disturbance: Alcoholism — 
R (addiction) (52.3). 
12. Nar 'comania Sociopathic personality disturbance : Drug addiction (52.4. à 
13. Mental disorders with diseases of the Acute brain syndrome associated with metabolic disturbance (06). 
internal organs Chronic brain syndrome associated with disturbance of metabolism, 
growth or nutrition; with other disturbance of metabolism, etc., ex- 
s cept pre-senile brain disease (17.3) 
14, Mental disorders (including neuroses) Acute brain syndrome associated with trauma (03). Chronic brain syn: 
with brain trauma drome associated with trauma : Brain trauma, gross force (14.1). Fol- 
lowing brain operation (14.2). Following electrical brain trauma (14.3), 
Following irradiational brain trauma (14.4). Following other trauma (14.5), 
Acute brain syndrome associated with intracranial neoplasm (07). Chron- 
ic brain syndrome associated with new growth (18). : : 
Chronic brain syndrome associated with diseases and conditions due 3 
to prenatal (constitutional) influence (10). Chronic brain syndrome asso- — 
a—Birth trauma (14.0). Mental deficiencies (60-62 


, Lues or cerebral syphilis 


7. 
8, Progressive paralysis 
9, 


15. Psychoses with organic trauma 


: ; 16. Oligophrenia (including birth trauma) 


17, Psychopathy (ies) 


18. a: Psychoneuroses and reactive 
disorders orders (30-39). Psych 

turbance (50). Personality trait 

action (53). Transient situational personali 
Acute brain syndrome with disease of unknown 1 
Acute brain syndrome of unknown cause (09). Chronic brain syndrome: 
associated with disturbance of metabolism, growth or nutrition, Pre- 
senile brain disease (17.2). Chronic brain syndrome associated with | 
diseases of unknown or uncertain cause; chronic brain syndrome 
of unknown or unspecified cause (19). Psychotic reaction with: 
out clearly defined structual change other than above (24). 


19. Others; neuropsychiatric, examination 


Cases, and undetermined diseases 


5 
ctl to Snezhnevskii, “Dispensary Method of Registering Psychiatric Morbidity and the Soviet System of Psychiatric 
G ‘Acc ving Conditions and Health, v. 1, No. 4, pp. 236-241, 1959. 
cording to American nomenclature(3). 


Sree beside the paranoid delusion in In psychiatry more than in any other med. us 
rder to establish a diagnosis of schizophre- ical field a direct translation of diagnostic 
nia, In the absence of such changes, it is as- terminology is not completely satisfactory. 
a that the paranoid delusions are psy- Translation must be supported by an under- 

es standing of the different cultures, political 


[ Au 


standing can come from an extensive read- 


edical, from direct contacts and interviews 
between American and Soviet specialists, 
and from stays of at least 6 months or more 
in each other’s country. Brief contacts, 30- 
day whirlwind tours, and presentation of 
papers. at international meetings can- only 


lished, In any case mankind can only bene- 
‘from increased contacts between medical 
en of East and West, as their concern is 
always a common one, ` í 


j 


gof the literature, both medical and non- - 


serve to begin the personal bridges over- 
which long-term relationships can be estab- 196 


_ Psychiatric Association, 1952. 


: Blow on the‘coal of the heart. 
The candles in churches are out. 
“`The lights have gone out in the sky. 
__ Blow on the coal of the heart 
__ And we'll see by and by... - 


The table opposite lists usual Soviet diag- 
nostic. categories and corresponding APA 


- categories(3) in parallel columns...» ©“: 


Copies of a table comparing the USPH! 
and Soviet categories as well as the cate. — 
Zories proposed by Kerbikov, Ozeretskii, 
Popov, and Snezhnevskii in: their recent 


-Textbook of Psychiatry can be obtained by 


writing to the authors. 

IAMAN BIBLIOGRAPHY 4 
- 1. Field, Mark G. : Social Problems, 7 : 277, 
2. Kline, Nathan S.: Annals of the New 
York Academy of Sciences, 84: 147, 1960. 


3. Diagnostic and Statistical Manual, Mental 
Disorders. Washington, D. C.: American — 
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fica : 
The Board of Tellers of the American 
Psychiatric Association here presents the 
 suctessful ‘candidates as determined from 
counting the recent mail ballot. 
al _ For President-elect, Dr. C. H. Hardin 
Branch of Salt Lake City, Utah. 
. For Vice-President, Dr. Henry W. Brosin 
T of Pittsburgh, Pennsylvania, 
_ For Vice-President, Dr. Titus Harris of 
' Galveston, Texas. ; 


_ . For Secretary, Dr. Harvey J. Tompkins of 


New York, New York. 
| © For Treasurer, Dr. Addison M. Duval of 
Jefferson City, Missouri. 

The contest for Councillors was strikingly 
close. Of the six candidates presented by 
the Nominating Committee, the five highest 
scores showed a spread of only 630 out of 
5000 votes | 

___ This may well be considered a credit to 
_ the Nominating Committee and to the 
thoughtful voting of our membership. 
` You have elected for Councillors : 
Dr. Alfred Auerbach of San Francisco, 
California, 
Dr. Herbert S: Ripley of Seattle, Wash- 
ington, 
E Dr, Cecil:Wittson of Omaha, Nebraska: 
i os statistical report of the Board of 
Ei se has = filed with the Secretary of 
E American Psychiatri iati 
eae ychiatric Association at the 
aed President, Dr. Robert H. Felix, on 
; R the gavel into the able hands 
S our incoming President, Dr. Walter E. 
arton, becomes a voting member of Coun- 
~,¥ constitutional provision. 
‘The Board: of Tellers is indebted to our 
a Pie Assistant, Mr. Austin Davies, and 
we od staff of the New York office for their 
Be fos on Service as Custodian of Ballots and 
tent generous and gracious cooperation 


In servi 
a aa as members of the vote-counting 


— 


seis 


a! IL 1 © 

f a ould like to express appreciation to 

ites ae £ our Association who re- 

‘eee -Teactions to the election pro- 

ures through comments on ballots, in 
p s 
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OFFICIAL REPORT 


"REPORT OF THE CHAIRMAN OF THE BOARD OF TELLERS | 


letters, or in conversation. These comm 
cations enabled the Board to make recom- 
mendations based upon the opinions of APA 
members. | À gi 

A brief review will remind us of thi 
changes in election procedure within the 
last 10 years, to adapt. to the developing 
requirements of a rapidly growing organiza. 
tion, Our membership has almost doubled 
within this decade, Sais 


For many decades open’ poll voting at 
Annual Meetings presented an increasing’ prob- 
lem, Furthermore, it limited the franchise to 
those attending the Annual Meeting, a small 
proportion of the total membership. Consti 
tional changes provided the mechanism for th 
first mail ballot in 1952. í 
` The report of the Board of Tellers in th > 
years was rendered at the Annual Meeting on 
a large blackboard with each name and ‘its 
numerical count. For obvious reasons, change 
was indicated. In 1958, constitutional amend- 
ments provided that the Board of Tell 
should announce the successful candidate 
only. The complete statistical report of 
Board of Tellers with numerical data was 
filed ‘with the Secretary of the Association 
where it would be available to individual m 
bers upon request.” AAN $ 

Beginning with 1958, the Chairman ol 
the Board of Tellers, aware of the feeling 
about election mechanics through comment 
and personal communications, conducte! 
interviews with American Psychiatric Asso 
ciation members to obtain construc 
opinions. Individuals from. many geogra 
phic areas as well as different classes. of 
membership, and with varying types of ex- 
perience within the APA were included ; 
the sample. Recommendations based on: th 
information obtained as well as on th 
awareness of the increasing burden for th 
Board of Tellers were considered by Cow 
cil i 


In 1960 the Council approved thre 


changes : By 

1. That the ballots for officers. offer 

member a choice of unit affirmation 
e y 


$ 
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panel proposed by the Nominating Commit- 
tee or the opportunity to vote separately for 
individual officers. 

2. That the Chairman of the Board of Tel- 
lers be consulted about the format of the 
ballot to facilitate counting. 

3. That biographic data for nominees be 
included on the ballot. “The biographic 
data would consist of : the individual's pres- 
ent position, any APA Committee Chair- 
manship and elected positions held in the 
past ; and positions held in the Assembly of 
_ District Branches.” 

This year 55% of the ballots mailed were 
© returned. 
= Of the voting members, 96% utilized the 
unit vote for officers. 
= Only two ballots for councillors indicated 

that the member felt he had insufficient 

knowledge upon which to base a decision. 
_ To answer some of the questions fre- 
quently raised, the Chairman of the Board 
of Tellers made a study of the tallies for 
_ the past 5 years, This has revealed enough 
correlation between election and ballot po- 
sition to warrant further consideration. With 
respect to contested Councillor elections, 
the most dramatic finding can be told sim- 
ply. i 


No candidate in the number 1 position ever 

lost! That is, the candidate first on the ballot 
= (position 1) won consistently in each of the 5 
ars. Since candidates are arranged alpha- 
tically (according to constitutional pro- 
“yision), a member whose last name begins 
with a letter near the head of the alphabet 
- gains undue advantage. 

The member in position 3 was successful in 
4 out of 5 elections. 

Does. this mean that the candidate at the 
bottom of the alphabet is also at the bottom of 
the tally ? No, it doesn’t. The candidate listed 
last on the ballot won 3 out of 5 years. Of these 
3 years, only twice did the Nominating Com- 
mittee offer six candidates (1957 and 1961). 
The candidates in that position won both 
times, representing a 100% success for position 
6. The nominee in the 5 position won 2 out of 
5 years as did the member in the number 2 
spot. 

hore was, however, a hard-luck spot. That 
was position 4. No candidate in position 4 
ever won an election! 2 

The 1961 election was no exception. As 

mentioned above, only 630 votes separated the 


top candidate from the next to the bottom 
one. But, 600 votes separated the latter from 
the low man who, as usual, was in position 4, 

Position 1, 2, and 3, traditionally supposed 
to be the winning combination, has been so 
only twice during the past 5 years. In both 
instances there were five nominees. 

Similarly, positions 1, 3 and the last position 
on the ballot have been winners twice; in 
1957 when there were six nominees and in 
1959 when there were five. 

The Ist, 5th and 6th candidates listed on the 
1961 ballot won (positions 1, 5, & 6)—the 
only success for this combination of positions. 


On May 7, 1961, I presented this report 
to Council. In view of the apparent ad- 
vantage of positions 1 and 3, and the dis- 
advantage of position 4, I recommended 
that the APA abandon the current practice 
of alphabetical listing of candidates. Coun- 
cil received this recommendation under- 
standingly, and is working on plans for its 
implementation. 

The role of alphabetical position may be 
shown in another way. Of total APA mem- 
bership, 64% have names in the A to M 
bracket, and 36% have names in the last half 
of the alphabet. If alphabetical position did 
not play a role, one would expect that our 
officers and Councillors would show about 
the same distribution : 64-36. 

But 12 of the 15 elected Councillors— 
that is 80%, belong in the first half of the 
alphabet. And our present Officer-Council- 
lor leadership shows a 73-27 distribution in- 
stead of the theoretically expected 64-36 
ratio. Two of the three Councillors making : 
the 20% minority (N-Z) referred to above 
were elected in 1961. 

The fact that all three of 1961’s victors 
were from the West raises the question ol 
geographical distribution. 

The new members of Council will effect 
some shift in the present proportion of 74% 
from the east and 26% from the west of the 
Mississippi, among our present officers an 
members of Council (30 in all). 

Four of our current officers and members 
of Council, or 13%, are from south of the 
Mason and Dixon line. The remaining 87% 
includes two from Washington, D. C. and 
one from Canada. 

The distribution of our governing body 
according to area is ; H 
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Area 1—Twelve: six voting and six ex- _ The Board of Tellers welcomes your 
officio. tinued comments, reactions, and s 
-` Area 2—Four : all voting. tions. Such communications from the mem: 


Area 3—Five : two voting and three ex- bership are of value to our elected leade 
‘officio. in obtaining the pulse of our organization 
Area 4—Five: four voting and one ex- and in prescribing wisely and officially for 
its continued growth and maturity. > 

: two voting and two ex- Evelyn Parker Ivey, M.D., 


Chair 


NO-YES 


When words are found to be a roundabout way of communication, the Zen master 

SENN mey utter “Katz !” without giving what is ordinarily considered a rational or intelligible 

reply, 5 TURRE 

a In the same way, when told that he looks like a dog, he will not get excited and make 

an angry retort. Instead, he may simply cry “Bow-wow,” and pass on, een baie 
- —D. T, Suzuxt 
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NEWS AND NOTES 


New Mentat HEALTH TRAINEESHIP ror 
Grapuate Nurses.—The traineeship pro- 
gram of the National Institute of Mental 
Health was recently extended to include an 
undergraduate traineeship for graduates of 
diploma schools of nursing who are inter- 

ested in a career in psychiatric-mental health 
_ nursing. These traineeships are available in 
schools participating in the National Mental 
Health Training Program, and provide an 
annual stipend of $1,800 plus such tuition 
and registration fees as required by the 
= educational institution, 
` This program continues to provide several 
_ _leyels of traineeship support for nurses seek- 
~ ing specialized graduate preparation in uni- 
= versities offering programs to prepare indi- 
viduals for expert clinical practice, teaching, 
_ Administration, consultation and research in 
colleges and universities, and in tals 
_ and community and public health agencies, 
s support is provided for trainin; 
“leading to the master’s and doctor's Uis 
For ca information write to the 
Training Specialist in Psychiatric Nursin; 
is as Deia Institute of Men 
ati Institutes of Heal 
Bethesda 14, Md. iia 
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Canavan MENTAL HEALTH ASSOCIATION 
ANNUAL Meerinc.—Growing public interest 
in the field of mental health was indicated 
by the impressive attendance at the 43rd 
annual meeting of the Canadian Mental 
Health Association, June 1, 1961. 

The program was significant in that its 
total focus was on the Association's scientific 
research program, Scant attention was paid 
to the traditional emphases on improving 
mental hospital care and the volunteer 
services to the sick. The program attracted 
a large group of people from the social, 
industrial and business leadership of Can- 
ada. More than 200 attended the public 
symposium to hear Drs. Omond Solandt, 

Noél Mailloux o.p., and Patrick McGeer, 
discuss research in the field of mental 
health. In the evening at the Association’s 


Society 
annual banquet, nearly 350 people heard ham of 
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Dr. Daniel Blain, director of California's 
mental hygiene department. 

Accepting chairmanship of the board of 

after serving 6 years as national 
president, J. S. D. Tory, QC, mentioned 
that a professional survey 4 years ago gave 
little encouragement of financial support 
for the unique approach to research pro- 
posed by the CMHA. Each year, however, 
has shown that contributions to the mental 
health research fund have been growing. It 
is anticipated now, that this research plan 
will prove to be successful and important. 

Under the CMHA plan, funds are allo- 
cated to persons, instead of the traditional 
pattern of granting to projects. The amount 
is large enough to assure income to the 
recipient for 3 or 4 years and it is paid 
directly to him. In this period the scientist 
is totally free to follow whatever leads de- 
velop from his research, without having to 
redefine the work in which he is engaged. 
Dr. Mailloux, a psychologist, and Dr. Me- 
Geer, a psychiatrist and biochemist, were 
the first beneficiaries of the Fund. Dr. 
Solandt, a vice-president of Canadian Na- 
tional Railways and formerly director of 
Canada’s Defence Research Board, was 
director of the Fund in 1960. 

Dr. Blain’s address reported on the phi- 
losophy and growth of community mental 
health services in California. 

Growth of the Canadian Mental Health 
Association was highlighted in a review by 
the President of his 6 years of service. From 
less than 2000 in 1954, the membership 
had grown to 125,000 in 1960. Income had 
increased from about $100,000 in 1954 to 
$700,000 in 1960, 

The Association’s annual report—an 8- 
page summary designed far ready reading 
Binoy —— at the meeting and is no 
a e upon request by writing to the 
Association at Box 555, Toronto 5. 


American ACADEMY or Cmo PsycHI 
arry.—At the recent annual meeting of this 
in Chicago Dr. James M. Cunning- 

Dayton, Ohio, was installed as 


pare 
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and Dr. Reginald S. Lourie, head 
p try at Children’s Hospital, was 
ued president- elect, Dr. Joseph Weinreb 
ted secretary and Dr, Abram Blau, 


faz Mopern Founpers.—Dr. and Mrs. 
Gerty were hosts at the annual 
n meeting on Wednesday during 
of the APA. The speakers included 
Barton, Bond, Lebensohn, Ross, 
» O'Mara, the new APA Librarian- 


aw Founders awarded certificates were : 
octors A. Auerback, Ed. Billings, Hardin 
h, Hamilton Ford, Walter Obenauf, 
nders, and Harry Solomon. 
elected for the coming year are : 
Dr. Leo Bartemeier, Vice-Chair- 
. Daniel Blain, and Secretary- 
‘Dr. Bob Mearin. 


ARQUHARSON TO Dmecr CANADIAN 
Heaura Association RESEARCH 
1961.—Dr. R. F. Farquharson, Pro- 
Emeritus of Medicine, University of 
and chairman of the Medical 
h Council of Canada, has accepted 
ction of the C.M.H.A. research fund 
coming year. He will select the ap- 
to receive this annual grant which 
nounts to $25,000. 


r N Instrrure on Ermxersy.—The 
“annual conference of the Western In- 
on Epilepsy has been scheduled for 
oto 11 through 14, 1961. These meet- 
Bs are to be held at the Granada Hotel 
inn at San , Texas. 
pers will a “ina the clinical, 
cal, neurophysiologic, psychologi- 
electroencephalographic aspects “ot 
Sy. 
information address Frank Risch, 
‘Secretary-Treasurer, 3097 Manning 
Los Angeles 64, Calif. 
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MERIC; T EESAN Socrery.—At 

a uai meeting American Psycho- 

ic Society April 28-30, 1961, Atlantic 

‘Spel Persons took office : 

ent, Stewart Wolf, M.D. ; President- 
Venn > 


elect, Julius B. Richmond, M.D. ; Secretary- 
Treasurer, Eugene Meyer, M.D. ; Elected to 
Council were, Morton D. Bogdonoff, M.D., 
Stephen Fleck, *M.D., Adrian M. Ostfeld, 
M.D., Alvin P. Shapiro, M.D. i 
The 19th annual meeting of the Society 
will be held March 31-April 1, 1962, in 
Rochester, N. Y. 4 


Kysernerix,—This new Journal, the first — 
issue of which appeared in January, 1961, — 
deals with the “transmission and processing 
of information and with control processes 
in both organisms and automata.” pah 

It is edited by H. B. Barlow, Cambridge, 
Eng., M. Halle, W. A. Rosenblith and N. 
Wiener, Cambridge, Mass., B. Hassenstein, 
Freiburg i.Br, W. D. Keidel, Erlangen, I. — 
Kohler, Innsbruck, K. Kiipfmiiller, Darm- 
stadt, H. Mittelstaedt, Seewiesen, Obb, W. 
Reichardt, Tübingen, J. F. Schouten, Eind- — 
hoven, M. Schiitzenberger, Poitiers, K. — 
Steinbuch, Karlsruhe. q 

The publisher is Springer-Verlag, Berlin, — 
Göttingen, Heidelburg. 

Contributions may be in German or ~ 
English. Maximum price for 1961: DM 80, 

The initial number of Kybernetik con- 
tains papers on Processing in the Nerve — 
Cell for regulating Voluntary Movements,” — 
Letter Constraints within Words in Printed ~ 
English, Pawlow and his Dog, a Demon. ~ 
stration Model for the “Conditioned Reflex,” 
and four other contributions. a 

This issue, 56 pp. (9 pp. in English), 72” 
charts, diagrams, tracings, etc, : 


IxLmois Psycu1atTaic Hospiran —On 
March 15, 1961, the following members of F 
the Illinois Psychiatric Society were elected 
to office for the year 1961-1962 : President, 
Dr. Melvin Sabshin; President-Elect, Dr. — 
Lester Rudy ; Secretary-Treasurer, Dr. Har- — : 
old Visotsky ; Councilors, Dr. Joel S. Han- = 
dler, Dr. John Adams ; Delegate to Ameri- — 
can Psychiatric Association Assembly, Dr. 
Jewett Goldsmith ; Alternate Delegate, Va- ~ 
cant—to be filled in September 1961. 4 


. American BOARD OF PSYCHIATRY AND — 


NEWS AND NOTES 


' Psychiatry and Neurology, Inc. : Oct. 9 
_and 10, 1961—Chicago, Ill. ; Dec. 11 and 12, 

1961—New York, N. Y.; and April 2 and 3, 
1962—San Francisco, Calif.’ 


VESTERMARK FELLOWSHIPS TO BE CoN- 
TINUED.—The Smith Kline & French Found- 
_ ation has announced an additional grant of 
$10,000 for the continuation of the APA’s 
Vestermark Fellowships, under which se- 
lected medical students are provided with 
_ the opportunity for full time work in pub- 


APA for various fellowships in psychiatry 
during the past 6 years to $200,000. 

Applications should be submitted directly 
to the SK&F Awards Committee at the APA 
_ Central Office, 1700 18th Street N.W., 
= Washington 9, D. C. 


Dr. Diamonp Heaps MANHATTAN STATE 
_ Hosprrax.—Dr. Oscar K, Diamond was ap- 
pointed Director of Manhattan State Hos- 
- pital, Ward’s Island, effective May 15, 
1961. 

_ Dr. Diamond entered the New York 
State service in 1946 and served as assistant 
director at Creedmoor State Hospital for 5 
years previous to the present appointment. 


A. E. Bennerr Nevurorsycuratric RE- 
_ SEARCH FOUNDATION Awarp.—At the annual 
meeting of the Society of Biological Psy- 

- chiatry in Philadelphia, June 11, 1961, Dr. 
_ Larry Stein, a research psychopharmacolo- 
~ gist at Wyeth Laboratories, Philadelphia, 
received the A. E. Bennett award of $500 
for his research report on a possible neuro- 
physiological basis of depression. 

Dr. Stein was previously associated with 
the Walter Reed Army Institute for Re- 
search and the VA Laboratories in neuro- 


psychiatry. 


; 


NATIONAL ASSOCIATION FOR MENTAL 
Hearty.—Under numerous and striking 
gains in this field during the past decade 
as noted by the president of N.A.M.H., 
Mrs. Felex Dupont, Jr., in the annual report 
of the Association, most striking are : 


The estimate that patients entering men- 
tal hospitals with diagnoses of schizo- 
phrenia, manic-depressive or involutional 
psychosis now have a 65% possibility of re- 
turning to community life within a few 
months. 

Also that greater numbers of psychiatric 
cases are now treated in community-based 
centers. More than 950 general hospitals in 
the United States operate psychiatric units, 
An increasing number of communities have 
outpatient clinics for both adults and chil- 
dren as well as aftercare centers for the fol- 
low-up of patients discharged from hos- 
pitals. 


` Open-Srarr PsycmarRic Hosrrrars.—In 
June 1962 a meeting will be held at the In- 
stitute of the’ Pennsylvania Hospital when 
the question of open-staff privileges in psy- 
chiatric hospitals similar to those in general 
hospitals will be considered by psychiatrists 
assembling from a majority óf the states. 

Dr. Lauren A. Smith, physician-in-chief 
of the Institute, commenting on the fact that 
certain psychiatric hospitals, including the 
Institute of the Pennsylvania Hospital, have 
made concessions in the direction of open- 
staff hospitals, indicates the advantage of 
permitting not only referring psychiatrists 
but also the family doctor to collaborate 
with the staff in patients’ treatment. 

Dr. Walter E. Barton, president of the 
APA will lead the panel of speakers. 

The Smith Kline and French Laboratories 
of Philadelphia are to underwrite the cost 
of the meeting. 


THE American NEUROLOGICAL ASSOCIA- 
TION.—At the 86th annual meeting of this 
Association held in Atlantic City, N. J. on 
June 12-14, 1961, total registration was 
626. The following officers were elected for 
the year 1961-62: President, James L. 

‘Leary, St. Louis, Mo.; President-Elect, 
Charles D. Aring, Cincinnati, Ohio; 1st 
Vice-President, Francis L. McNaughton, 
Montreal, Canada; 2nd Vice-President, 
Robert S. Schwab, Boston, Mass. ; Secre- 
tary-Treasurer, Melvin D. Yahr, New York, 
N. Y.; Assistant Secretary, Clark Millikan, 
Rochester, Minn.; Editor of Transactions, 
Melvin D. Yahr, New York, N. Y. 
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E NEWS AND NOTES 


ld Wolff was elected to the 
years ; Dr. Fred Plum for 2 
Charles Rupp was appointed rep- 
to the American Board of Psy- 
Neurology for 4 years, and Dr. 
ny-Brown as representative to 
| Research Council for 3 years. 
annual meeting will be held 
1962 at the Claridge Hotel in 
ity, N. J. 


Western DivisionaL MEETING— 
he meeting will be held in Salt 
City, Utah, Sept. 21-24th, 1961. 
orate program has been provided : 


as an error in the last sentence of 
paragraph of the book review of 
landbook of Psychiatry, edited 
o Arieti, page 1051, May 1961. 
e should read : 


CORRECTION 


Dr. Hardin Branch will moderate a sym- 
posium on the morning of Sept. 22, State 
Frontiers of Psychiatry, discussed by repre- 
sentatives of the’various states. 

The Academic lecture will be delivered 
by Dr. Henry W. Brosin at 1:00 a.m., Sept. 
23. 


A special feature of the meeting will be 
a “Tour of the Centre of Scenic America,” 
beginning at 1:30 p.m., Sept. 22, 1961 and 
including a 7:00 p.m. Western dinner en 
route. The cost of this feature, covering 
afternoon and evening, is $10.00 per perso: 

The West Coast Group Therapy Associa- 
tion meets concurrently Sept. 24, 1961. b 


There are useful contributions by Hans 
Strauss on Epileptic Disorders, by Henry 
Brill on Postencephalitic Conditions and 
on Psychoses with Huntington’s Disease 
by Bigelow, Roizin, and Kaufman, 


CREDULITY 


S perquisite of the race, as it has been called, with all its dark and terrible 
lulity has perhaps the credit balance on its side in the consolation afforded 
‘souls of all ages and of all climes, who have let down anchors of faith into 
Sea of superstition. 


—OsLER 


Cup anD JuveniLe Detinguency. Edited by 
_ Benjamin Karpman, M.D. (Washington, 

D. C. : Psychodynamics Monograph Series, 
1959, pp. 364. $10.00.) 


` This book presents now in collected form the 
“papers, comments and discussions that com- 
$ ed 5 symposia held at Orthopsychiatric 
eetings in the early 1950’s. The contributors 
were several outstanding workers drawn main- 
from the psychiatric discipline. 

The first 3 symposia deal with the somewhat 


ons are as diverse as the approaches pre- 
ented, which vary from the convinced endo- 
a ‘ine-organic to the equally convinced psycho- 
analytic. It is, however, refreshing to find 
ressed by all, the present lack of any proven 
definitive statements or conclusions and a 
mowledge of the inadequacies of any and 
; approach to this thorny problem. 
The latter 2 symposia deal with the more 
ent delinquent problems, the first with the 
der and the second with the younger “preda- 
tory” delinquent. As in the first three, the 
contributors speak from a wealth of experience 
id add, by a variety of views, a roundedness 
the consideration of “pyschodynamics” and 
basic emotional factors.” 
_ Although at times, the differences appear to 
be less of fact than of approach, there is little 
attempt to find any common ground and one 
is left with a series of well-stated 


cry in the wilderness for more rigid methods of 
research and verification. In addition, though 
there is common agreement on the importance 

f social factors, no voice is heard from the 
discipline of sociology. 

It is impossible to discuss this book without 
referring to a grating tendency that increases 
_ throughout it, namely to summarize everything 
and then summarize the summary ad infinitum. 
This reaches its height of annoyance when the 
“summary” takes a complete sentence from the» 
paper and repeats it—on the facing page (p. 
- 124-125). Unfortunately, this detracts from the 
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real merit of the attempts to synthesize the 
divergent views that lie within these repetitious 
sections. The application of editorial rigor — 
would have improved the overall value and 
impression even were it at the expense of the 
retention of spontaneity that publication “in 
full” may try to encompass. 

Despite its drawbacks, the book represents a 
solid and conscientious attempt to present the 
many facets of work in the field at that time—a 
distillate of experience and opinion from those 
whose work entitles them to speak as repre- 
sentatives of a yariety of divergent views. 

Quentin Rar Grant, M.B., Cu.B., 
Children’s Psychiatric Service, 
Johns Hopkins Hospital, 
Baltimore, Md. 


Emrturunc IN pæ Psycuraram. By Kurt 
Kolle. (Stuttgart : Georg Thieme Verlag, 
1960, pp. 92. DM. 6.80. $1.60.) 


Professor Kolle, who is director of the Psy- 
chiatric and Neurological Clinic of the Univer- 
sity of Munich, has prepared three texts 
adapted primarily for use of medical students. 
This one may be regarded as a primer or 
guidebook to lighten the task of students com- 
ing newly into the psychiatric clinic. 

Later on when the student has become some- 
what acquainted with the subject and has seen 
many cases, he will need the more comprehen- 
sive and detailed text, the Lehrbuch der Psy- 
chiatrie. 


Finally, to refresh his memory and make a 
closer study of cases he has seen in the clinical 
demonstrations he may turn to the third volume 
containing presentation of individual cases. In 
this last book Professor Kolle emulated the 
useful pattern of his predecessor, Kraepelin, in 
m Pes Einfiihrung in die Psychiatrische 

nik. 


In the present small Wegweiser Kolle begins 
with a brief notice of the main names in psy- 
chiatric history of the 19th and 20th centuries. 

Next comes the subject of classification, the 
foundations of which were laid by Kraepelin, 
affording a system of medical diagnoses—Ohne 
Diagnose Keine Therapie, 

The table of diagnoses in the narrower sense 
will however be confusing for the beginner. 
Therefore the author brings all psychic ab- 
normalities together in 6 large groups : 1. Ab- 
normal or psychopathic personalities. 2. Endo- 
genic psychoses. 3. Exogenic psychoses. 4. 

} ? 


Py 
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Acquired psychic disorders. 5. Diseases of the 
nervous system. 6. Disorders of the sympathetic 
nervous system. Brief commentaries accompany 
the several divisions. 

Tt is necessary to acquaint the student with 
the dilemma of trying to align pathologic psy- 
chic states with somatic conditions. Innumer- 
able futile attempts have been made to cut this 
Gordian Knot, which ultimately takes the shape 
of the body-mind question itself. To approach 
it by way of philosophy may satisfy the mind 
of the philosopher. Kolle mentions a late lumi- 
nary in this field ; Heidigger, whose existential 
philosophy has been seized upon by certain 
psychiatrists to resolve the dilemma. This area 

speculation Kolle calls a “Nomansland,” 
whence the spoils that adventurers bring home 
are only “dürftig und einférning.” ; 

Discussing diagnosis (3 pp.) Kolle contrasts 
the relative precision of diagnosis based on 
organic physical and neurological findings with 
the extreme vagueness of diagnosis based on 
other factors. 

Under tréatment (24 pp.) is reviewed for 
the student all currently available procedures, 
including psychotherapy, with a somewhat am- 
bivalent critique of psychoanalysis, together 
with methods that require institutional care. 
Opportunities for research are particularly 
Stressed ; likewise the standpoint that psychi- 
atty and neurology constitute a united field 
as part of the whole discipline of medicine. 

C. B. F. 


Recent ÅDVANCES In BIOLOGICAL PSYCHIATRY. 
Edited by Joseph Wortis, M.D. (New 


York & London: G & Str 1960, 
$1350) Tune atton, 1960. 


To most British psychiatrists, too much 
erican psychiatric literature now seems to 
Consist of the repetitive dialectics of well-in- 
doctrinated Freudians, and therefore this book 
comes as a particularly welcome and appro- 
N ee of the existence of a less vocal 
ery active minority striving for pro; 
along lines much more likely S peidied tig 


new and reall i 
mentally ill, y practical treatments of the 


The book 
and new observations along a variety of biolog- 


e 


sexual deviation. There is also a most instruc- 
tive round table discussion on the toxic theories 
of schizophrenia. The hallucinogenic drugs 
come in for special examination, including at- 
tempts to try to understand better the actual — 
biochemistry of LSD psychosis. Kalinowsky 
appraises the tremendous practical treatment 
advances brought about by the somatic ther- a 
apies, including the new tranquilizing and 
antidepressant drugs. Even the neurology of — 
motivation is chosen for the Presidential Ad- 
dress, and a whole section of the book is de- 
voted to a study of conditioning seen electro- 
encephalographically in man and animals; 
other studies in neurology and physiology are 
given a whole 70 pages. 
If only there were a few more volumes like 
this, we should certainly start to get very much 
nearer to helping a lot more of the patients now _ 
crowding the mental hospitals of both our ~ 
countries. i 
Waryam. Sarcant, M.D., 

St. Thomas’ Hospital, 


London, England, 


Tue Caricature or Love. By Hervey Cleck- 
ley, M.D. (New York: The Ronald Press 
Company, 1957.) 


In the preface to this little volume the — 
author states : 

“This book has two chief themes :. sexual 
disorder and its influences, and a critical ex- 
amination of some concepts of sexuality which 
are prominent today in psychiatry and psychol- 
ogy. Many psychiatrists, psychologists, and 
sociologists have, in recent years, taken the 
position that society should exhibit a more 
liberal attitude toward sexual deviation. It has 
been repeatedly maintained that the public and ` 
the law are unduly influenced by prejudice and 
archaic tradition, that aberrant sexual practices 
are too harshly condemned by our culture. 

Dr. Cleckley obviously does not accept this ~ 
point of view but regards personality disturb- 
ances of this type as distinctly abnormal and 
adds as a subtitle of his book : “A Discussion 
of Social, Psychiatric, and Literary Manifesta- 
tions of Pathologic Sexuality.” The chief, but 
not only form of sexual deviation which the 
author discusses, is homosexuality. He points 
out that many persons who have contributed 
much to literature and the arts and who in 
many respects have contributed to human 3 
values have satisfied sexual impulses in this 
manner. He does, however, in spite of the 
contributions which such persons haye made, 
believe that persons who indulge in them must 
be regarded as having personalities which are 


BOOK REVIEWS 


[ August s 


pathological and may exercise a disturbing in- 
fluence on young associates. He quotes from 
_ the Journal of the Americal Medical Association 
as follows, in its reply to a question received a 
few years ago asking if homosexuality is 
_ thought to be congenital or acquired : “As such 
a child (homosexual) grows up he retreats 
from heterosexuality to homosexuality because 
of previous fearful associations with hetero- 
sexuality.” We wonder if this is correct. 
The experience of the author has been much 
like that of most of the rest of us: namely, 
that these sexual deviates are rarely treated 
successfully. We also agree with him that 
‘science should “avoid using such terms as 
‘prove’ and ‘demonstrate’ for what is no more 
than hypothesis, personal taste or speculation.” 
As one lays down this book he feels some- 
what puzzled as to its purpose. Is its purpose 
‘to present a really intelligent discussion of 
sexual deviations or is it to make sport of 
_ Freudian theories? Although many theories 
roposed by Freud seem to be baseless specula- 
tions, yet if they were considered as figures of 
speech instead of substantiated theories would 
they not receive more general acceptance P 
Artur P. Noyes, M.D., 
Norristown, Pa. 


Tue Poor Ger Curpren. By Lee Rain- 
water, Ph.D. (Chicago : Quadrangle Books, 
_1960, pp. 190. $3.95.) 


Clinics affiliated with the Planned Parent- 
ood Federation of America have been involved 
for many years with evaluation and prescription 
of contraceptive methods. Harmlessness, effec- 
= tiveness and acceptability were the criteria used 
to evaluate such methods, Sufficient time has 
been given to prove the efficacy and reliability 
of the methods tested and prescribed. The con- 
cern now is that of acceptability. Various psy- 
chological investigations are in progress, or pro- 
jected, to determine : Why those most in need 
of contraception do not seek it; why those 
who do seek it (and, in so doing, presumably 
demonstrate a desire to use the prescribed 
method) but then do not use it ; and why some 
discontinue the method after a period of time. 

In an attempt to answer these questions, the 
Planned Parenthood Federation of America 
sponsored a pilot investigation of the psycho- 
logical factors involved in family planning and 
contraceptive practices among working class 
men and women. As stated, 2 broad subjects 
were covered. 1. Specific attitudes, motives and 
habits in connection with contraceptive prac- 
tices. 2. The psychological context of motives, 
morals and attitudes in other aspects of family 

o 


> 
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living which condition working class behavior 
in the area of contraception. The sample con- 
sisted of 96 working class respondents, 46 men 
and 50 women, in the reproductive years, living 
in an urban area, constituting an ethnic and 
religious cross section, and all married and liv- 
ing with their spouses. 3 


The findings show a concrete correlation be- _ a 


tween the factors explored and the use and 
non-use of specific contraceptive methods, Ex- 
cerpts from some of the interviews are particu- 
larly revealing. ; 
From these findings, the challenge is raised 
to all workers in this field. “It is clear that work- 
ing class people have a real interest in family 
planning and limitation. The professional work- 
er who is able to approach them in terms of 
their realities, their understanding, their anxi- 
eties, and goals will stand the best chances of 
helping them to use effectively their own self 
interest in contraception.” 
Lena Levine, M.D., 
Margaret Sanger Research Bureau, 
New York City. 


An Experiment IN Menta Patient Rewa- 
BILITATION. By Henry J. Meyer and Edgar 
F. Borgatta. (New York: Russell Sage 
Foundation, 1959, pp. 114. $2.50.) 


This monograph is a carefully planned 
evaluative survey of an ambitious pilot project 
planned by the Executive Director of Altro 
Health and Rehabilitation Services Inc., Ber- 
tram J. Black. The project represented an ex- 
tension of the services of this agency to include 
patients discharged from state mental hospi- 
tals. The research team narrowed down its 
selection of the group to be studied to those 
with the diagnosis of schizophrenia. 

The express aim of the project was to de- 
termine whether the rehabilitation program 
offered by the agency, which is carried out 
and supervised in the environmental setting — 
of a modern garment factory, could be adapted 
to the re-conditioning of discharged mental 
patients with the same success as with the 
after-care of discharged tuberculous and 
cardiac patients. 

Despite the fact that there was a widely 
expressed conviction that there would be no 
difficulty in assembling a sufficient number of 
clients anxious to take advantage of the pro- 
gram, the fact proved to be quite the opposite, 
with the result that the numbers actually 
engaged in the rehabilitation were negligible. 
Consequently, the primary purpose of the 
project was not realized. From the ashes of 
defeat, however, rose a phoenix of resource! 
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inquiry into the significance of what had been 

learned about the problems, attitudes, beliefs, 

and expectations of the clients who had been 
selected to form their “focal group” (those 

_ who would be put through the rehabilitation 

program) and the control group. Many 

pointers were found in these areas to suggest 
that there is a vast amount of work to be done 
in the field of studying the after-care needs of 
the discharged mental patient. Above all, it 

“soon became evident that the availability of a 

potentially sound rehabilitation program does 

not by any means prove that there will be a 

waiting list of clients. 

Although, therefore, this pilot project failed 
to produce statistical results of any significance 
with respect to the possible benefits of the 
7 Altro Rehabilitation program in re-condition- 
ing the ex-hospitalized mental patient to meet 
the ardors of competitive living, a great many 

observations were made which will be of use 
to others who plan research in this complex 
area of human illness. 

; The application of work therapy for mental 
hospital patients is not a new or untried auxil- 
iary therapy, either during hospitalization or 

ë later, This principle—the principle of re-condi- 

tioning disabled persons to the use of injured 

limbs or of impaired mental faculties through 
© acquisition of technical skills and the de- 
velopment of increasing work tolerance—has 
een in application in such widely different 
era as the New York State Rehabilitation 
Ospital and the Rehabilitation Center of the 
rican Rehabilitation Committee for many 


ce, 
Where this proj i 
E tmendation, h project calls for special com- 


i owever, is, first, that it represents 
j a et at serious evaluation of arti 
j Ng why, and when a certain program can 
ee aie be ‘adapted to the after-care of 
ct “tia ed mental patients ; and, second, 
i n agency called on experts in the field 
ie nee to co-operate with, advise on, 
; E uate the implementation of the proj- 
Outing o one thing for an agency to try to 
ite xs ‘ound methods of procedure and to 
i See at implementing its program and 
` ae its own results, It is quite an- 

© take full responsibility for planning 


and carrying out a pilot research and to sub- 
ject those who do the work to a continuing 
and final critical evaluation. Only by such 
genuine scientific, enthusiasm and objectivity 
can advances be made in such a complex field 
as the rehabilitation of the ex-hospitalized 
mental patient. The staff of the agency, the 
evaluating team, and the Russell Sage Foun- 
dation are to be congratulated on a modes 
but valuable contribution to our understanding 
of some of the principal leads to be followed 
in future investigations. 
Joun A. P. Murer, M.D., 
New York, N. Y. 


Tue Two CULTURES AND THE ScientIFIC Rev- — 
oLuTtIoN. By C. P. Snow. (New York: 
Cambridge University Press, 1959, pp. 58.) — 


In this time of fast-moving social and polit- 
ical changes we are also enjoying (or endur- 
ing) a scientific revolution. Sir Charles Snow — 
feels we are as unconscious of it, as poorly 
prepared for it and have it as weakly inte- 
grated socially as our forbears in the case of _ 
the industrial revolution. This latest move- 
ment is coming inevitably into our lives with 
changes causing more change resulting in 
farther revolution, and so on. At least that was 
the kind of sequence when there were new 
sources of power, new machines and when a 
new organization of production began in the 
18th and 19th centuries. The earlier revolution 
was the cause of severe shocks to social systems 
and national structures, but it was, as Snow 
puts it, “the hope of the poor,” because they 
at least had a chance of self-improvement 
though they first had to experience the sweat — 
shops. This scientific revolution consisting of 
major advances in the electronic fields, atomic 
energy and automation will not be so impor- 
tant for destroying feudal systems and bringing 
down aristocracies as it will be hope for the 
poor nations of the world. The social and 
political upheavals provide the motives for 
major alteration in the social systems of Africa 
and Asia. The scientific revolution will provide 
the means for these changes which will not be 
evolutionary, gradual and spread over several 
generations. Instead, the people of Africa and 
elsewhere will soon learn they need not wait 
for their offspring to enjoy those things the 
major civilized nations now have. They will — 
want them now or in the near future and their 
desires will be in the realm of possibility be- 
cause of the scientific revolution. We have not 
the excuses of the past for delay and patience 
because technological advances will make pro- 
gress a possibility much sooner than we had 
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adaptation to the inexorable scientific revolu- 
tion. These effects are described by Snow as _ 
major sources of the very dangerous delay in 
our work as humanists and scientists in the 
countries. E 
I think this book may be of particular in- 
terest to psychiatrists because they have in 
some ways struggled more than others with 
the division and coordination of humanistic 
and scientific disciplines. 
James L. Trrcnener, M.D., 
College of Medicine, 
University of Cincinnati. 


THE SCIENCE AND MEDICINE or EXERCISE AND 
Srorts. Edited by Warren R. Johnson. 
(New York: Harper and Brothers, 1960, 
pp. 740. $12.00.) 


This is an excellent book for all those inter- 
ested in the medical and scientific aspects of 
exercise and sports. Its 42 contributors include 
many whose primary interest lies in physical 
education, and in the physiology and psychol- 
ogy of exercise., All present their matter in a 
readable and well-referenced manner ; 
tensive bibliography following each chapter. 
The section on physiological aspects is factual 
and informative, dealing with each of the bod 
systems, and presenting opinions backed wi 
experimental studies of the effect of exercise 
on them, and the variations noted under par- 

circumstances; for example, stress, 
weight-control, climate, altitude and 
The problem of motor develop- 
ment, growth, and exercise in adult years, with 
reference to middle and advanced years, 
discussed, The psychological aspects 
with discussion of the personality 
dynamics, and the contribution of exercise and 
of athletic participation to mental 

performan 


health and academic ce. The thera- 
order with relation to medicine, reha- 
of the ill, and as a psychiatric adjunct 
are well presented. 
from the 


factual presentation of ex- 
and theoretical data and back- 
gound, one cannot escape the feeling that the 


despite the fact that in no place are they guilty 

of biased presentation or of extravagant claims. 
G, E. Wovenovse, M.D., 

University Health Service; 

Toronto, Can. 
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JACKSON, FREUD AND SHERRINGTON ON THE 
RELATION OF BRAIN AND MIND 


RONALD W. ANGEL, M.D.1 


object of this paper is to show 

J Hughlings Jackson, Sigmund 

and Sir Charles Sherrington held re- 

ily similar views concerning the re- 

Of cerebral and mental processes. The 

‘object is to suggest that their views 

@ sound rationale for current re- 
On the neural basis of mind. 

'orthy that these men, who were 

neurology, psychiatry and neuro- 

respectively, arrived at similar 

in regard to the brain-mind re- 

reasoning is still cogent, and it 

Special interest in the present era 

iology, psychopharmacology, 

and psychosomatic medicine, 

e recent upsurge of these hy- 

ties, the literature contains few 

ions of the brain-mind prob- 

Writings on neurophysiology, the 

is usually enclosed within 

© quotation marks, and in writings 

malysis, the word “brain” seldom 

+ If these disciplines can pro- 

t reference to the brain-mind 

en why does it deserve serious 


er is that persons who study the 

mind are likely to make various 

p concerning the relation be- 
‘tie two. Even if these assumptions 
implicit, they tend to influence 

= aNd research, It would seem ad- 

Ous to make them explicit, if only 

‘ e aware of their defects 
ations. Jackson, Freud and Sher- 

i pains to express their assump- 

I clear, written statements, These 

# form the basis of this paper. 


ANGS JACKSON AND THE 
E OF CONCOMITANCE 


thoughts, affects, wishes and so on. In the 
class of nervous states, he would include 3 
“the varying conditions of anatomical am ~ 
rangements of nerve cells and fibers... the 
physics of the nervous system”(1). He ob- < 
jected strongly to the prevalent confusion ofid 
psychology with the physiology of the nerv- ` 
ous system exemplified in such statements 
as that “ideas are formed in the cortical grey 
matter of the brain, and produce move- — 
ments by acting on lower centers” (1). He ~ 
warned against a 
the fallacy that what are states in 

lower pesidson fine away pp ott states in 
higher centres ; that, for example, vibrations of 
sensory nerves become sensations, or that — 
somehow or another an idea produces a move- ~ 
ment(2). $ 


tremor and restlessness(11). Jackson would 
have no patience with statements of that ~ 


po did he distinguish clearly be- 

Not onl: x 
tween SATA and mental states, but he 
denied any transition from one to the other _ 


(1)+ 


san 
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and matter, he may have seemed indifferent 
to the mind-body problem, On the contrary, 
he faced it directly and expressed his view- 
‘point unequivocally. He recognized two 
classes of events, the mental and the physi- 
cal, which are mutually exclusive. Mental 
a _ states are connected in some way with their 
anatomical substrata, but he did not pre- 
_ sume to understand the mode of connection. 
As shown in the following quotation, he 
lenied that the relation is causal (3) : 


ow, I speak of the relation of consciousness to 
‘mental states. The doctrine I hold is : first, that 
_ States of consciousness (or, synonymously, 
states of mind) are utterly different from 
nervous states; second, that the two things 
= Occur together—that for every mental state 
there is a correlative nervous state; third, 
‘that, although the two things may occur in 
_ parallelism, there is no interference of one with 
_ the other, This may be called the doctrine of 
Concomitance, 


Jackson's doctrine of concomitance had 
| Strong influence upon those who followed 
n, including Sigmund Freud. 


_ THE VIEWS OF SIGMUND FREUD 


Following Jackson, Freud drew a clear 
_ distinction between mental states and states 
= Of the brain. His viewpoint is expressed in 
_ the following quotation(4) : 


__ The tendency of earlier periods in medicine was 
= to localize whole mental faculties, as they are 
__ defined by psychological nomenclature, in cer- 
tain regions of the brain. By contrast, there- 
fore, it was bound to seem a great advance 
when Wernicke declared that only the simplest 
psychical elements, the different sensory pre- 
sentations, could legitimately be localized— 
localized at the central termination of the 
peripheral nerve which has received the im- 
pression. But shall we not be making the same 
= mistake in principle, whether what we are 
= trying to localize is a complicated concept, a 
K whole mental activity, or a psychical element ? 
i Is it justifiable to take a nerve fiber, which for 
i the whole length of its course has been a purely 
physiological structure and has been subject to 
purely physiological modifications, and to 

_ plunge its end into the sphere of the mind and 
to fit this end out with a presentation ora 
mnemic image ? If “will,” “intelligence,” and so 
on, are recognized as being psychological tech- 
nical terms to which very cdmplicated states of 


affairs correspond in the physiological world, 
can we feel any more sure that a “simple sen- 
sory presentation” is anything other than a 
technical term of the same kind ? i § 
It is probable that the chain of physiological 
events in the nervous system does not stand in 
a causal connection with the psychical events, 
The physiological events do not cease as soon 
as the psychical ones begin ; on the contrary, — 
the physiological chain continues. What hap: 
. pens is simply that, after a certain point of 
time, each (or some) of its links has a psycho: 
logical phenomenon corresponding to it, Ac — 
cordingly, the psychical is a process parallel to 
the physiological—“a dependent concomitant” 


It is well known that Freud’s earlier views 
on the relation between the mind and the 
nervous system were greatly influenced by 
Jackson, from whom he borrowed the phrase 
“dependent concomitant.” Like Jackson, 
Freud warned emphatically against con: 
fusions between physical and psychical 
processes, and he would not tolerate | 
thoughtless jumps between the physiological 
and psychological points of view. He ob- 
jected, for example, to the statement that a 
mental “presentation” might be localized 
within a nerve cell(4) : 


This way of putting matters . . . at once leads 
to a confusion between the two things, which 
need have no resemblance to each other. In | 
psychology a simple presentation is something 

elementary for us, which we can sharply 
tinguish from its connections with other pee 
Sentations, This leads us to suppose that thë 
physiological correlate of the presentation—l 
the modification that originates from the @%- 
cited nerve fiber with its termination at the 

centre—is something simple too, which can be 
localized at a particular point. To draw 

parallel of this kind is of course entirely W- 
justifiable ; the characteristics of the modifica; 
tion must be established on their own accoun 
and independently of their psychological coum 
terpart. 5 


The views of Freud and Hughlings Jack 
son are seen to agree, except upon O0? 
point. Jackson spoke of “states of conscious, 
Ness” as synonymous with “states of mind. 
Freud would disagree with him about this 
but otherwise there is full agreement. Jac% 
son sought physical explanations for an 
ordered states of the nervous system ; Freu 
sought psychological explanations for %1 
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states of mind, but neither would 
ose thinking upon the relation of 
mind. 

as Hughlings Jackson protested 
nst the use of psychological terms in 
g neurological disorders, so Freud 
followers objected to the use of 
gical terms in psychology. Breuer, 
ple, wrote as follows(5) : 


follows little mention will be made of 
and none whatever of molecules. 
processes will be dealt with in the 
ge of psychology ; and, indeed, it cannot 
be otherwise. If instead of “idea” we 
© speak of “excitation of the cortex,” 
term would only have any meaning 
so far as we recognized an old friend 
that cloak and tacitly .reinstated the 
‘or while ideas are constant objects of 
perience and are familiar to us in all 
hades of meaning, “cortical excitations” 
n the contrary rather in the nature of a 
objects which we hope to be able 
in the future. The substitution of 
for another would seem to be no 
an a pointless disguise. Accordingly, I 
forgiven if I make almost exclusive use 
sychological terms, 


i is a clear statement of the lesson 
ight by Jackson and Freud : thoughtless 
sitions between the psychological and 
logical points of view can serve no 
‘Purpose. If contemporary writers 
1 remember this lesson, one would no 
Tead about the overflow of anxiety 
le muscular system or the effect of 
ideas upon gastric secretions. 


5 OF SIR CHARLES SHERRINGTON 


Jackson and Freud, Sherrington em- 
the distinction between mental and 
Processes, as shown in the follow- 


itatement(6) : 


hysico-chemical (or for short physical 

ed a unified machine from sak, sis 
auld be merely a collocation of commensal 
r The psychical, creates from psychical 
a heey thinking and endeavouring 
fe vidual. Though our exposition kept 

vo systems and their integrations apart, 
ely complemental and life brings 
operatively together at innumerable 
y that the physical is ever anything 


but physical, or the psychical anything but 
psychical. j 


Sherrington goes on to point out the diffi- 3 
culty that must be overcome in the attempt — 
to integrate brain and mind. 


[This integration] has to overcome a difficulty 
of no ordinary kind. It has to combine two- 
incommensurables; it has to unite two di 
parate entities. To take an example : I see the 
sun; the eyes trained in a certain direction 
entrap a tiny packet of solar radiation covering — 
certain waye-lengths emitted from the sun 
rather less than 10 minutes earlier. This r: X 
tion is condensed to a circular patch on 
retina and generates a photo-chemical reaction, 
which in turn excites nerve-threads which } 
relay their excitation to certain parts of the ` 
brain, eventually to areas in the brain-cortex, — 
But . . . there follows on, or attends, the stage 
of brain-cortex reaction an event or set of 
events quite inexplicable to us, which both as ~ 
to themselves and as to the causal tie between 
them and what preceded them science does not ~ 
help us; a set of events seemingly incom 
mensurable with any of the events leading uj 
to it. The self “sees” the sun; ... 

sequence of events a step is reached where a 
physical situation in the brain leads to a psy- ~ 
chical, which however contains no hint of the 
brain or of any other bodily part . . . The sup- 
position has to be, it would seem, two con- 
tinuous series of events, one physico-chemical, 
the other psychical, and at times interaction 
between them, ) 

This is the body-mind relation ; its difficulty 

lies in its “how”... 


Sherrington thus agreed with Jackson and © 
Freud that mental and physical events are 
distinct and incommensurable, He k 
with them when he stated that there may be 
interaction between the two series of evel 
although he found it difficult to concef 
how such interaction occurs. All thi 
writers would surely agree that there is 
present no known means of interaction. 


OTHER POINTS OF VIEW J 


The doctrine of concomitance is not, of — 
course, the only possible viewpoint concern- 
ing the body-mind relation. By way of con- 
trast, some of the other proposals will bi 
inentioned, although it is not within 
scope of this paper to discuss them a 
quately.. 9 
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The simplest, though not the most re- 
spectable, way to handle the relation be- 
tween body and mind is to deny the. ex- 
istence of one or the other. Certain faith- 
healers, for example, profess to believe that 
the material world is an illusion. Since, in 
their view, the material body does not exist, 
there can be no problem of a body-mind 
relationship. Surely no one in the medical 
profession would accept this doctrine, and it 
need not be discussed further. 

A second proposed solution is to deny 
' the existence of mind. This approach is 
_ taken by the behavioristic psychologists, 
who either deny the occurrence of mental 
_ states or reject them as irrelevant. According 
to the followers of John B. Watson, the ob- 
jective facts of human and animal behavior 
_ comprise the only proper subject for psycho- 
logical study. For them, as for the faith- 
healers, there can be no problem concerning 
iy the relation of body and mind, since there 

are not two variables to be related. 
Although Watsonian behaviorism has 


a pleasant experience(7). In recording such 
observations the animal 
| put quotation marks 


A third proposed solution to the body- 
mind question is to dismiss it as a pseudo- 
problem based upon linguistic confusion. 
According to Professor Ryle(8) and other 
philosophers of the Oxford school, the dis- 
tinction between mind and body is purely 
a matter of language. The word “mental” 
does not apply to a special kind of “stuff” 
but only to certain organizations or patterns 
of elements which it is not significant to call 
“mental.” Bertrand Russell(9) has written 


a cogent refutation of these philosophers, 
who try to dismiss important scientific prob- 
lems as verbal travialities. 

A fourth proposed solution is the two- 
aspect theory, whose proponents would 
deny the “medically useless” distinction be- 
tween mind and body(10). According to 
this theory the mind is “merely one aspect— 
the psychological aspect—of biological fune- 
tioning of the organism” (11). Behavior that 
involves the organism as a whole is called 
mental, Behavior that involves only a part 
of the organism is called physical. Since 
there is no real dichotomy, there can be no 


problem of a body-mind relationship. 


This theory invites criticism for two rea- 
sons, In the first place, the definitions of 
mind are unsatisfactory. We are told that 
mind is merely the psychological aspect of 
biological functioning. “Psychological,” of 
course, means “of or pertaining to psychol- 
ogy,” and psychology is the study of the 
mind. The definition is, therefore, circular. 
With equal cogency one might define “di- 
gestion” as “the gastroenterological aspect of 
biological functioning,” 

The other definition of mind, as a collec- 
tive term for activities that involve the or- 
ganism as a whole, is no more satisfactory. 
According to this definition, any behavior 
that involves the coordinated activity of the 
whole individual, including the special 
senses, brain, musculo-skeletal system and 
viscera must be called mental. Any activity 
that involves just one part of the organism, 
for example the brain, must be called phys- 
ical. This leads to the curious conclusion 
that playing tennis is a mental process 
whereas daydreaming is a physical activity. 

The second defect of the two-aspect 
theory is illustrated by the following anal- 
ogy : If one were asked to explain how the 
therapeutic actions of a certain drug are 
related to its chemical structure, he might 
reply that there is no real dichotomy be- 
tween chemical structure and therapeutic 
actions, that the two are merely different 
aspects of a chemotherapeutic unity. This 
kind of reply is unacceptable since it at- 
tempts to answer a question of fact by 
means of verbal evasion. 

The relation between cerebral and mental 
Processes is a question of fact. It is a fact 
that human beings have brains, which are 
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ingly complex, both in structure and 
nction. It is also a fact that people have 
ations, thoughts, emotions, wishes and 
ams. In ways that we are only beginning 
derstand, these mental processes are 
ted with the structure and function 
brain. Workers in psychophysiology 

psychopharmacology are now trying to 
ap out the details of this correlation. They 
expect no help from the two-aspect 
which attempts to brush aside the 
problem that they are studying. 
oponents of the two-aspect theory 
it accuse Jackson, Freud and Sherring- 
setting up the mind as a metaphysical 
The charge is, of course, untrue. 
men were not metaphysicians but 
l scientists who insisted upon clear 
g. Indeed, the clarity of their views 
mathematical formulation, Using 
niques developed by Russell, Woodger 
, Carnap(13) and others, it is now pos- 
ble to apply mathematical reasoning in 
y field where relations play an essential 
e.g., the various geometries, physical 
ries and, most recently, certain branches 
ology. Jackson’s doctrine of concomi- 
provides a starting-point for an exact 
formulation of the body-mind rela- 


When contrasted with rival theories, Jack- 
I$ doctrine is not only clearer but also 
fe useful as a basis for experimental re- 
ich on the neural basis of mind. It postu- 
e that for every mental state there is a 
tive nervous state. If we modify this 
t every kind of mental process is 
ed with a specific kind of cerebral 
> then we have a rationale for psy- 
hysiology. What kind of cerebral ac- 
is correlated with the experience of 
or pleasure ? What are the neural sub- 
of perceptions, thoughts, wishes and 
ms ? To answer these questions, or even 
em, we must have some rationale 
as that provided by the doctrine of 
‘itance, 


Summary AND CONCLUSIONS 


Hughlings Jackson, Sigmund Freud a 
Sir Charles Sherrington held similar vie 
concerning the relation of brain and mind. ~ 
Jackson and Freud believed that physical 
and mental processes comprise two disti 
series of events, which are closely related © 
but do not interact. Both men bee 
the prevalent confusion of psychology 
the physiology of the nervous system. Sher- 
rington agreed that physical and mental 
processes are “incommensurable,” but he 
believed that interaction is possible. ¢ 

When contrasted with rival theories, the — 
doctrines of these men appear to be more © 
acceptable, both logically and as a rationale 
for experiments on the neural basis of mind. 
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INTRODUCTION 
__ For the past 10 years or so the writer and 


his colleagues have been attempting to dis- 
cover objective psychological tests in the 
_ cognitive, perceptual and motor fields which 
_ would differentiate psychotic patients from 
normal subjects and neurotic patients of 
imilar age, sex and intelligence(10, 11, 15, 
20). It was discovered that quite large 
numbers of tests did in fact differentiate the 
_ psychotic groups from the others, and it 
was further found that the one feature 
which all these tests seemed to have in com- 
‘mon was a generalised pattern of slowness 
hich seemed to cover the areas of percep- 
on, cognition and motor reaction(35). 
‘These results fit in rather well with those 
_ obtained by many other investigators(1, 2), 
~ and recent reviews have adequately covered 
this field so that it will be unnecessary to do 
so again here(17). : 
_ Another outcome of the series of re- 
arches mentioned above has been to clar- 
ify the dimensional description of mental 
normality. Analyses of objective test scores 
made by schizophrenic, manic depressive, 
hysterical, psychopathic, anxious, obsession- 
al and depressed patients, as well as nor- 
mals, have shown clearly that these diag- 
= nostic categories did not in any sense refer 

_ to categorical disease groups but are rather 
located at various points of a 3-dimensional 
framework, the three axes of which are psy- 
choticism, neuroticism, and extraversion/in- 
troversion, These analyses have been carried 
‘out by making use both of factor analysis 
and of multiple discriminant function analy- 
sis, and the results of these quite divergent 
techniques have been astonishingly similar 
(10, 11, 13, 14, 18, 24, 36). 

As regards the descriptive or nosological 
side of the investigation, therefore, the re- 
sults seem to be clear-cut and relatively 
straightforward. Psychotic disorders are 
essentially unlike neurotic disorders ; both 


1 The writer is indebted to the Society for the 
Investigation of Human Ecology for a grant in sup- 
port of the studies here reported. 

2 Institute of Psychiatry, University of London. 
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manic depressive and schizophrenic patients 
react very similarly on large batteries of 
objective tests ; and it is possible to general- 
ise a large number of different experimental 
findings by stating that psychotic subjects, 
in every aspect of their behaviour, tend to 
be abnormally slow. This statement of course 
does not exclude the possibility that psy- 
chotic subjects are also characterised in 
other ways which may not themselves de- 
pend on generalised slowness ; it has how- 
ever been our experience that many of the 
symptoms of thought and behaviour dis- 
orders of psychotic patients can ultimately 
be reduced to derivatives of general slow- 
ness. It is also not intended to convey the 
impression that there are no differences 
between schizophrenics and manic depres- 
sives; recent studies from this laboratory 
have indeed provided significant evidence 
of differentiation between these two groups 
(17,36). Nevertheless, as far as mental 
slowness is concerned, both the two major 
groups of functional psychotics appear to 
be characterised by very similar reactions, 
and it will be the purpose of this paper 
to suggest a theory to account for these 
dings. 

The sequence of events leading from psy- 
chiatric nosology through psychometric and 
empirical objectification to hypothetico-de- - 
ductive theoretical and experimental analy- 
sis duplicates that which has characterised 
the set of studies carried out in the field of 
neurosis(9, 15,18), and it is interesting to 
note that in the neurotic field this type of 
progress finally led to the elaboration of a 
rational system of classification, diagnosis 
and therapy(19). It is the writer's belief 

at advance in abnormal psychology and 
psychiatry is most likely ‘to come by the 
pursuit of some such series of steps, and it 
may not be entirely fanciful to imagine 
that problems in the aetiology and treat- 
ment of psychosis may in the long run also 
find an answer along these lines. 


THEORETICAL ANALYSIS f 
The concept of explanation in psychiatry 


and psychology has always presented some 
difficulties. It is customary to explain the 
less well-known by the better known, but 
in the field of the social sciences there has 
been so little agreement on what is known 
and what is merely hypothetical that it 
proved impossible to follow the usual course 
of scientific explanation. The writer(15), 
has argued that the recent advances in mod- 
em learning theory(26,39) have furnished 
us with a set of concepts and laws which, 
while far from perfect, are nevertheless 
sufficiently precise and well validated to 
make it possible to account for behavioural 
observations in terms of these concepts and 
laws, and to make experimentally testable 
deductions from such theories. Hitherto the 
writer has concentrated on neurotic dis- 
orders in his attempts to apply modern 
learning theory to psychiatry(15); the 
present paper is a first attempt to make 
such an application to the field of psychosis. 
Without entering into all the complexities 
which a detailed analysis along Hullian 
lines would necessitate, we may perhaps 
state quite broadly that most modern learn- 
ing theorists would agree with some such 
statement as this : 
P=(f) DxH; 
te., performance is a multiplicative function 
of drive and habit. Drive in this formula- 
tion means the motivational state of the or- 
ganism which makes it perform the task in 
question, while habit relates to the particu- 
lar Connexions in the central nervous system 
aS have been made through previous 
Saring and which facilitate the perform- 
ance in question, One immediate hypothesis 
Which arises from this formula would be 
ee which would account for the worse 
is ower) performance of the psychotic in 
rms of lower drive; indeed, this is of 
oe the type of explanation which is 
ormally given in text books of psychiatry 
and clinical psychology. 
a alternative hypothesis suggests itself 
; ne consider an additional concept, 
ab y that of reactive inhibition (usually 
i eee and symbolised as Ir). This 
of ved to be a kind of neural fatigue, 
r on origin, which develops after any 
oF perceptual, cognitive or motor per- 
formance and dissipates in tim i 
Se la ee 
3 Practice this inhibition accumulates, 


£ 


as there are no rest periods during which 
can disappear. Now Ir, which subjectively 
is experienced as boredom, fatigue or even 
pain, is regarded as a negative drive, i.e., 
tendency to make the organism stop doing 
whatever it is doing, As such it is subtracted 
from D(30), so that the “drive” in our origi- 
nal equation is really equal to (D—Ir); 
this combination of positive and negative 
drive may be symbolised as D (effective 
drive). 

We now have an alternative hypothesis 
to account for the poor performance of psy- 
chotics. We may assume that reactive in- 
hibition either accumulates faster or dissi- 
pates more slowly in psychotic patients or 
both ; this would leave them in a state of 
lower D, even though they were equal or 
even superior to normal and neurotic sub- 
jects with respect to D. As inhibition grows 
fairly quickly even in normal subjects, the 
main interest of this hypothesis would cen: 
tre on the hypothesised slower rate of dis. 
sipation, and in order to account for th 
very marked differences in behaviour be 
tween psychotics and other groups it woul 
be necessary for this slowing down in thi 
rate of dissipation to be quite severe. Wi 
thus end our consideration of theoretical 
possibilities with two alternative hypotheses. 
both or either of which would, if true, ex: 
plain a good deal of psychotic behaviour 


1. Psychotics have lower D ( motivation) than 
normal or neurotic subjects, 

2. Psychotics have a slower rate of dissipation 
of Ir (reactive inhibition), and are conse- 
quently nearly always working under a lower 
D (effective drive). 


It will be the task of the next section to de- 
duce from general learning theory cer- 
tain consequences, experimentally testable, 
which should follow if these hypotheses 
were true, and demonstrate that in fact 
these deductions are borne out. : 


DEDUCTIONS FROM THE THEORY 


In order to test the two hypotheses out- 
lined above it is clearly necessary to be abl 
to measure drive and reactive inhibition, 
Measurement of Ir fortunately presents li 
tle difficulty in principle. During massed ~ 
practice Ir accumulates, because there are ~ 
no rest pauses during which it can dissipa! 


s 
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‘now we introduce a rest pause into the 
proceedings sufficiently long for all or near- 
y all of Ir to dissipate, then we would ex- 
pect an improvement in performance after 
the rest pause. This prediction is based on 
ie simple consideration that before the rest 
use D<D, because D = D — Ir. After 
the rest pause, however, D = D, because In 
has disappeared completely. Now H is not 
affected by the rest pause, and consequently 
the product of D x H, i.e., the performance 
_ of the subject, will be greater after the rest 
š pause than before. This well-known phe- 
omenon is called reminiscence, a name giv- 
en to it for historical reasons which would 
ot recommend themselyes to modern in- 
vestigators, but which have embedded the 
term so firmly in our theoretical frame- 
k that it would be impossible to dislodge 
_ it now(34). We may say then that remi- 
“niscence can be used experimentally as a 
sure of Ir, provided certain simple con- 
tions are fulfilled. 
It has also been proved possible to use 
miniscence as a measure of motivation or 


ould increase until it reached the same 
as D. At that point Ir = D and con- 
ently D = D—In = 0. According to 
our formula performance should stop at 
this point as the equation would read : P = 
0 x H, which is itself zero. Accordingly at 
- this point there would occur involuntary 
_ rest periods (I.R.P.s) during which the or- 
anism ceased functioning and during 
which inhibition would dissipate. When 
_ sufficient inhibition had dissipated for D to 
be a large enough positive quantity, per- 
formance would begin again, Ir would 
accumulate once again, thus enforcing an- 
_ other rest pause. From the moment that the 
critical point had been reached where D = 
Ir, the organism would therefore continue 
working in a series of fits and starts, There 
good experimental evidence for the real- 
ity of such involuntary rest pauses in the 
analysis of behaviour(3, 4, 25, 33, 37, 42) 
nd also in the electro-physiological analy- 
sis of EEG and other autonomic measures 
which demonstrate a momentary sleep-like 
_ state of the organism during these I.R.P.s 


o 
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(44,5). A 
If the critical level at which these in- 
voluntary rest pauses begin occurs at the 
point where D = Ir, then an organism — 
working under low drive would clearly 
reach the critical level earlier than an or- _ 
ganism working under high drive, and — 
equally the amount of Ir tolerated by the 
organism working under high drive would 
be greater than the amount of Ir tolerated 
by an organism working under low drive, 
This is illustrated in Figure 1, with the let- 
ters H and L referring respectively to 
groups of subjects having high and low 

motivation. 


FIGURE 1 
Diagram Representing Theoretical Growth of Reactive In- 
hibition (IR) in High Drive and Low Drive Groups, Leading 
to the Occurrence of Involuntary Rest Pauses (I.R.P.s) 
(21) 
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It will be seen from Figure 1 that after 6 
minutes or so of practice both the high and 
the low drive group have reached their re- 
spective critical levels where D = In. Now 
we have already established that reminis- 
cence is a good measure of In; in other 
words reminiscence = (f) Ir. We have also 
seen that at the point where involuntary 
rest pauses begin, and from thence onward, — 
Tk = D. We can take these two equations 
together and make them read: reminis- à 
cence = (f) D ; in other words the amount 
of reminiscence observed under the experi- 
mental conditions described is a function 
of the drive under which the organism is 
working. 

That this hypothesis is correct can be — 
seen from Figure 2 which is a summary Of 
two studies carried oùt by Eysenck and — 


v 


21) and Eysenck and Willett(22) 

with fairly large groups of indus- 

entices under conditions of high 

notivation respectively ; these work- 

ad as their experimental task the pur- 

otor. Rest pauses of 6 minutes were 

oduced at different points of practice 

fferent groups of apprentices ; as will 

in Figure 2, the rest pause was in- 

duced either after 2, 3, 6, or 8 minutes 

ictice. As predicted, the reminiscence 

f the low drive group remained at 

e level throughout; those of the 

ive group however grew as a straight- 

nction of length of practice. We may 

le therefore that reminiscence is in- 

good measure of drive under certain 
conditions. 


FIGURE 2 
scence Scores of High Drive and Low Drive Groups 
Programmed Rest Pauses of Six Minutes after 
Practice Lasting Two, Three, Six, and Eight Min- 
utes, Respectively(22) 


S ‘AL PROOF OF THE THEORY 
We are now in a position to test our 
ectly in relation to the perform- 
sychotic groups. First let us con- 
Kind of prediction which follows 
Our two hypotheses. According 
t hypothesis, psychotics are char- 
ec by low drive, and in view of the 
ne nature of their performance defects 
uld have to postulate a very low drive 
ideed to account for the defects. If 
T true then it would follow directly 
te considerations advanced in the 
ction that psychotics would have very 
© reminiscence regardless of the 
of the rest pause, while normal and 
subjects under similar conditions 


of the actual level of performance of 
psychotic groups. It is one of the ai 
tages of the method of measurement of mi 
tivation suggested here that differences 
ability or previeus training on the tas’ 

not affect the measurement to any consi 
erable degree as reminiscence is measure d 
in terms of relative change from pre-rest to 


an 


A similar prediction can be made fro 
our second hypothesis. The phenomenon í 
reminiscence as produced by the dissipati: 
of In; if, as the hypothesis states, In doe 
not dissipate to any extent during the 
period in psychotics, then reminiscen 
would be low or nonexistent. We see ther 
fore that both hypotheses predict uneq 
cally the absence of reminiscence in p 
chotic groups under conditions where remi: 
niscence is clearly observed in normal an 
neurotic groups. NPE: 

Two studies have been carried out 
laboratory giving strong support to this d 
duction from our theory. Broadhurst 
Broadhurst(6), using both schizophr 
and manic depressive subjects of a chri 
kind, demonstrated the complete failur 
these subjects to show reminiscence effec 
on the pursuit rotor. At the same time, ani 
quite independently, Claridge(7), — 
using the pursuit rotor, found a simil 
failure of reminiscence to appear in pursui 
rotor performance on the part of yo 
and undeteriorated schizophrenics (cf, Fig- 
ure 3). Other investigations from the In- 
stitute of Psychiatry(40, 41) have also 
interpreted in a similar manner although th 
results were not quite as clear-cut ; this mi 
have been due to the use of tasks less well 
suited than the pursuit rotor to the measu 
ment of reminiscence. We may conclude 
therefore that the deductions from the g 


suggested theoretical solutions not esseni 
ly different from those here attem 
These early studies were not adeq 
controlled, of course, and the type ol 
tivity studied did not produce result 
ticularly well suited for this d o! 
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is, but nevertheless the early emergence of 
_ experimental tests related to theories of 
_ drive and inhibition (fatigue) should not 
be passed over without comment. 


FIGURE 3 
Experimental Data Showing Lack of Reminiscence in Psy- 
chotic Subjects as Compared With Normals(7) 
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heories. It has been pointed out in the 
st section that if the first hypothesis 
ere true, ie., that accounting for psy- 
otic performance in terms of low drive, 
_ then reminiscence scores should be low 
for psychotic subjects regardless of the 
_ length of the rest period. This, however, 
would not apply to our second hypothesis, 
which postulates that inhibition in schizo. 
phrenics would dissipate very much more 
_ slowly than in normals and neurotics, If 
~ the second hypothesis were true, therefore, 
we would expect that after a rest period of, 
say, 24 hours psychotics also would show 
strong reminiscence effects. Here then we 

| would appear to have a crucial test to de- 
cide between our two hypotheses. It might 
of course be possible that both hypotheses 
were correct ; in that case we would find a 
certain degree of reminiscence in psychotics 
after a 24 hour rest period, but this would 
still be below the reminiscence scores of 
comparable groups of normals and neurot- 

. ics. The difference between the reminis- 
cence scores of these groups would then 


o. 


give us a measure of the difference in D, It 
would also be possible of course to record 
the rate of dissipation of Ir in psychotics 
by varying the length of the rest interval 
(30 minutes, 1 hour, 6 hours, 12 hours, 24 
hours, etc.) ; this should enable us to plot 
in detail the decline of In and demonstrate 
in a quantitative fashion the differences be- 
tween psychotics and other groups. It 
should also be possible to use reminiscence 
measures of this type as an index of recov- 
ery, assuming that recovery from psychotic 
illness was indeed accompanied by a les- 
sening in slowness and an increase in D, 
or an increase in the speed of dissipation 
of Ir. 

Some preliminary data are available with 
respect to the crucial experiment here pro- 
posed. Ley, in an unpublished study, tested 
10 psychotic males with a rest interval of 
10 minutes on the pursuit rotor, and another 
10 with a rest interval of 24 hours. He also 
tested two groups of 10 normal subjects 
with 10 minute and 24 hour rest pauses 
respectively. He found at a good level of 
statistical significance that while after the 


` 10 minute rest pause the normals had high 


positive reminiscence scores, those of the 
psychotics were for practical purposes equal 
to zero. After 24 hours he found that the 
reminiscence scores of the normals were 
somewhat lower than after the 10 minute 
rest pause ; those of the psychotics however 
were now higher than those of either of the 
two normal groups. It would appear, there- 
fore, that the hypothesis relating psychotic 
behaviour to low drive is untenable and 
that we must conclude that psychotic re- 
actions are characterised by an excessive 
slowness of dissipation of inhibition. 

This conclusion is 
study by Rachman(38), in which he had 10 
chronic schizophrenics perform on the pur- 
Suit rotor with a rest pause of 10 minutes, 
while another group of schizophrenics per- 
formed with a rest pause of 24 hours. AS 
pointed out above, normal subjects under 
these conditions show less reminiscence 
after the longer rest interval ; as will be 
seen from Figure 4, the schizophrenics pro- 
duced the opposite effect, with the 24 hour 
period significantly superior to the 10 min- 
ute one with respect to the size of the mean 
reminiscence score, 


BS 


supported by a recent — 


Rachman’s subjects 


all male patients of long standing ; he 
enefited from Ley’s finding that the poor 
x ance of women generally, allied to 
the poor performance of schizophrenics 
generally, makes it almost impossible to test 
theories of this kind in schizophrenic wom- 
en, as their performance does not easily 
leave the chance level; in order to work 
with women, the task has to be simplified, 
either by slowing down the rate of rotation 
of the target disc, or by enlarging the target 
disc, This has not to our knowledge been 
done hitherto. } 
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í > Diagram Showing Lack of Reminiscence After Ten 


Minute Rest Pause(38) 
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TRIALS. 


Tt is possible to look upon the reports of 
Huston and Shakow(28, 29), supplemented 
a those of S, B. G, Eysenck(23), as provid- 
ing some further support for the theoretical 
View under consideration. Huston and Sha- 
found with psychotic patients that 
aad effects appeared after several 
Peat using the pursuit rotor, while Ey- 
oe ailed to find such effects in normals 
saad Esr of 12 months. The analyses 
S out by these workers are not suffi- 
~ y similar to place too much weight on 
dings, but as far as they go they 

seem to support the notion of slow rate 


Of dissipation of Tr in psychosis, rather than 
e. 


it good 


‘that of lack of dri 
negative conclusion of these studies 
Tegarding the lack of drive in psychotics is 
agreement with the results of an- 
SPA fp ent 13) in which the persist- 
Ce OF psychotics on mental tasks was com- 
the persistence of neurotics and 


ence is to some extent a measure of drive. It 
was found that psychotics were significantl 
more persistent, as well as much slowe: 
Elsewhere Eysenck(16) has shown that 
slowness in problem solving is a function of 
Ir. While this experiment on persistence is 
less conclusive than the series of experi: 
ments reported here, it nevertheless points 
in the same direction and may be used to 
strengthen the point made. 

We may conclude therefore from this 
series of studies that an important aspect — 
of psychotic behaviour is related to, and — 
possibly caused by, the slow rate of dissi- 
pation of reactive inhibition in psychotics. 
It must remain the task of further experi- 
mental studies to verify these results, to in- 
dicate to what extent they apply to other 
types of test, to show to what, extent the 
rate of dissipation of inhibition can be used 
to account for the observable defects of the 
psychotic, to what extent this rate is amen- 
able to change by different types of treat- 
ment, and to what extent it mirrors the 
clinical state of the patient. This is a formi- — 
dable list of research projects, to which 
should be added one additional project 
which takes us right out of the field of psy- 
chological investigation. There appears to 
be some evidence suggesting a link between 
inhibition and the activity of the ascending 
reticular formation(8), and a study of this — 
link, with the slow rate of dissipation of in- 
hibition of psychotics particularly in mind, 
would seem a very worth-while task. 


SUMMARY AND CONCLUSIONS 


An attempt has been made in this paper 
to account in theoretical terms for the gen- — 
eralised slowness which has been shown in ~ 
previous work to characterise psychotic pa- 
tients. Making use of the theoretical frame- 
work of modern learning theory, two hy- ~ 
potheses were put forward, relating psy- 
chotic slowness respectively to: 1. Lack o! 
drive (motivation) ; 2. An exceedingly slow 
rate of dissipation of reactive inhibition. It 
was deduced from the theorems of learning 
theory that psychotics should be charac- | 
terised by very low reminiscence scores On ~ 
tasks involving massed practice if either of 
the two hypotheses were correct, and ex- 
perimental evidence does indeed show that 
psychotics are differentiated from normals 
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and neurotics in precisely this way. It was 
en argued that a crucial test between the 
two hypotheses could be performed by vary- 

‘ing the length of the rest period used for 
_ establishing reminiscence scores, and it was 

d that while with short rest periods psy- 
hotics showed no reminiscence, they did 
show very strong reminiscence effects after 
long rest periods. This is interpreted as irrec- 
oncilable with the hypothesis of low drive 
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The recognition of cultural factors as an 
inseparable part in the psychodynamics and 
content of behavioral dysfunction had a 
quiet anthropological start. But as socio- 
logical and anthropological facts become 
the property of psychiatrists a new swell of 
theory seems to be threatening not only 
psychiatric nosology, but the very concept 
of “mental illness”(1). 
In their search for clarification of a new 
© and knotty problem, psychiatrists are show- 
ing themselves excellent historians, anthro- 
pologists, and even political theoreticians. 
The status of science as a humanity stands 
to profit considerably thereby. In a recent 
article, Carothers postulates that one of the 
_ important factors in shaping patterns of 
+ mental breakdown is the existence or lack 
© Of literacy in a given society(2). The atti- 
| tude that a society has toward reality de- 
3 pends upon whether its repertory of sym- 
bols is oriented to the visual or to the 
auditory senses. Where a written tradition 
does not exist, the word tends to be magi- 
eed coneretized ; thought undergoes em- 
p odiment, spills from the private into the 
‘ Publio domain in the form of malevolent 
A oe has only to think evil for evil 
exist. It is thus that thought becomes 
Socially dangerous, and must be curbed in 
eee interest. With the advent of 
Scan ee on the other hand, the orien- 
igh Teality shifts to the visual ; thought 
aed ene and magical powers, 
ee tas ing and logic are allowed to 
f E 4 socially useful autonomy in each 
th tual, This, all too briefly, is Carothers 
a thesis, 
(al Be ets oe long been grinding 
{io nately, out of public view) 
HPR xe on the problem of primitive 
E tennt non-primitive mentality. In an at- 
ya p tee show that there is no graded hier- 
cee BS ae “pre-logic” to civilized 
= adin, over 30 years ago, insisted 
- Uni structor, Department of Psychiatry, State 
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that the only difference lay in the written 
word and the technique of thought elabo- 
rated thereby(3). Even though nothing, 
therefore, is “new,” significant facts are 
worth repeating, and Carothers’ reexami 
nation of the problem of literacy from a 
psychiatric standpoint serves again to pro- 
voke needed speculation and study. 
But there is some discrepancy between 
Carothers data and Radin’s. For example, — 
Carothers indicated that thought in primi- 
tive societies is received by the ear, rather 
than the eye, one reason perhaps for its 
ready concretization. And he concluded, as _ 
briefly indicated above, that since the word 
can have a magic power and easy embodi- 
ment, thought becomes socially dangerous 
and is curbed by the community. Carothers 
allows for non-African discrepancies in this 
picture of social coercion derived from mag- 
ical beliefs about the power of sound. 
Radin’s conclusions highlight just such dis- 
crepancy. From his American Indian experi- 
ence, he postulated that a remarkable free- 
dom of thought can exist on the “primitive” 
level(4). Compare the following with Ca- 
rothers’ African observations : ‘ 


I would be the last to deny that primitive 


thinking or to magical formulae. The fact is S 
patent. All I wish to emphasize is that he does 
not believe that thought does more than v: 
date the reality of his subjective life. It does 
not touch the two great realities which apart 
from his personality concern him most: . 
the reality of the phenomenal world and the 
social world(5). [Again :] Very frequently, — 
indeed, one finds primitive man claiming to ~ 
have been able to achieve certain results 
through the insistence and perseverance of 
thoughts. I myself was once informed by an 
Indian that he had always been so successful ; 
on the hunt because he used his thought. Now — 
concretization of thought is common enough 
among primitive people just as is the concr 
tization of the emotions. Never, however, did 
thoughts lose their primary character of proof: 
of reality(6). ; 
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This discrepancy between African and 
American Indian data seems glaring; but 
it is superfluous to note that where mat- 
ters of emphases are involved, which seek 
to support a conceptual orientation, inter- 
pretation of the facts shapes them some- 
what to one’s own use. Radin does not deny 
that the primitive man says, “I thi 
therefore, what I think exists”(7). But he 
insists that in the primitive’s view, this 
subjectivity must not be interfered with ; 
“If by expressing it he destroys himself, 

i that is his own affair”(8). Thus, says Radin, 
“,.. it makes no difference whether a man 
thinks so or so. The social reality is not 
altered by it”(9). This freedom of thought 
is “. . . due to the clear preception of a 
lack of contact between thoughts, ideas, 
and opinions on the one hand and the social 
realities on the other”(10). The American 
primitive, in other words, seems to adhere 
to the adage, “He whom the Gods would 
destroy, they first make mad.” The madness 
here lies in the subjectivity of thought, the 
ability of the individual to destroy him- 
self by it; and it is held that self-destruc- 
tion is discrete from the social reality. 

It is our contention that since the primary 
function of thought is reality-testing for 
survival, this function finds its most direct 
exercise on those levels of existence where 
life is precarious. It is this that Radin’s 
Winnebago recognizes : introverted thought 
that does not test itself against social reality 
is a private and perhaps even a self-des- 
tructive matter. But that is the individuals 
Own concern, since, if he desires to survive, 
he had best come back into a social exist. 
ence. After all, as we shall examine below, 
not all human groups have been as insistent 
as we are today upon preserving ev 
single individual in the einen cae 

The purpose of this paper is to draw 
a distinction between preliterate, social 
reality-testing for survival, and literate, 
logical testing of private propositions which 
have little if any relationship to survival in 
an immediate sense. But before proceeding 
to this, it would be helpful to review one 
model of the basic function of thought in 

reality-testing. 


SCIENTIFIC INFERENCE AS THE 
BASIC COPING SKILL 
The main task of the emerging individual 
k . 


. 


Reality-oriented from the first (Fairbairn’s 
view ), the infant tries to surmise boundaries 
and depths, especially of self and objects, 
By taking the attitudes of others toward 
himself, by “identifying” with the object, 
the child gives his own body an outside, 
and at the same time apprises the necessary 
inside of the flat, external object which is 
ministering to his needs. The world comes 
to be seen in the round, 5 

But reality-testing does not continue 
smoothly. The environment causes frustra- % 
tions, which give rise to conflicting impulses 
and inhibitions, and a new task is posed, 
The infant must find out what the novel 
features are in the new frustrating situation, 
in order to organize a response, This re- 
sponse, once organized, follows the conser- 
vatism of all organisms : it tends to be per- 
tinent not only for the particular individual, 
but also for others. Thus, two new idea- 
tional components come into being: an- © 
alysis of the unfamiliar, and representation 
of it in a generalizable direction. This play 
of ideas for coping with reality—analysis 
and representation—is internalized as a trial 
and error method within the individual, and 
thought and reflection become new tools 
for facilitating conduct. 

These are George Herbert Mead’s ideas, 
and he extended them in his understanding 
of the scientific method itself, and so put 
the method back into proper, exoteric per- 
spective, Frustration arises when we meet 
a problem in thought, action or feeling, or 
an inhibition or exception to accustomed 
conduct. Our reaction to the new situation 
is characterized by a certain opposition of 
feelings—the same inhibition that the infant 
feels in the face of his frustration at some- 
thing new and constricting. A problem, 
whatever its nature, can only come into 
existence when forward momentum in a 
particular situation has been stopped. Now, 
the statement or appraisal of just what it 
is in the situation that calls out the inhibit- 
ing reactions is what we call gathering the 
data or facts by analyzing the situation. 
The hypothesis is merely a mental recon- 
struction of the situation, taking into ac- 
count its presumed unusual aspects, and 
designed to eliminate what was previously 
inhibiting(11). The hypothesis serves to 
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unplug the situation, with the facts duly 
taken note of, so that forward action can 
continue. The problem is solved when the 
forward momentum resumes. In other 
words—and this is important—the unplug- 
ging of the situation depends initially on the 
problem being resolved in the mind of the 
hypothesizer. External reality gives its as- 
sent or dissent to our appraisal of the facts 
only later on, when we experiment by act- 
ing on the hypothesis. 

In daily problem-solving as well as ex- 
alted scientific method, the process is the 
same, that of simple inference. The perfec- 
tion of scientific method as a reality-probing 
device lies simply in the care and exactness 
with which the problem is defined, facts 
gathered, and hypothesis formulated. The 
experimental verification which caps the 
process is carefully controlled(12). 


PERSONAL VERSUS SOCIAL ROLE-TAKING 


Thus, the primary character of thought, 
for the developing individual as well as for 
Radins Winnebago, is its function as a 
proof of reality. The scientific method is a 
method of natural inference which grows 
out of a more primitive “attitude ta ing.” 
To get a proper appraisal of a social situa- 
tion in order to act, the individual tries to 
get as many perspectives as he can on the 
situation, so that his behavior will be based 
on sound inference. It is to the great merit 
of the sociologists to have insisted that the 
simple operation of role-taking is integral to 
social living: role-taking simply means 
taking the attitude of others toward one- 
self and toward the objective situation, so 
that behavior will be based on a many- 
sided pattern of inferred facts. Role-taking 
is an anticipation of the situation for valid 
action. It is because everyone has roles and 
can imagine the roles of others, that social 
behavior is at all possible with a mini- 
mum of confusion. Role-taking, in sum, 
is a fundamental source of data obtained 
by the trial-and-error method practiced 
within the individual by thought. It is a 
natural means of providing information by 
inference. Ultimately, then, we can see that 
the individual is forced to become social 
in order to function: his behavior cannot 
take place independently of thoughtful 
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identification with the behavior of others, 
i.e., role-taking. -2A 


ROLE-TAKING SKILL “AND MENTAL HEALTH 


Norman Cameron has beautifully demon- f- 
strated that some forms of behavioral dys- — 
function, especially paranoia, arise ý 
the individual’s inability to take roles(13). 
Thus, instead of constantly validating his ¥ 
action and thought by sound social infer- f 
ence, he comes to create a purely private i 
delusion ; at no points in this delusion do yi 
the real attitudes and roles of others break | 
through. The individual has effectively iso- 
lated himself, and has determined his own ~ 
eventual destruction, by his inability to see it 
himself and the social situation from a 
many-faceted view. ; 

Role-taking skill can, in fact, be con- — 
sidered a pivotal criterion for mental health. 
In his ability to take roles, the individual 
allows himself a flexibility, an adaptability * 
and re-adaptability that makes for a con- 
stantly buoyant orientation to a changing — 
social field. An individual who cannot take 
roles, risks submerging himself in unverifi- 


sp! 
forced into a false dogma, which is un: 4 
questioningly adhered to. In his inability 
to throw fresh social light upon his private — 
preoccupations, by taking the role of others, 
the paranoid becomes a dogmatist. His 
theory (delusion) was initially a mental 


tion, but he becomes hedged in by the A 
dogma itself,” Now paranoia is a very graph- 
ic illustration of how social isolation is — 
effected by the inability to use thought 


Z Cf. Boverman’s suggestions on the therapy oÉ 
paranoiacs( 14). He points out that the 
should be honest with the patient, 
that he considers him ill, and not h 
other words, the 


1 
ri 


a 
fa 3 
Ha 


| 


the paranoiac 


Son luxuriate, Before, in other words, it can na 
complish what it sets out to do, which is to eree 
comp Plugging of the situation. The therapist then 
becomes a contact in reali , for which the patient S 
must forfeit in part his He She 
tion would thus 

a therapeutic cure, 
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properly in reality-testing. The main func- 
- tion of natural scientific inference is there- 

by defeated. We are tempted, therefore, 
to support the view that ‘here, indeed, is an 
objective criterion for pathological behay- 
ior. The question is prompted : 


Can the idea of mental health be considered 
a phenomenon purely relative to cultural 
norms, when role-taking skill defines the in- 
dividual’s flexibility and adaptability, and 
therefore his sound social functioning ? 


EE 


It would seem that objective criteria for 
- Social man do exist, But we have not yet 
examined the crucial dichotomy of preliter- 
= ate social versus postliterate private think- 
ing. 


SOCIAL PHILOSOPHY AND THE 
IDEA OF “EMERGENCE” 


4 is wholly Socially reflexive ; the individual 
_ apprehends as wide 


ized standpoints as Possible. By taking the 
role of the other in 


physiological 
mind becomes, 
, socially reflexive 
disembodied scientific 


custodial function of the su 
its full 


a constricting illiteracy, so that the dexter- 
ity of mind in inferring complementary 
propositions could be given free rein,® The 
consequences of this for the individual ma 
now be considered ominous. Role-taking 
in science and logic, the rapid leafing- 
through mentally of complementary and op- 
posing attitudes, releases the mind from in- 
hibition, But in his juggling of abstract 
symbols, the individual formulates problems 
and hypotheses that haye no relationship 
to present, external reality. The impasse 
which one reaches in a private, logical 
problem is an introverted one, it does not 
need social proving out. When literacy 
enabled the rise of science, man could pro- 
ceed to unbridled use of role-taking in in- 
ferential logical analysis independent of his 
Own organismic experience, Mind, in other 
words, loses its primary social function, 
as it becomes peopled with systems of 
visual abstract symbols, Logic becomes in- 
ternally uninhibiting, and the social proving 
out of the most esoteric products of mind 
is totally unnecessary, Einsteinian genera- 
tions of thinkers could live a part of each 
day taking the role of light beams around 
the sun, and thus be truly lost to the social 
community a good part of the time. 
Emergent mind Seems to operate with a 
vengeance against the animal's boundness 
When the “su 


is given the Possibility of ecoming asocial 

But he does not become personally e written word and the development of 

- Social. Here is the rub, Implicit in our dis- logic serve to free man. from a personal 

cussion of role-taking is the idea that it dependence upon the immediate social 
May serve two kinds of thought processes; world. 3 


PUBLIC VERSUS 


sion thus far, its 
SER 


PRIVATE LOGIC 
abstract level of our discus- 
import to a practical psy- 


Despite the 


ious inferences 
in sytematized abstract thinking. In order infest! does not imply any absence of abstract 
or science and logic to luxuriate, literacy See kilon 


and symbolic manipulations had to succeed 


the absence 
ously hampered 


N 2 preliterate level—only that in 
of literacy symbolic dexterity is seri- 


J 
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chiatry is quite clear. As private logic 
enables the luxuriation of a symbolic world 
that is idiosyncratic, the individual is al- 
lowed to create a psychological behavioral 
world as fantastic as that of the legendary 
“primitive.” In other words, though we 
should like to imagine that the growth of 
literacy has permitted an unprecedented 
realism, we may be as far from it, individu- 
ally, as ever—and perhaps even a good deal 
further. If the separation of public and 
private logic represents a growing historical 
dichotomy, the subjective and objective 
worlds are no nearer to determination by 
realistic standards. i 

Margaret Mead once observed, that in 
our culture cause and effect thinking is 
culturally-learned. Quite naturally, we link 
present happenings to past causes, even if 
thereby we really learn or explain nothing : 
The psychiatrist is best witness to the 
patient who painstakingly links present 
malfunction to minute sexual trauma of the 
past, when in reality these have nothing to 
do with his basic problem. Furthermore, 
although we culturally value the idea of 
realism, the testing and proving-out of 
propositions, it might be found that we are 
quite off the mark in most of our thinking. 
At the present point in history, it would 
probably take a visitor from an uncorrupted 
planet to discover the illogic in our minute 
checking out of the mechanical details in a 
new car, which we may have never needed 
yearly-renewed in the first place. 

Hallowell has well presented the main 
function of culture for the human animal 
(15). Culture provides the self-reflexive hu- 
man with a psychological behavioral world 
designed to furnish him with the one pre- 
mise without which he cannot live : the con- 
viction that he is an object of primary 
value in a world of objects. Culture, in 
brief, provides the symbolic myth of mean- 
ing to an otherwise impossible world. Since 
man is the only animal who can reflect, 
who can objectify himself, he is thus also 
the only one who must infuse his self- 
objectification with a sense of primary 
value. This basic function of culture is well- 
known and unassailable. It follows, of 
course, that if each individual must assign 
himself a sphere of primary value in a psy- 
chological behavioral world, each society 


tends to arrogate unto itself the pretension — 
to a symbolic meaning system that is unim- — 
peachable—if it js at all approachable by ` 
others. Ethnocentrism is not a historically 

conditioned habit of thought, or a laxness 
in logic, it is a condition of self-referential 
existence. It is, therefore, only natural that 
our 20th century society should pride itself 
on the attainment of the highest realism ~ 
possible, and thus consider itself to culmi- ` 
nate a long tradition of historical striving. 4 


THE FREEDOM TO DIE AND THE 
COMPULSION TO CONFORM 


But there are at least two very trenchant ~ 
reasons for doubting that widespread real- ~ 


first place, as indicated above, the private — 
world of the literate thinker may never — 
be socially proven-out. The logical manip- — 
ulations of the scientific theorist may pro- — 
vide both himself and a good percentage of 
his fellows with a full time activity that may 
only be proven totally unreal several gen- 
erations later. Not only does the individual's 
private logic permit him a socially-accepted 
positive self-valuation on the basis of his 
“scientific genius,” but his real alienation 
from the world of reality can, like paranoia, ~ 
proceed without check. In the second place — 
—and this is really the crux of the matter— ~ 
this alienation has nothing to do with sur- 
vival in an immediate sense. Wa 
Radin’s Winnebago could afford to be 
tolerant of the individual's deviation by pri- 
vate thoughts. Besides, where community ~ 
survival hinges on some sound everyday ~ 
logic in hunting and fishing, and everyone — 
usually pitches in in the task, social test- 
ing of individual preoccupations is never i 
long delayed, Shared activities upon which — 
life and death depend are more i i 
they demand a more strict adherence to — 
logical rules that can be perceived by all, | 
The individual who demonstrates subjective — 
deviation or nonsense in the dan y 
exacting job of off-shore communal ; 
will often be ir dispatched into un- 
consciousness by an alert group. a 
aE DY SA on the of ail A 
survival just “happens” in the midst of 
confusingly plural activities, For most, the 
essentials of life are “born pac! ee. 
the sight of animal slaughter sickens. With 
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_ Social survival assured in a society of plenty, 
and with the products of private logic sus- 
ceptible of remaining untested during an 
entire lifetime, the individual can no longer 
destroy himself, like Radin’s Winnebago. 
Thus, our society is unique in that, not 
_ Only is the individual immune to self-des- 
truction by following his private logic, but 
even were he to follow it to the point of 
extreme catatonia, we do not let him die. 
Our society places a positive value on neo- 
nates, aged and maladjusted that in itself 
_ might be considered culturally and histori- 
cally somewhat peculiar, (One has only to 
compare the treatment of the old and infirm 
among the Eskimo and certain African 
_ tribes ; the neonate cannibalism among the 
Australian aborigines ; and the alacrity with 
which the natives brought their mentally 
- ill to the first Madagascar mental hospital 
opened by the French—they no longer had 
to kill them.) 
The primitive, in other words, tolerates 
the aberrant private logic because he also 
tolerates the self-destruction which it en- 
ails. By the very same cause and effect, 
_ we do not tolerate the self-destruction, and 
_ therefore do not tolerate the private world 
"View. Carstairs observed that to the extent 
_ that private logic is considered dangerous 
_ to a society, it will be controlled. In those 
~ instances in which magical thoughts are a 
= menace to the whole community, the in- 
_ dividual’s own death may be unimportant, 
__ but the damage he can do with his mind is, 
Thus, in this sense, we are just as restrictive 
of individual freedom as is the primitive, 
d perhaps more so. We have not im- 
proved on the formula, but only coined a 
_ peculiar cultural version of it : having saved 
the individual from death, we have also to 
___ take the next logical step, which is to brin 


his thinking into line with that of the rest 
of society.4 


ASL REOR 

4 Recent class studies 
sharp discrepancies that seem to support the primi- 
tive-modern dichotomy outlined above. In social 
class 5, where survival is always more or less at 
stake, “mental health” is almost uniquely an em- 
pirical, objectively determinable phenomenon : is 
performance of the breadwinner adequate to as- 
sure family survival, despite the most personal of 
idiosyncracies ? In class 1, on the other hand, 
where survival is largely assured, a close interper- 
sonal and personal check is kept on social function- 


of mental health show 


i 


The ineluctable historical innovation of 
literacy, private logic and an economy of 
plenty seem to exacerbate the problem of 
mental health, To what extent can we 
clarify, by attempting to view objectively 
the peculiar rationalizations of our culture 
as it copes with these innovations? This 
is a research problem of no small import. 
For example, a lobotomy not only prevents 
individual “death,” it also prevents cultural 
death. The primitive, by allowing his devi- 
ant to die, forestalled thereby any living 
reproof to the sacrosanct symbolico-cultural 
system of sustained meaning upon which 
society depended. The cultural myth of 
action and meaning had to be unshakable, 
since deviation from it demonstrably meant 
death. But the living mental deviant in our 
society permits no such ready reinforce- 
ment. Allowed to live, his private distorted 
meanings assume an unnatural discord- 
ancy ; they threaten to illuminate the trans- 
Parency of the culturally-fabricated mean- 
ing from which humans draw sustenance, 

e can rejoice when the disease-ridden 
patient triumphs over natural biological 
limitations, But it is quite otherwise with 
culture: man cannot allow triumph over 
or indi erence to his own fabrications of 
meaning, 
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Recent physiological discoveries have out- 
_ moded what is still the prevailing clinical 
theory of hunger. This paper describes 
_ these discoveries and considers their impli- 
cations for our understanding of overeat- 
_ ing. First, however, let us examine our cur- 
ent theory of hunger. 


. “PERIPHERAL” THEORY OF HUNGER 
e physiology underlying the hunger 
tive had been a subject of speculation for 
00 years when the observations of Cannon 
l and Carlson(2) at the beginning of the 
e gave rise to the first empirically 
ed theory of hunger. While studying the 
ic motility of human subjects, Cannon 
“in 1912 discovered that hunger pangs coin- 
‘cided with powerful contractions of the 
empty stomach, Hunger—both as a sensa- 
on and as a drive—was thereupon referred 
these gastric “hunger” contractions and 
were ascribed a primary role in the 
gulation of food intake. In this view, a 
state of nutritional depletion was the stimu- 
to the gastric contractions and the dis- 
fort of these contractions motivated 
-seeking behavior. This resulted in the 
estion of food which restored the deplet- 
nutritional state and so removed the 
ulus to the gastric contractions. Without 
e contractions there was no longer an 

etus for food-seeking behavior. 
theory adequately described the 
facts and it served for many years 
standard explanation of hunger. Such 
was no doubt partly due to the high 
‘Prestige of peripheral drive theories, of 
which this theory of hunger was a most 
respectable member. The essence of these 
heories was that they located the origin 
drives in peripheral structures such as 
stomach (hunger), the throat (thirst) 
nd the genitals (mature sexual behavior). 


Service. 
“From the Departments of Psychiatry and 
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has been rendered as instin 
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One of the finest analyses of peripheral 
drive theories, that of Freud’s 1916 paper 
on “Instincts* and their Vicissitudes”(3), 
is summarized schematically in Figure 1. 


FIGURE 1 
Schematic Summary of the Peripheral Theory of Hunger 
Described in the Text 


He defined the “source” of the drive as 
“that somatic process in an organ or part of 
the body from which there results a stimu- 
lus (which is) represented in mental life 
an instinct.” The “source” gives rise to 
behavior called the “aim” which “seeks to 
abolish the condition of stimulation in the 
source of the instinct.” This “aim” is 
achieved through the final term in the 
equation,—the “object”—, a person or thing 
which is defined as “that in or through 
which the drive can achieve its aim,” This 
analysis reveals how similar the peripheral 
theory of hunger is to Freud’s most endur- 
ing theory of drives. His model is just as 
appropriate for dealing with behavior be- 
lieved to have its origin in the stomach as 
for that with sources attributed to the oral, 
anal and genital regions, 
To summarize peripheral drive theories : 
a disequilibrium in the internal milieu acti- 


vates a peripheral structure which in turn 


*In this translation the German Trieb (drive) 
ict. 
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triggers off behavior designed to restore 
the internal milieu. Once this restoration 
is achieved the peripheral organ stops send- 
ing out stimuli and the drive runs out of 
steam. To anticipate the new developments 
in drive theory we should note that in the 
peripheral theories satiation is simply an 
incidental aspect of a drive. It is no more 
than what happens when a drive runs out of 
steam. 


A “CENTRAL” THEORY OF HUNGER 


Two lines of investigation sounded the 
death knell of the peripheral theories of 
hunger. One discovered events which could 
not be explained by a peripheral theory 
and the other uncovered evidence for a 
central theory. 

Grossman showed that denervation of the 
human stomach did not abolish either the 
sensation of hunger or the ability to regulate 
food intake and that animals were perfectly 
capable of regulating food intake following 
gastric denervation(4, 5). Furthermore, the 
removal of the entire stomach in man does 
not abolish hunger sensations and such in- 
dividuals can regulate food intake(6). In 
the face of such evidence it is hardly pos- 
sible to accord to the stomach the vital role 
assigned it by peripheral theories. 

The decline of the peripheral theory of 
hunger has been hastened by a series of 
remarkable physiological discoveries. The 
reticular activating system and the limbic 
system, structures with enormous potential 
for our understanding of behavior, have 
been extensively investigated. And of even 
greater significance for our understanding 
of hunger has been research on the hypo- 
thalamus. Here, in an area no larger than 
2 cubic centimeters, have been discovered 
neural centers which control such diverse 
activities as feeding, drinking, respiration, 
sleep, emotionality and sexual and maternal 
behavior. These centers are sensitive to a 
wide variety of influences; indeed, every 
influence which has been implicated in the 
motivation of behavior affects hyphothala- 
mic centers—peripheral sensations, higher 
nervous activity, hormones and changes in 
the internal milieu. This striking localization 
of sensory and motor functions strongly 
suggests that the integrating mechanism 
for motivated behavior lies in the hypothal- 


« 


amus. Here, rather than in peripheral st 
tures, the determinants of drives are re 
tered and processed, and goal-directed b 
havior is instituted. This vital role of th 
hypothalamus makes its characteristics 
profound importance for our understan 
of behavior. One characteristic of its se 
organization is particularly relevant to the 
hunger drive. The hypothalamic centers 
mediating hunger consists of not 1, but 
pairs of nuclei,—one for initiating and one 
for inhibiting feeding behavior. Why this 
division of labor ? 
Stellar has summarized current views i 
his proposition that the “arousal of motivat- ~ 
ed behavior is determined directly by the 
output of the excitatory mechanism and the 
satiation of motivated behavior by the out 
put of the inhibitory mechanism”(7), And 
judging by their relative sizes the inhibitory 
mechanism is fully as important as the ex- 
citatory. Now this is a remarkable notion! 
Our behavioral analyses have long view 
satiation as a purely incidental aspect 
the drive—what happened when the drive 
ran out of steam. But if satiation were mere- 
ly such an epiphenomonen, why should it” 
need such a powerful neural apparatus? © 
Clearly this anatomical fact forces us to 
reconsider the nature of satiety. p 


THE NATURE OF SATIETY k 
It is easier to find a rationale for known 
structures than to deduce such functions 
before the structures are known ; and any 
effort to find a rationale for a dual control 
system for feeding behavior is just such a 
post hocexercise. Nevertheless, the time rela. 
tions of eating and satiety,—and particularly © 
the lag between satiety and repletion of the — 
internal milieu—strongly suggest that some ~ 
such control is necessary. Eating stops con- 
siderably before the internal milieu is re- = 
stored to the conditions which were pres- | 
ent at the time the drive was activated. — 
Indeed, if eating terminated only when the 

internal milieu had been restored to equilib- 

rium, any food still in the gastro-intestinal — 
tract, often a considerable amount, would 
produce an overshoot in caloric repletion. 
i satiation, it is 
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tion of caloric equilibrium. 
Communications engineers have found 
that a time-delay function can be intro- 
duced into an automatic regulatory system 
by a single sensing device, provided that the 
tem functions under rigidly controlled 
cumstances. To maintain stability under 
circumstances as variable as those of feed- 
ing behavior, however, 2 sensing devices 
are necessary, one for stopping as well as 
one for starting eating. The requirements of 
automatic control, thus, provide our sought- 
or rationale for the importance of satiety. 
This increased importance of satiety is 
illustrated in Figure 2, where we see that 


H FIGURE 2 
Schematic Summary of the Central Theory of Hunger 
5 Described in the Text 


satiety has been removed from its implicit 
_ Position in the source of the drive and has 
_ been added as another term to the equation, 
_ What is the effect of this reformulation 
upon our understanding of obesity? Its 
greatest effect is to free us from a major 
_ constraint of the older theory and to give 
us more freedom in explaining behavior. 


__ ity of the feeding centers may, indeed, pro- 
_ duce overeating, But it could also result 
from a decreased activity of the satiety 
~ centers; and these 2 forms of overeating 
_ tay differ dramatically. These possibilities 
will be illustrated with examples from 
~ animal and clinical studies, 


ANIMAL STUDIES 
__ Experimental work has shown that eating 


behavior may vary greatly depending upon 
the conditions which initiate it. The tradi- 
tional method utilizes food deprivation, 
After a period of food deprivation an ex- 
perimental animal will not only eat a large 
amount of food but, when obstructions are 
put in the way of his obtaining this food, he 
will work to overcome the obstructions, This 
sequence is so consistent that the duration 
of food deprivation can serve as a measure 
of the strength of the drive. This relation- 
ship holds whether drive is measured in 
terms of how much food the animal eats, 
how heavy a cover to the food dish he will 
lift or how much electric shock he will take 
to reach the food. 

This equating of duration of food depri- 
vation and strength of drive had been so 
firmly established that we were quite unpre- 
pared for the paradox introduced by Miller, 
Bailey and Stevenson in their paper on “De- _ 
creased ‘Hunger’ but Increased Food Intake 
in Hypothalamic Obese Rats.” These au 
thors showed that destruction of the hypo- _ 
thalamic centers mediating satiety resulted _ 
in a peculiar form of overeating. As long as 
food was freely available, the animals over- 
ate. However, as soon as any obstruction 
was placed in the way of their eating,—as 
soon as they had to work for food,—they 
simply sat down on the job. Thus, by any 
of the traditional measures of drive strength 
the rats were not hungry ; but, when pro- 
vided free access to food, they overate. This 
phenomenon poses a formidable explana- 
tory problem to traditional drive theory ; it 
is a logical consequence of the view that 


Overeating can result from a failure of 
satiety. 


K 
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CLINICAL STUDIES 


Normal eating behavior in man is subject 
to conditions remarkably similar to those 
existing in the lower animals. In both man 
and animal the strength of the hunger drive 
depends almost exclusively upon the dura- 
tion of food deprivation. After eating, drive 
level is low and it increases with increas- 
ing deprivation. In the animal this increase 
is measured by determining how much it 
eats and by how hard it will work to get 
food. These measures can be used in man, 
and, in addition, man’s vast repertoire of re- 
sponse permits us to measure the effects 
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of food deprivation upon many other forms 
of behavior. Several studies show that food 
deprivation produces consistent effects upon 
perception, fantasy and overt behavior. The 
per cent of food images in ambiguous pic- 
tures, for example, increases with food de- 
privation(9). Under such circumstances 
there is an increase in certain food-related 
fantasies evoked by Thematic Apperception 
Test cards(10). Finally, increasing food de- 
privation produces an increased tendency 
toward social affiliation(11). 

Abnormal eating behavior in man does 
not exhibit these comfortable regularities 
and our conceptual tools have been limited 
by the constraints of traditional drive 
theory. We have today only one explanation 
as to how neurosis can produce overeating : 
drives which cannot otherwise achieve out- 
let take over the channels of discharge of 
the hunger drive. This drive-displacement 
theory of overeating has for years been the 
assumption of most clinical literature on 
Obesity. 

What of the alternative? Is there any 
virtue in looking at disturbed eating be- 
havior from the point of view of satiety as 
well as of hunger ? Do we find any examples 
which might be attributed to a failure of 
satiation as distinguished from an increase 
in hunger drive ? The answer is yes ! Many 
obese patients describe their overeating in 
terms far more appropriate to a failure of 
of satiety than to an increase in drive. How 
rarely do even intensely neurotic obese 
persons tell of an irresistable compulsion to 
eat large amounts of food! And how fre- 
quently does the exasperated housewife tell 
of her inability to stop nibbling once she 
has begun! The distinction between in- 
creased hunger drive and impaired sati- 
ability becomes even more marked in the 
small number of obese persons who eat in 
abnormal stereotyped patterns. 

This distinction, recently led to a fruitful 
reappraisal of an obese man who had long 
been considered a “compulsive eater.” The 
patient’s overeating had begun abruptly 
following a bout of encephalitis at the age 
of 12, and it had been present ever since, 
not apparently affected by changes in his 
life situation. This seemed unusual if his 
Overeating were indeed compulsive, and in- 
vestigation raised further doubts about the 


© 


diagnosis. He said that he did not feel 
compulsive quality to his overeating. | 
deed, he never felt any strong urge to eat 
and he was perféctly content to forego fo 
for periods of as long as 18 hours during 
perimental studies which claimed his atten 


tion. His overeating afforded none of the 


relief of tension which might be expected to 


follow the performance of a compulsive ~ 


ritual, nor did it arouse any apparent guilt,” 
Instead, he attributed his overeating to a 
disinclination to stop eating as long as food — 


was available. In short, this man, who had 


suffered extensive brain damage, ate very ~ 


much like a rat with experimental damage ~ 


to its hypothalamic satiety centers. Itseemed ~ 


entirely possible that this man overate for = 


the same reasons. d 
A more common clinical picture charac- 
terized by an inability to stop eating is the 


“night-eating syndrome” (12). Persons with = 


this distinctive eating pattern are anorexic ~ 


during the morning and may eat little or 
nothing before noon. By supper, however, 
they have begun to eat heavily, and they 
continue all evening, often until late at 
night. When asked to describe their feelin 


during such periods these persons rarely 4 


speak of being hungry, and many of them 
even volunteer that they are not overeating 
because of hunger. They report, rather, that 


they frequently find themselves “nibbling” ~ 
and just can’t seem to stop. It is noteworthy ~ 


that if they cannot begin eating they rarely 


develop any strong desires to eat or make — 
any great effort to obtain food. Even when ~ 


they are severely agitated, there is none of sd 


the goal-directed urgency of the addict de- 


prived of his narcotic or the alcoholic at q 


the outset of a binge. 


There is no reason to believe that the = 


night-eating syndrome results from any ir- 


reversible damage to the hypothalamic — 


satiety centers. It seems, rather, a reaction 
pattern which occurs 
life stress and which disappears with relief 
of that stress. Its characteristics, however, 


suggest a functional impairment of the a 


satiety apparatus. 

Once we can describe overeating not 
based on an increased hunger drive, over- 
eating which is based on an increased hun- 
ger drive becomes a meaningful idea. 
Viewed in this critical manner, 


= 


during periods of — 


one form 
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' of overeating definitely seems to result 
_ from an increased hunger drive. A small 
number of obese persons overeat in a pat- 
| tern which we have calléd “binge-eating” 
© (13). Such eating often has an orgiastic 
> quality and enormous amounts of food may 
"be consumed in relatively short periods. 
"Im contrast to most obese persons, binge 
eaters do report an irresistible compulsion 
to overeat and their descriptions are con- 
cerned far more with the intensity of their 
~ need to eat than with any inability to stop 
_ eating. Eating binges often begin with ex- 
plosive onset and are usually followed by 
` periods of remorse and self-condemnation. 
_ Although binge-eaters emphasize the mys- 
© terious “out of the blue” quality of their 
~ binges, acquaintance with their life situa- 
| tions reveals that the binges occur during 
| periods of life stress. They are particularly 
common during depressive reactions, and, 
in contrast to other forms of overeating, 
appear to have highly personalized uncon- 
scious meanings. 


_ WHAT OF THE FUTURE ? 


_ Where do these ideas lead? The way 
seems clear. If overeating can indeed result 
from either an increase in drive or a de- 
crease in satiability, this difference should 
be experimentally demonstrable. We have 
described methods for measuring increased 
_ drive. How impaired satiation could be 
_ demonstrated in a clinical setting is less 
_ clear, but an effort to develop methods to 
test a potentially fruitful theory could be a 
= welcome change from our current all-too- 
__ Sterile empiricism. Once such methods are 
_ available, there are a great many questions 
_ to ask: 
_ Can obese persons be distinguished from 
| non-obese persons and from each other by 
_ their tendency to show an increased drive 
" or a decreased satiability ? Does either pat- 
_ tern become intensified during periods of 
_ Stress P Is there any connection between a 
_ pattern and biochemical or personality vari- 
_ ables ? Can the patterns be experimentally 
~ manipulated ? And, ultimately, how can this 
information help our patients ? 


NEUROLOGY AND “NEUROLOGIZING” 


i In his delightful essay on “Drives and 
= the C.N.S. (Conceptual Nervous System)” 


Hebb(14) pointed out that, despite even 
determined attempts to escape “neurolo- 
gizing, most psychological theories are 
influenced by our conceptions of the central 
nervous system. He therefore proposed 
that “if we must neurologize, let us use the 
best brand of neurology that we can find.” 
Hebb’s plea to his academic colleagues can 
be even more appropriately addressed to 
psychiatrists, for psychiatric theories have 
been influenced at least as much by neurol- 
ogizing as have been those of academic 
psychology. Indeed, if we confine our at- 
tention to the history of drive theory, the 
parallels between academic psychology and 
medical psychology are striking, 

During the first years of the century aca- 
demic psychology was as strongly influenced 
by the instinct theories of MacDougall as 
was medical psychology-to-be by Freud's 
libido theory. The attempt to apply these 
theories in a systematic manner, however, 
gradually revealed their various deficien- 
cies. In academic psychology the result was 
the radical repudiation of drive theory and 
the rise of behaviorism with its emphasis 
on immediately observable events. In psy- 
chiatry, the first reaction to the growing 
awareness of the deficiencies of drive theory 
was revisionism rather than revolt, and 
Freud left his libido theory standing un- 
easily beside the new ego psychology to 
which he increasingly devoted his attention. 
But this shift in emphasis only deferred the 
behavioristic assault, Although it came long 
after similar developments in academic psy- 
chology, and was never so methodologically 
rigorous, Sullivan's theory of interpersonal 
relations may be viewed as a behavioristic 
critique of psychoanalysis and particularly 
of its theory of drives, For Sullivan's goal 
was a shift of emphasis from the “mental 
apparatus” which had been Freud’s concern 
to the immediately observable interpersonal 
events of the therapeutic situation, 

There is no need to labor the benefits of 
behaviorism in obviating unnecessary as- 
sumptions, exposing useless constructs and 
in general tidying up our conceptual appa- 
ratus. Academic psychology and psychiatry 
have gained too much from this latter-day 
Occam's razor ever to long for a return of 
the good old days of transmutable drives 
and ambiguous energies. Nevertheless neu- 
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rophysiology is providing us with informa- 
tion so obviously relevant to behavior that 
it can hardly be ignored, If, instead of 
merely tolerating these new findings, we 
set to work to use them to construct new 
and better theories about drives, a great 


deal of exciting material lies at hand. And - 


we could proceed with the comforting 
knowledge, not always available to our fore- 
bears, that these theories could be anchored 
to hard facts and tested at all kinds of con- 
venient places. Already physiological psy- 
chologists have seen the possibilities and 
are applying these notions to their work on 
animals. Can clinicians afford to tarry ? 


SUMMARY 

New physiological discoveries are provid- 
ing the behavioral sciences with a unique 
opportunity for the reconstruction of tradi- 
tional theories of motivation. We are no 
longer constrained, for example, to view 
overeating solely as a result of an increased 
hunger drive. This apparent contradiction 
results from the demonstration that the 
hypothalamic centers mediating hunger and 


satiety have separate anatomical localiza- - 


tions and separable behavioral consequen- 
ces. Overeating can thus theoretically result 
either from an increase in hunger drive or 
from an decrease in satiability. The first 
possibility has generally been accepted with 
little question. The second has now been 
demonstrated by experimental damage to 
the satiety centers of animals who there- 
upon present the paradox of an animal 
which eats itself into obesity through a 
hunger drive which is actually reduced in 
intensity. Recent clinical studies suggest 


` drive may occur in human obesity. 


thatetther decreased satiability or 


manifesting the “night-eating syndron 
port an inability to stop eating rather 
any increased desire to eat. Obese pe 
who overeat in binges, on the other 
report compelling urges to overeat at 
times. 
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3 One has not to search far among the per- 
_Sonalities of classical times to find a reliable 


Authorities in this field of mental health 
e hesitant to say that Psychological dis- 
bance and the various aspects of mental 
disorders which today’s psychiatrists have 
diagnosed and classified are more prevalent 
_ in our mod, 


awareness of 
e characteristics of our age. Furthermore, 
the specialists are ready to itemize the per- 
sonality factors that characterize the mental- 
ly healthy person. In capsule form the men- 
tally healthy person may be described as : 
1. One who feels comfortable about him- 
; 2. One who feels right about other 
people; 3: One who can meet life’s de- 
mands, 
The mental hygienist, attempting to elab- 
ate upon each of these points, 
strikes chords, iterates themes 


suggestions and illustrations 
e, expound 


heart 
Horace first approaches the idea that the 
_ mentally healthy person is one who feels 
1College of St, Rose, Albany, N, Y. 
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comfortable about himself. He draws upon 
scenes from Homer to indicate that one 
must not be mastered by one’s emotions, 
whether they be fear, anger, envy, distrust, 
or any others. Paris, he implies, was mad, 
refusing obstinately to give up Helen even 
to enjoy personal safety, a kingdom, and a 
life of happiness(2). Next he cites Achilles 
and Agamemnon, childishly squabbling for 
their war prize. In their case, too, the trou- 
ble evolved from uncontrolled emotions(3). 
Invariably, the poet observes, those who let 
their emotions get beyond their control 
bring suffering to those closest to them(4). 

Avarice and greed are, in Horace’s esti- 
mate, a positive form of mental illness, He 
actually says so, and declares that the pos- 
session of estates and unlimited wealth can- 
not relieve the fever that torments the suf- 
ferer, for: “You're not taking care of the 
emotion !”(5). Anger, too, must be con- 
trolled : “Anger is temporary insanity ; con- 
trol this emotion !”(6), As for the mental 
torture induced by the passions of jealousy 
or envy, Horace declares that it exceeds all 
physical tortures that can be conceived (7). 
Ambition, too, on the part of one not fitted 
for the position to which he aspires is, in 
Horace’s eyes, another manifestation of poor 
self-adjustment, The path of such a one will 
be strewn with unpleasantness and possible 
frustration(8). With a wry smile that im- 
plies “present company excepted,” Horace 
adds a final observation on this point : “Se- 
lect anyone at all from amid a crowd : his 
craving for money or for paltry popularity 
makes him a sick man”(9). 

Once such passions and emotions are set 
in order, mental health is, to some extent 
at least, secured : “Let the soul find joy in 
the present moment and disdain to worry 
about what lies ahead and let it season the 
bitter things of life with a quiet smile”(10). 
Having learned the therapeutic powers of 
a bit of gentle laughter when things go 
contrary to his expectations or desires, the 


_ well-adjusted person, far from succumbing 


to frustration, shrugs his shoulders with the 
observation : “Nothing is in every respect 
perfect !”(11). i 
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The proof that such a reaction is not cyni- 
cism, Horace would insist, lies in the indi- 
vidual’s ability to laugh at himself. This 
Horace shows that he could do in the amus- 
ing and exaggerated description of his own 
helpless state of victimhood as he is first 
caught, then tortured, by the garrulous and 
insistent persona non grata who accosted 
him one sunny morning along the Via Sacra 
(12). It is to provide a laugh at his own 
expense that he elsewhere draws the sorry 
picture of himself, a man in his mid-twen- 
ties, stammering in boyish embarrassment 
as he presented himself for an interview 
with the mighty Maecenas(13). 

Horace would be the first to admit, with 
the psychiatrists, that everyone has certain 
basic needs. Unless these are satisfied, the 
emotional life of the individual is disturbed, 
with results which range in seriousness from 
the trivial to the extremely grave. Foremost 
among these needs is the desire for accept- 
ance and security. Horace recalls that, re- 
turning to Rome after the Battle of Philippi, 
he faced a crucial period of transition in 
which he might easily have become the vic- 
tim of a set of circumstances disruptive of 
his emotional stability. His father was dead ; 
he was without friends, or funds, or job, in 
the Capitol ; his military service had been 
with the defeated troops. How warped one’s 
personality can become and how prone one 
is to manifest hostility when one suffers from 
deprivation of a basic need is evidenced by 
the cynical, embittered tone of his earliest 
poetic attempts, composed during the lei- 
sure hours provided by an insignificant and 
uninteresting job as a quaestor’s clerk. 

Fortunately, two young poets of the day 
manifested an interest in the unknown but 
promising author of the cynical verses and 
recommended him to the attention of one 
of the foremost citizens of the day, the 
wealthy patron of the arts and Augustus’ 
friend and adviser—Maecenas(14). Horace’s 
loneliness, disillusionment, and discourage- 
ment were dispelled when Maecenas invited 
him to join his social and literary coterie. 

Horace next remarks that a mentally 
healthy person neither overestimates nor 
underrates his own abilities, Pointing 
to passages in his writings, he indicates his 
awareness of his own limitations: he gave 
up attempts to write verses in Greek(15), 
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refused to attempt epic poetry(16), and 
spoke modestly of the talents that were his 
(17). He even refused to lay claim to th 
title of “poet” at the time when he was writ- 
ing his earlier satires(18), but acknowledges 
that in his later efforts—his Odes—there are 
present the 3 elements which he preva ; 
as requisites for great poetry, viz., nal 
talent, inspiration, and the ability to utter 
noble thoughts(19). A 
A favorite passage eloquently indicates 
that he has achieved the success he desired 
and finds his need for security satisfied ; 


I have completed a monument more en- 
during than bronze and loftier than the 
royal pile of the pyramids, one which the 
wasting rain, the furious North Wind 
cannot destroy—no, nor a countless series 
of years nor the flight of ages. Not all 
of me shall die(20) ! 


Even more indicative of sound mental — 
health, says Horace, is the ability to derive | 
satisfaction from the simple pleasures of 
everyday life(21), With senseless extrava- 
gance many wealthy Romans of Horace’s — 
day were rearing sumptuous palaces 
vulgarly displaying their wealth(22). In = 
contrast to their restless, anxious, grasping 
avidity is the quiet delight that he finds in ~ 
Maecenas’ precious gift of the Sabine Farm 
(23). Only contentment with one’s humble 
lot can bring peace of soul(24). Why, he 
asks, should he exchange his home in the 
hills for some luxurious, modern dwelling — 
whose attractions will probably allure — 
thieves—or raise his taxes(25) ? À 

Horace points out that most men fail to 
find happiness in life and consequently suf 
fer from various degrees of maladjus' 

they cannot rest content 
with their lot in life(26). Not that he for- 


happy m 
lived well- 
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alike being old friends”(29). The passage 
s lengthy—a delightfully vivid, Disneylike 
_ characterization of a sophisticated little city 
mouse who visits his old friend, a thrifty, 
ard-working country mouse, and prevails 
‘upon the latter to give up his toilsome life 
to the affluence and ease of the city. “At 
t? he tells his country friend, “life is 
hort ; you may as well get all the joy out 
_ of it that you can”(30) ! 
The advice seems sound; the host ac- 
_ quiesces ; together the tiny friends scamper 
eneath the protecting shadows of the city 
ls and enter a luxurious dwelling. In the 
nquet hall are strewn the remains of a 
jumptuous feast. Now it is for the city 
ouse to play the role of host and he ener- 
tically sets about serving his guest the most 
pting morsels. A sudden disturbance 
bles the two intruders from the elegant 
ing-couch as the terrifying barks of Mo- 
ossian watchdogs and the clanging of fold- 
g doors give warning of the approach of 
ome of the household. Quoting the final 
ervation of the shrewd little country 
nouse, Horace concludes his recommenda- 
ms about learning to derive satisfaction 
_ from the simple pleasures of life: “Then 
ays the rustic: ‘I have no use for such a 
>, and so farewell ; my hole in the woods, 
ure from dangers, will console me along 
th my homely vetch’ ”(31).. 
race pauses, reaches for a glass of 
alernian which someone has set conven- 
tly near, relishes a sip of it, and con- 
es : “The mentally healthy person is one 
o feels right about other people. I offer 
working principle : Not a soul comes 
this world devoid of faults, The best 
y who is loaded down with the least of 
hem... One who expects his friend not to 
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tributes to his personality development, to 
wholesome mental outlook, to a happy, 
well-adjusted life. . 


Horace selects a number of situations met 
in ordinary living to illustrate his point. He 
describes the tendency of a father or lover 
to overlook the faults of the loved one, for 
“love is blind”(33). Does not a father give 
such nicknames as “Chick” or “PeeWee” or 
“Stretch” to sons with physical peculiari- 
ties ? A son’s stinginess the indulgent father 
calls thriftiness ; his quarrelsomeness gets 
the name frankness ; his wily ways the father 
deems shrewdness (34). This tolerance must 
extend to all age groups. As a middle-aged 
bachelor, Horace remarks, he did not find 
it too difficult—although some do—to be 
understanding of the amorous and flirtatious 
inclinations of adolescents. In fact, he en- 
courages them, for, he reminds his listeners, 
“You're only young once !”(35) 

Underlying the entire pattern of one’s 
healthy adjustment to his fellow men is the 
need for self-confidence. Early environ- 
mental factors contribute in large measure 
to the degree of self-confidence with which 
a person adjusts to social situations in later 
life. By numerous passages selected from his 
poems, Horace testifies that parental affec- 
tion shed its warmth over his childhood and 
adolescent years. In touching lines he pays 
affectionate tribute to his father, a man of 
lowly birth and slight income : “Never while 
I am in my right mind could I be ashamed 
of such a father !”(36) 

The affection of his cherished friends, 
too, contributed to Horace’s self-confidence 
and thereby to his successful and happy 
living ; for, he says, thinking of Vergil, Mae- 
cenas, and many others, “Nothing, so long as 
I am in my senses, would I compare with 
the joy a friend may bring”(37). 

Horace pauses again as he notes that one 
of his audience has an inquiry. 

“May I ask you, sir, why you never mar- 
ried? In view of the flirtatious tone fre- 
quently detected in your odes, I am inclined 
to think that you found the company of 
many a young woman delightful. Yet you 
remained a bachelor, even in spite of Augus- 
tus’ insistence upon the importance of large 
families for the rehabilitation of Rome.” 

“Your point is well made, my friend,” 
Horace replies genially. “The mentally 
healthy person must feel right about other 
people, particularly people of the other sex. 
I find it somewhat difficult to analyze the 
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circumstances which resulted in my bache- 
lorhood. Certainly it was not any lack of 
esteem on my part for the nobility of the 
married state. Let me quote for you a few 
lines which express my sincere appreciation 
of the fact that stability and harmony in 


` marriage is a great blessing : “Thrice happy 


they and even happier whom an unbroken 
bond unites and whom a love ne'er sundered 
by embittered quarrels shall not separate 
before life’s final day’(38). Perhaps I may 
say that in my friends I found adequate 
satisfaction of my need for affection. Then, 
too, the tenor of my life was undeviatingly 
ordered by my complete dedication to liter- 
ary efforts. This precluded, almost from the 
years of my early manhood, certain enjoy- 
able but nonetheless distracting associations. 
You recall my avowal to Maecenas that my 
sole ambition was to win recognition and 
renown as Rome’s first lyric poet(39). In the 
achievement of this goal I enjoyed the sense 
of fulfillment that a man’s nature craves and 
that is satisfied, in the case of most men, by 
marriage. Thus, my life was free from the 
blighting element of frustration.” 

That the mentally healthy person is one 
who can meet life’s demands is the 
point that the Roman satirist and lyricist 
elaborates. Life is filled with difficulties and 
it requires strenuous effort to surmount 
them ; for, Horace observes wisely, “Life 
grants nothing to man without much toil” 
(40). Self-pity has never helped anyone. It 
is for each one to find out what he can do 
about his problems and then do it. “Nil de- 
sperandum—Never despair !” warns Horace 
(41). One must be ready for the ups and 
downs that must be inevitably met. “The 
heart that is duly prepared for a change of 
fortune hopes in the face of misfortunes, 
PAE wary when prosperity is prolonged” 


Since attitudes are power houses of psy- 
chological activity, the man with a well- 
balanced outlook on life, willing to face 
reality, will achieve that all-desirable sign of 
maturity that can be called the hallmark of 
the mentally healthy person, namely, emo- 
tional stability (43). 

“I offer you a motto,” Horace smilingly 
temarks, “if you want to acquire and pre- 
serve happiness. Nil admirari(44)! Many 


put too high a value on the material goods 
¢ : 


and the honors of this world and 
themselves to become the unhappy victi 
of disturbing emotions. Make every reason 
able effort to improve an unpleasant si 
tion, but at the same time accept the fac 
that some conditions do not admit 
amelioration. In that case the virtue oO 
patience is needed” (45). i 
Life demands of each individual that as : 
member of society he assume his respons: 
bilities to his fellow men and willingly uti- 
lize his talents or abilities for the good of the 
group. He must discipline himself to a mode 
of conduct that begets respect and af- 
fection rather than contempt and animosity — 
from his associates. One who fails in this 
respect, whose self-centered disregard f 
his neighbor’s pleasure is manifested by a 
disagreeable, non-conformist attitude, d 
serves the treatment he receives. Typical 
those he has in mind, Horace says, is the 
unaccommodating singer : “All singers hav 
this fault in common : when among friends’ 


fensive mannerisms. 

Indicative of a realistic outlook is the in- 
dividual’s ability to set goals for himself 
which he can reach and a willingness to 
make his own decisions. Horace illustrates © 
this from his own situation : Satire, he real- © 
ized, might win him unpopularity, but he r 
solved to persevere in writing it, recogniz- 
ing his limitations in other fields (47). 

Calm reflection, an inner debate in which 


rejected or adopted, must serve as prelu 
to mature decisions. Reason, not emotion 
must rule. Horace assures his audience th 
he often held such debates within hims 
48). 

url degree of serenity in one’s pat 
tern of living contributes valuably to mental 
poise. Life amid excitement, bustle, d 
tension of constant activity in Rome Horac 
found not only irritating but inimical to 
concept of the good life( 49). “From time 
time I had to get away from the city, » 
ace acknowledges, “and seek relaxation in 
some such fascinating spot as sunny. T. S 


tum—The corner of the earth that surp 
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to cool Tibur with its echoing cascade and 
_ charming Temple of the Sibyl that I would 
betake myself, for Rome with its cosmopoli- 
tan air I often found uncongenial(51). Un- 
relieved pressure was unbearable! ‘Mingle 
some moments of levity with your solemn 

hours of planning; it’s fun to indulge in 
some nonsense on occasion’ ” (52). 
The poet pauses for another sip of Faler- 
nian, 
“A friend, Lollius Maximus, is calling for 
_ me in a few minutes, We're going out to 
my Sabine Farm for the week-end. Just let 
~ me quote to you before I leave a prayer I 
once composed. It outlines my ideal of the 
appy life. I have found that it takes very 
ittle more than this to achieve a healthy 
_ adjustment to life and its problems: ‘O 
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When engaged in research with chronic 
psychotic patients in a mental hospital we 
often ask ourselves whether control experi- 
ments are necessary. Here we deal with a 
presumably stable population, hospitalized 
for many years, not responsive to treat- 
ment, Occasionally one of these patients 
emerges from a “back ward” and succeeds 
in leaving the hospital; this is, however, 
a rare occurrence, especially in patients 
who have reached deterioration to the 
point of being incontinent. Over a long 
period of years the course of such patients 
is continuously downward ; if they improve 
; under some new treatment, we willingly 
J accept a causal relationship and believe 
a that the improvement resulted from such 
new treatment. Control experiments, we 
often felt, were necessary to convince others 
of the reliability of our results; we our- 
selves were satisfied with the results of 
our investigation, based on and judged by 
clinical experience. As one of the present 
writers (M.G.) expressed it in a panel 
discussion : “No matched control group is 
necessary for a study in the setting of a 
mental hospital, where we deal with chronic 
psychotic patients who are long-term resi- 
dents and who are well known to the med- 
ical and nursing staff and serve as their own 
control.” We were dead wrong. 

In 1958, Vlavianos and Fink(1) described 
the action of norethandrolone on incontinent 
mental patients. The potency of this steroid 
anabolist is experimentally determined by 
; its action on the levator ani of animals. The 
i authors considered logically that this action, 
if present in humans too, may be of in- 
fluence on soiling mental patients. They 
treated 11 male soilers with 30 mg. of nore- 
thandrolone daily for 17 to 53 days and 
found that “6 patients had a positive re- 
sponse with no incontinence from 3 to 7 
days after the start of medication” and that 
3 remained continent after medication was 
discontinued. No controls were used. Vais- 
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LUIS SANTOS, M.D., anp MARTIN GROSS, M.D.+ 


berg, Michael, and Saunders(2) followed 
with a report on 9 patients treated with 30 
mg. of norethandrolone daily for 3 weel 
Their results were similarly encouraging. 
One patient became continent and remained 
so even after the drug was discontinued ; 6 
improved markedly. “The patients served as 
their own controls—all of them having had 
these symptoms consistently for a minimum 
of 1 year(5).” 

Soiling is one of the great problems in 
mental hospitals. In one of our wards with 
65 deteriorated patients, 75-80% are constant 
soilers. This ward uses about 550 bed sheets 
per day. The added attention these patients 
receive necessarily is best expressed by thi 
attendant-patient ratio which is 1 : 5.3 in this 
cottage as compared to an average of 1: 9.2 
in the rest of the continued treatment grou 
We were, therefore, interested to find out 
whether the results obtained with norethan- 
drolone could be reproduced in our hospital. 


PROCEDURE 


Sixteen chronic psychotic male soilers — 
were chosen for this study. One dropped out — 
because of an intercurrent disease which © 
necessitated his transfer to a medical ward ; 
15 patients remained under observation for 
18 weeks. They were incontinent of urine 
and/or feces. They were ambulatory, rea- 
sonably healthy physically, and they had 
specifically no kidney and bladder trouble 
and no prostatic hypertrophy. A rectal ex- 
amination was done and urine retention, if 
any, was measured. Urine and blood e: 
aminations (CBC, blood sugar, NPN, icteric 
index, and thymol turbidity) were done 
routinely and repeatedly. The diagnosis, 
age, length of hospitalization, and duration 
of soiling of each patient are recorded on 
Table 1. Reet 

All patients were started on a 2-week pre- 
riod. Patients were 
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TABLE 1 


IMPROVEMENT CONTINENT 


+=IMPR. DURING 
DURATION -+++=MARKED 2 WKS. POST- 
YRS. OF IMPR. EXPER. PERIOD 
HOSP. DIAGNOSIS SOILING URINE STOOL URINE STOOL 


30 Schiz. heb, 4 yrs. ++ ht x 


22 . 
30 Gen. par. 4 yrs. + 0 
39 Schiz. heb. 4 yrs. ++ + 
24 Gen. par. 4 yrs. D + 

PLACEBO-NILEVAR 

22 CNS syph. 4 yrs. ++ $ 
W.L. 69 31 Schiz. hep. 6 mos. + ++ ++ 
P.M. 51 11 Gen. par. 4 yrs. + 0 0 
G.R. 32 13 Schiz. heb. 2 yrs, ++ ++ 
O.H. 82 2 Cereb. art. 0 
2) 
+ 


ee ect 
_ 1) This patient was continent for urine during the first 7 weeks of the study and became incontinent later. 
_ 2) This patient was continent for stools. 

3) Bedfast at time of post-experimental check-up, 


of interruption, the soiling habits were 
checked again for a post-experimental peri- 
od of 2 weeks. 

Changes were kept to a minimum during 
the whole study period, Patients who were 
on any additional drug were continued un- 
der the same medication, No new drug, es- 
pecially no ataractic drug, was added at 
any time. One yariable could not be elim- 
inated, namely, the influence of the season 
with change from warm weather during 


A which the patients spent their days in the 
Eini Hahiv cent they would affect the soil- yard to cold fall weather when they had to 
that bine in the dayhall, Analysis of our data 


not show ey influence of this seasonal 
but a Sin ; 
H7 in a hange on soi ing habits. 
ed action of the drugs, RESULTS 


weeks the drugs were reversed On Graph 1, urin $ t 

tients of Pe > ary continence in 2-week 
; i sie A fies Paes ergs tier periods is reported as percentage of the base 
De satlents f Group Bako on placebo and line established during the preliminary peri- 
= eeo ss ip B who had started with od, Soiling decreased to 27.2% in the nor- 
oP Mise on norethandrolone, y ethandrolone Group A and to 35.3% in the 
were again observed for 8 weeks and medi: placebo Group B during the first 8 weeks of 
cation was then discontinued. After 4 weeks observation. After observation for another 
__? Thanks are expressed to the drug manufacturer, 8 weeks under switched medication, soiling 
G. D. Searle & Co., who supplied this drug (Nile: in Group A—now under placebo—was 15.6%, 
oe): AERA. in Group B-now under norethandrolone—_ 


GRAPH 1 


URINARY SOILINGS 
DRUG-PLACEBO GROUP “A” 
PLACEBO -DRUG GROUP "B" 


MEDICATION 
STARTED 
MEDICATION 


SWITCHED 
7 MEDICATIO 


WEEKS 2 4 6 8 l0 I2 th l6 18 20 22 


x 
f 

34.6% of the initial value. Twelve of 15 pa- 

tients reacted in a similar fashion regardless 

whether they were started on norethandro- 
lone or placebo. The 2 worst soilers (#10 
and #12) in the group starting on placebo 
showed only slight reduction of soiling un- 
; der placebo as well as under the drug; a 

third patient (#7) started soiling under 
drug medication and continued under place- 

bo. If these are eliminated from the list, the 
urinary soiling in the remaining patients 
was 9.9% of the initial value in the drug- 
placebo Group A and 12.9% in the placebo- 
, drug Group B. 

Reduction of fecal soiling shown on 

Graph 2 shows in general the same pattern 
f 


GRAPH 2 
FECAL SOILINGS 
DRUG-PLACEBO GROUPA” 
PLACEBO- DRUG GROUP "B, 
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: MEDICATION 
| STOPPED 
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as urinary incontinence, However, as the ~ 
total number of fecal soilings is small, com- 
pared with uri incontinence, the curve 
shows some oscillations. At the end of the 
first 8-week period, fecal soiling in the drug — 
Group A was 57.4% as against 26.5% in the 
placebo Group B. After 8 further weeks on — 
reversed medication, soiling was reduced to — 
44.2% and 42.9%. k 

Of the 6 organic cases in both groups, 
only 2 showed marked improvement. Three 
did not improve and 1 became worse. All 9 
schizophrenics improved in their soiling 
habits, 7 of them showing marked improve- 
ment (Table 1). Mark Isaacs(3), in a study 
done in our hospital also found that the very 
sick schizophrenics benefit most by treat- 
ment with placebo. 

A final check was made after all medica- 
tion had been discontinued for 4 weeks. 
Fourteen patients were again observed for 
a 2-week period during which no medica- ~ 
tion was given. (One patient was bedfast 
during this period and is therefore not in- 
cluded.) Urinary incontinence i 
from 15.6% to 22.6% in the drug-placebo 
Group A and from 34.6% to 53.6% in the 
placebo-drug Group B (Graph 1), Stool in- 
continence remained essentially unchanged 
in Group A and decreased further in Group 
B (Graph 2). Table 2 shows the remaining 
percent of soiling during the last 2-week 
period without medication for the 2 groups 
taken as a total (N=14). During this peri- 
od, 4 patients were completely continent of 
urine, 5 of stools, and 2 of these of both 
(Table 1). 


Discussion 


It is evident from Graph 1 that there is 
no difference in urinary incontinence z 
tween those patients who were given nor- 
ethandrolone and those who were given 
placebo, both for 8 weeks, After the drugs 
were switched, urinary soiling continued on 
a markedly reduced level. Group A then 
under placebo for the last 8 weeks remained — 
on a lower soiling level than Group Bon ` 
drug. Fecal incontinence, too, is redu 
under treatment with the drug as well as 
with placebo. 

Stewart Wolf(4) defines the placebo ef- 
fect as “that which is attributable to the 
administration of an agent but not to its 


n=. 
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Soiling in Post-Experimental Period in 14 Patients 
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PRELIM. PERIOD POST EXPER. PERIOD REMAINING 
2 WEEKS 2 WEEKS (AFTER 4 WKS. SOILING IN 
(BASE LINE) WITHOUT MED.) PER CENT 
Total number of urine 522 213 40.9% 
-Total number of stools 241 89 36.9% 
Ar 


pharmacodynamic properties.” It is obvious 
that the beneficial results obtained in the 
soiling habits of our regressed patients 
< were not due to the pharmacodynamic 
ction of norethandrolone. They must be 
~ due to some other factor connected with 


by constant checking and therefore used the 
toilet more frequently and voluntarily, Pa- 
ents might have resented the frequent 
_ change of trousers after each soiling, Fin- 
ly, the patient’s general mental condition 
t have improved under the added at- 
tention. We have no proof for these sur- 
s. As patients were not told of the ex- 
“pected action of the drug and as most 
patients were so much regressed that they 
would not have understood if told about it, 
improved soiling habits must have been in- 
_ duced by non-verbal communication. The 
conclusions are obvious : 
1. Even the most deteriorated mental pa- 
nts are likely to react to the administra- 
tion of placebo and/or procedural changes 


on the ward level connected with it. 

2. Patients cannot serve as their own con- 
trols if conditions are changed in any way 
between “control period” and “study peri- 
od,” even if this change consists only in 
more intensive checking and observation. 

8. It is suggested that the improvement in 
soiling habits of chronic psychotic patients 
observed by Vlavianos and Fink(1) and by 
Vaisberg, Michael and Saunders(2) was in- 
duced by factors other than the pharmaco- 
dynamic action of norethandrolone. 
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all the psychotropic drugs that have 
e available in recent years, the pheno- 
nes, and chlorpromazine in particular, 
we been used most widely. All these drugs 

e been found toxic in varying degrees to 
hepatic, hematopoietic and/or nervous 
ms and, despite their effectiveness, 

therefore be used with caution. To 
ent this problem of toxicity, numer- 
attempts have been made to synthesize 
possessing phenothiazine-like pharma- 
ogical activity, but which do not belong 
this class of drugs. One such compound, 
hlorprothixene, has been reported as being 
‘comparable to chlorpromazine in potency 


CHLORPROTHIXENE * : A NEW PSYCHOTROPIC ENTITY 


MD? 
not been synthesized previously. Its com: © 
plete chemistry, pharmacology and to: 
ogy have been described elsewhere(1, 2 

Briefly, this compound occurs in 2 isomeric: 
forms, of which the trans form is the more — 
active, pharmacologically. The ical 
structure of chlorprothixene is much like | 
that of chlorpromazine (Figure 1) except 
that the nitrogen atom in the phenothiazine — 
ring has been replaced with an unsaturated 
carbon atom, allowing the side chain to be 
attached to the ring with a double bond, — 
The replacement of the nitrogen atom ap- 4 
pears to be the more important change, — 
since it is this moiety of the phenothiazine | 


FIGURE 1 
Chlorprothixene Hydrochloride 
Ee aa cH.) a 
L 
‚HCL 
S 
Chlorpromazine Hydrochloride 


Gace) 2 


cL 


„HCl 
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and range of therapeutic effectiveness, but 
- far less toxic(1, 2). 


CHEMISTRY AND PHARMACOLOGY 


Chlorprothixene belongs to a group of 
compounds, the thiaxanthenes, which has 
mi, Beal A the registered trademark of H. ey 
‘beck an lompany, Copenhagen, Denmar: ‘or 
chlorprothixene hydrochloride. 

Chief, Department K, Middelfart Mental Hos- 
l Middelfart, Denmark. 


molecule that has been suspect of produc- 
ing toxic reactions. k 
Chlorprothixene has been used at t 
hospital in preference to all other ps 
tropic agents for the past 18 months, durin; 


which time over 600 patients have rer 
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228 
male patients, all of whom have received it 
_ for 3 months or longer. 


CLINICAL EXPERIENCE s 


Patients—The clinical material is grouped 
according to diagnoses and is listed in Table 
_ 1, Two hundred and five patients had re- 
ceived previous treatment (chemotherapy, 
somatotherapy and/or psychotherapy) at 
- this or another hospital or by their family 
physician. 
During the evaluation, appropriate labora- 
_ tory tests were done on varying numbers 
_ of patients to determine the effect of pro- 
longed administration of the drug on the 
_ hepatic, renal, neurological, and hemato- 
_ poietic systems. In addition, several groups 
_ of patients were followed closely for clinical 
manifestations of cardiovascular, neuromus- 
cular, and allergic reactions which might be 
related to the administration of the drug. 
= Dosage—Chlorprothixene was adminis- 
tered orally or parenterally, depending on 
the diagnosis and desired response. In pa- 
tients who were extremely agitated, es- 
pecially those in manic phases, 20 mg. of the 
drug was administered intramuscularly 3 to 
5 times daily ; when necessary, doses as high 
as 80 mg. were given tid. Infiltrations and 
tenderness at the site of injection occurred 
rarely and only after prolonged intramus- 
cular administration ; when present, these 


effects were far less pronounced than similar 
reactions observed with chlorpromazine, 
Once the patienťs acute symptoms were 
controlled, the drug was administered oral- 
ly. In changing dosage forms, we have 
found it advisable to reduce the parenteral 
dose, supplementing it with small oral doses. 
As doses administered in the latter form are 
increased, the parenteral dose should be 
further decreased and, finally, discontinued, 

When treatment was initiated orally, the 
method of administration found most ef- 
fective in schizophrenie patients consisted 
of an initial daily dose of 45-90 mg., given 
in divided doses. Because we found the drug 
to be relatively free of untoward reactions, 
we usually increased the dose rapidly every 
second or third day by total daily incre- 
ments of 45-60 mg. When a satisfactory re- 
sponse was obtained, usually at daily doses 
ranging from 400-500 mg. (in a few patients 
total daily doses were as high as 800 mg.), 
the patient was maintained on this dose for 
2 to 3 weeks, after which time it was slowly 
reduced to a maintenance level. Depending 
on the individual’s response, daily mainte- 
nance doses varied between 45 and 200 mg. 
Tn patients with psychoneuroses, and those 
with endogenous depressive reactions, medi- 
cation was initiated with 15 mg., t.i.d., and 
was increased to 30-45 mg., t.i.d. 

None of the patients received concomi- 


i 
s ) TABLE 1 
HE Over-all Clinical Response to Treatment with Chiorprothixene 
DIAGNOSTIG NUMBER 0 7 
_ CATEGORY TREATED MARKED MODERATE N MINIMAL NONE. 
iene 
° lebephrenic 10 
 Catatonic 33 3 7 a Fe 
-Paranoid 40 1 27 10 2 
 Manic-Depressive Psychosis 
< Manic Phase 16 13 1 1 1 
Depressed Phase 59 34 6 4 15 
Cyclical 4 1 3 0 0 
Atypical 6 4 1 0 1 
Miscellaneous Psychoses 
Anxiety reaction ll 9 1 1 0 
-Endogenous Depression 14 10 3 1 0 
Psychoneuroses 
Depressive Reaction 36 23 8 0 $ 
Anxiety Reaction 14 4 2 0 8 
_ Neurasthenic Reaction 15 2 8 1 4 
TOTAL 258 101 68 39 50 


ine 
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tant psychotropic agents during this evalua- 
tion, Somatotherapy was employed only af- 
ter a patient had failed to obtain an optimal 
response to chlorprothixene. 

Results—Response to treatment was based 
on improvement shown during personal in- 
terviews, changes in behavior and reactions 
toward other patients and the nursing staff, 
and increased participation in rehabilitative 
therapies. The over-all response of the pa- 

_ tients is shown in Table 1. 

Schizophrenic Reactions—Because they 
were under observation for longer than any 
other group, the course of treatment in these 
83 patients (average age: 44.5 years) has 
been completely documented. When evalu- 
ated, following an average treatment period 
of 21 weeks, 67 (80.3%) of the patients im- 
proved, 14 of whom were discharged from 
the hospital. As noted in Table 1, the most 
outstanding response (70% marked or mod- 
erate improvement) was obtained in schizo- 
phrenia of the paranoid type. From the 
results shown in Table 2, it is distinctly ap- 
parent that the chronicity of illness is an 
important factor in the outcome of treat- 
ment, Of the 63 patients who had received 
previous treatment with either chlorproma- 

Zine, perphenazine, reserpine, mepazine or 
acepromazine, 44% responded more favor- 
ably to chlorprothixene, 35% responded as 
well, 6% did not respond as well, and 15% 
did not respond to any of the drugs (Table 
3). Patients who had received previous 


treatment with chlorpromazine comme 
that they did not feel as “heavy” or 
drowsy while receiving chlorpro 
our experience, patients were more ci 
tive and communicative in psychother: 
and participated more fully in occupatio; 
therapy when they were receiving chlorpro 
thixene than when they were re 
chlorpromazine, Patients who had bee 
turbed for comparatively short perio 
time seemed to respond more rapidly 
chlorprothixene than to insulin coma 
a combination of insulin coma and ch 
promazine. These patients became calm and 
relaxed, and their hallucinations an 
lusions disappeared ; their physical 
tion was, of course, far better. i 
Manic-Depressive  Reactions—Altho 
the rate of improvement (80%) in this ; a 
of patients was comparable to that of the - 
patients with schizophrenia, the degre 
improvement (74% marked or moderate ir 
provement) was significantly higher. | 
teen of the patients in the manic pha: 
their psychoses were extremely agitat 
and, in the past, 10 of them had requi 
ECT as block therapy. Intramuscular a 
ministration of chlorprothixene contro: 
severe agitation rapidly, and none of th 
patients with a marked response requir 
ECT during treatment. 
~All the depressed patients received chlor- 
prothixene orally and began to show 1 
of improvement within 2 to 3 weeks. Initi 


TABI 
Response to Treatment with Chlorprothi 


LE 2 
ixene in Relation to Duration of Illness 


IMPROVEMENT 
DURATION OF ILLNESS MARKED MODERATE MINIMAL NONE 
Less than 5 years 0 15 7 a 
More than 5 years 1 20 24 14> 
TOTAL 1 35 31 16 


TABLE 3 
Response to Treatment with Chlorprothixene as Compared 
to that with Previous Drug Therapy 


RESPONSE TO CHLORPROTHIXENE NUMBER OF PATIENTS 
Better than previous medication 28 
Equivalent to previous medication 22 
Worse than previous medication 4 
No response to all medications 9 

63 


TOTAL 


ly, improvement was characterized b 
sleep disturbances and, several days 
week later, by amelioration of depress 
affect, and increased psychomotor activil 


patients, who ha 
selected for therapy 
tients) and imipramine 
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mal improvement was seen in only 2 pa- 
tients, both of whom had received imipra- 
mine. Twelve of the 13 patients obtained 
complete remission of symptoms following a 
‘course of ECT, The number of patients with 
cyclical and atypical manic-depressive psy- 
_ choses is too small, we feel, to warrant dis- 
cussion. 
_ Miscellaneous Psychotic Reactions—Two 
of the 11 patients with acute anxiety re- 
actions were in a predelirious condition on 
admission. The parenteral administration of 
chlorprothixene averted delirious episodes 
in both these patients and produced marked 
improvement in 7 of the remaining 9 pa- 
_ tients, In general, the drug shortened the 
_ course of treatment in all 11 patients. Chlor- 
_ prothixene controlled agitation rapidly, and 
“normalized” the patients’ sleeping pattern 
quickly, making them receptive to psycho- 
therapeutic measures. Ten (71%) of the 14 
patients with psychotic depressive reactions 
_ showed a marked response to chlorprothix- 
_ ene administered orally and, in general, the 
course of improvement in these patients 
paralleled that described for the manic- 
- depressive depressed patients, The depres- 
_ sion was not deepened in any patients, nor 
_ did it return while the patients were under 
$ our supervision. 
Psychoneuroses—The results obtained 
with chlorprothixene in these 65 patients, 
particularly in those with minimal degrees 
of anxiety, were comparable to those ob- 
tained with many of the currently available 
tranquilizing agents. On the other hand, 
however, the results obtained in patients 
“with psychoneurotic depressive reactions 
differed greatly from those generally ex- 
pected with a tranquilizing drug and small 
doses of insulin. As will be noted from Table 
1, 31 (86%) of these patients showed a 
marked or moderate degree of improve- 
ment with the oral administration of small 
_ (30-90 mg.) daily doses of the drug. Be- 
_ cause this degree of response was largely 
unexpected, it may indicate that chlor- 
prothixene, while it resembles chlorproma- 
zine in chemical structure and basic phar- 
-macological activity, produces its effects 
through a different mechanism(s) of action 
“which makes it an almost specific form of 
‘therapy for psychoneurotic depressive re- 
actions. 


TOLERANCE STUDIES 


Extensive laboratory tests and clinical ob- 
servations were made on the first 120 pa- 
tients who received chlorprothixene, to 
study the drug’s effects on vital physiolog- 
ical function. The results of these studies 
are given below. 

Laboratory Results—On the first 100 pa- 
tients, total leucocyte counts were made 
every second day during treatment ; eosino- 
phil and platelet counts were determined 
once a week. Urinalyses, with attention di- 
rected specifically to albumin and urobilino- 
gen, were done twice a week. When re- 
quired, as in patients with a urobilinogen 
increase of more than 1:10, the Takata-Ara, 
thymol turbidity and alkaline phosphatase 
tests were also utilized. 

With the exception of one patient in 
whom a mild leucopenia (total leucocyte 
count of 2640) was observed, the results of 
blood studies showed no evidence of this ef- 
fect. The reaction in this patient was not 
accompanied by a change in the neutrophils 
or granulocytes, and cleared spontaneously 
when the drug was discontinued. A transient 
eosinophilia was observed in 7 patients, but 
continual hematological testing during the 
subsequent 5% months these patients were 
receiving the drug, failed to show additional 
hematological changes. Results of urinalyses 
and liver function tests remained within 
normal limits throughout treatment for all 
patients. 

Clinical Observations—The blood pressure 
of the first 120 patients was measured daily 
throughout treatment. No abnormal fluctua- 
tions were noted. Transitory tachycardia 
was observed in 28 patients but, particularly 
since no changes in ECG tracings were 
found, the clinical significance of this effect 
was difficult to evaluate. In 5 patients, 20 to 
25 mg. of chlorprothixene was administered 
intravenously while blood pressure measure- 
ments were made every cther minute. No 
significant decrease in blood pressure was 
found during or following the administra- 
tion of the drug. Sixty-one of these patients 
were tested daily for orthostatic blood pres- 
sure changes. A decrease of 30 mm. Hg. or 
more was noted in 9 (15%) of the patients ; 
clinical manifestations accompanied this 
change in 6 patients. To ascertain the drug’s 
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role in producing this effect, a controlled 


study was initiated. The blood pressure of An unusual phenomenon not previous 

60 newly-admitted patients who had not observed was d in 3 of aat bee 
previously received drug therapy and 46 had developed a marked parkinsonism whil 
patients who had received psychotropic receiving perphenazine. When give! 
drugs were tested for orthostatic changes oral dose of 15 mg. of chlorprothixene 


e had been discontinued ‘for 


before they were given drugs of any kind. perphenazin 
Although clinical manifestations of ortho- week, 3 patie: 
static changes were not observed in any of within one hour. When 
the patients in either of these groups, de- was administered in the same dose one wet 
creases of 30 mm. Hg. or more were ob-  Jater, it was well-tolera r 
served in 10 (17%) patients in the former Since perphenazine is 
group and 5 (11%) of the latter group. On attributed this phenomenon to the potentiat- 
the basis of these findings, it would appear ing properties of chlorp: f 
that chlorprothixene does not contribute Tn addition to using 


nts became dizzy and nauseous 


ted by all 3 patient: 
excreted slowly, we 


chlorprothixene as 


significantly to the incidence of orthostatic indicated above, we have also used it wi 

blood pressure changes found in institution- good success in patients in w 

alized psychiatric patients. alcohol, and barbiturates were 
drawn, One of these patients, a known 

addict for 30 years was unable 

withdrawal treatments on 6 pre- 

severe abstinent 


SIDE EFFECTS 


hom narcotics, 


morphine 


f None of the more than 600 patients who vious occasions because of 
ave received chlorprothixene to date has symptoms 

developed clinical signs of parkinsonism, shes Bat 
extrapyramidal disturbances, accommoda- jo, ne Intramus' 
tion paresis, gastrointestinal disturbances or perk atin were adi 


atony of the bladder. Seventeen patients 


who had developed photo-erythema while scarcely exhibite 


receiving chlorpromazine during the sum- any 


mer of 1959 did not demonstrate a similar  thixene in this 
reaction while on chlorprothixene. Skin re- confusion., 
actions were observed in 7 patients. In 3, and allows the patient 
however, the reaction proved to be an aller- of his facilities, often 
gic response and not related to the adminis- treatment. f 


tration of the drug. Chlorprothixene was 
discontinued in 4 of these 7 patients, but 


restlessness an 
to regain full c 
by the third day o 


in treating over 600 pa- 


was continued at a reduced level in the re- In our experience 
maining 3 with no increase in adverse ef- tients, 258 of w! 
fects. Dryness of the mouth has been ob- communication, 


served in approximately 1/5 of the patients to be 
receiving doses greater than 100 mg. a day. 
One-third of the patients treated to date 
with large daily parenterally or orally ad- 


rted on in this 
chlorprothixene has proved 4 
broad-range psychotropic 
gh degree of safety. 
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ministered doses have complained of “weat- kopf, R 
iness” at the start of treatment; however, FER 8 


this reaction gradually disappears within 


1-2 weeks, Transient dizziness has appeared Acta Pharmacol. et Toxicol. 


in several patients, but has never been 


severe enough to require discontinuing the  chiat. Tidsskrift., 


drug. None of the nursing staff developed 
contact dermatitis from handling the drug. 
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- Micropsia has been mentioned as a pos- 
sible accompaniment of tumors of the tem- 
poral or temporosphenoidal lobe. It has also 
been related at times to episodes of petit 
mal. But micropsia may occur without ap- 
parent neurological defect or dysfunction, 
and it can be studied as a psychopathologi- 
cal phenomenon. The present case furnished 
an opportunity to evaluate some aspects of 
its psychodynamics, It should be of interest 
use of this, aside from the fact that 
cropsia is not often mentioned in the 
erature, 


SE DATA AND PSYCHODYNAMICS 


During treatment, and after this 50-year-old 
patient had been intensively involved in ex- 
' ploring his personality difficulties, he spoke 

about a period between the ages of 6 and 8 
en he experienced many episodes of microp- 
. He observed all objects in the room getting 
“smaller and smaller, with an accompanying 
_ impression of movement, until they were finally 
very small and off in the distance. He would 
comparatively large in relation to them. 
t was like looking through the wrong end 
T of a telescope.” Then, without any impression 
i É movement, the objects would suddenly re- 
‘turn to their normal size when “I would shake 
“myself out of it.” At such times he felt very 
ightened. He was aware, during that age 
riod, of feeling intensely lonely, and on re- 
aluating this years later he recognized the 
ence of great anger that had been’ re- 
ed. Much of the anger was directed at his 


The patient's childhood, including the years 
a hen he had the micropsia, was recalled as un- 
happy and unpleasant. His mother was con- 
trolling and overprotective. His father was 
largely unapproachable and lacked understand- 
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wanted his own individuality but sought ac- 
ceptance too. He wanted to express himself but 
feared reprisal. He wanted to participate but 
became more the observer. His self-conscious- 
ness grew, as did his lack of self-confidence, 
More and more he felt apart from others while 
striving to make his own way among them. 

The patient developed obsessive-compulsive 
personality patterns with passive-aggressive 
conflicts, rigidity, and anxiety in certain inter- 
personal relations. He achieved ultimately a 
good measure of success in the entertainment 
field and was trying, through treatment, to 
facilitate acquisition of professional goals and 
greater comfort in social situations by diminish- 
ing his rigidity, anxiety, and compulsive be- 
havior. It became evident that power and con- 
trol meant much to him in various ways on both 
conscious and unconscious levels. 

The micropsia was an apparent reflection of 
his expansive needs at that time, with an at- 
tempt to counteract the hemmed in feeling he 
was experiencing. “I think it was expressing the 
wish I weren’t confined to a small space. I 
think it was a reaction to being under great 
pressure.” He believed the micropsia symbol- 
ized his wish to be big in relation to all the 
things about him. It would appear that un- 
consciously he may have been viewing objects 
as people, an indication of the trend of his 
pathology at the time, but a trend that his basic 
ego strength could hold in check with the 
avoidance of a psychotic break. The un- 
conscious identification of objects with people 
and manipulation of the former in the microp- 
sia would be one way in which he could at- 
tempt to cope with his intense anger. So in his 
feeling of weakness he tried to exercise a meas- 
ure of control in symptom formation of a type 
which highlighted underlying fantasies of om- 
nipotence. But while he became the large, cen- 
tral figure among all the small things about him, 
he was frightened in his insecurity. This fright 
accompanied excursions into fantasy in general, — 
as a child and as an adult, He wanted to possess 
a great sense of importance but he felt un- 
comfortable nevertheless. While he wished to 
be liked, he craved respect. 

The micropsia with the associated impres- 
sion of movement of objects away from the pa- 
tient was consistent with his sense of separa- 
tion from people and things about him during 
that age period and to varying degrees into 


his adult life. The phenomenon was a reflection 
of his sense of loneliness. . 

The patient's micropsia occurred only in his 
own room when he was alone. He was con- 
sidered frail by his parents who in their over- 
protectiveness would send him there to rest. 
Deprived of other activities, he felt annoyed. 
Through the years he was troubled by head- 
aches, and he recalled that they were especially 
severe during the period when the micropsia 
was also experienced. It would seem that this 
symptom too was related to repressed hostility. 
The headaches subsided only during recent 
years. 

It is of interest that the patient stated, with- 
out reference to the micropsia, that people 
seemed “large” to him, adding this was “speak- 
ing metaphorically,” and that he seemed small 
. in proportion. He had in mind their compara- 
tive abilities, «ease of verbal expression, flow 
of ideas, quickness in seeing a point of view, 
and similar attributes. In these he regarded 
himself as inferior. 


PSYCHODYNAMICS AND OTHER REPORTS 

Sexualization of vision is widely known 
and has attracted much attention. Fenichel 
(1) summarized a variety of visual prob- 
lems in this connection, stressing the eye as 
representative also of a pregenital erogenous 
zone. It can express oral-sadistic and oral- 
incorporative longings. In connection with 
micropsia, he makes a point of its serving as 
a defense against oral-sadistic strivings. One 
of Inman’s cases is used as an example. In- 
man discussed micropsia in 2 boys. For 
them, objects symbolized the mother. The 
symptom appeared when intense oral needs 
were frustrated(2). I believe the inference 
in Inman’s cases pertaining to the breast 
getting smaller and smaller would appear 
to fit in with the history of my patient. 
There is the ambivalence toward his mother, 
his strong feelings of deprivation, and his 
great anger. In his adult life, obvious evi- 
dences of oral conflicts were present in ex- 
cessive smoking with unsuccessful efforts to 
control it, frequent episodes of overeating to 
the point of discomfort, and excessive con- 
cern with clarity of verbal expression, abil- 
- ity to make impressions on others in con- 
versation, and to influence them through 
able verbal tactics. 

Lewy reported that in his case the mi- 
cropsia expressed endopsychic perception 


of ego disintegration that was imminent or 


beginning(3). Object loss due to withdray 

al of libido was also imminent or partiall: 
established. The endopsychic perception 
was projected into the outer world. Lewy’ 
patient was 17 years old, and when hos 
pitalized he appeared to have “a severe ob- 
sessional neurosis with schizophrenic color- 
ing.” Later he had periods in which he was — 
confused and hallucinatory, with ideas of 
reference. Lewy mentions that his patient’ 
reports of micropsia were vaguer than other 
references in the literature in that the ap- 
pearance of objects moving away from him 
does not stand out clearly, and the idea of 


with others. He felt justified, however, in 
classifying the case with others labelled 
micropsia. In connection with these reserva- 
tions I note that his patient felt himself to 
be small too, along with the objects he saw. 
Lewy observed that the micropsia occurred 
in his patient when ego defenses were 
crumbling. I suspect that this trend par- — 
alleled a phase my own patient was ex- 
periencing, although for him it was not to 
reach the proportions of a psychotic episode 
as in the case presented by Lewy. 

The oral fixations and aggressive com- ~ 
ponents in my case and others were noted | 
also by Bartemeier(4). His 28-year-old fe- 
male patient began to have micropsia at the | 
age of ten. The general theme pertains to — 
aggression and the defense against it finding 
representation in the micropsia. More spe- — 
cifically, aggression may involve the func- 
tion of the eye as a symbolically murderous — 
weapon, a point which Fenichel chose to 
focus on when he commented on micropsia. 
Bartemeier’s patient had fewer episodes as _ 
she grew older. Lewy took issue with Barte- 
meier on the differentiation between mi- 
cropsia as a psychogenic reaction and that — 
which accompanies neurological defects, the 
sense of movement into the distance being 

resent in the former, and sudden appear- ri 
all and far away in the 


distinguish be 

fer an opinion based on my 0 

perience. The only other case 

I recall definitely having encountered was 
that of a young man in his twenties, seen 

in consultation 15 years ago during military 
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to involve schizophrenic elements. He de- 
scribed episodes of micropsia clearly. Un- 
‘ortunately I had no opportunity to study 
the patient intensively or to investigate 
specifically the psychodynamics of his mi- 
cropsia. 


SUMMARY 


-Micropsia may accompany neurological 
defect or dysfunction as in tumors of the 

` temporal lobe and petit mal. It may be en- 
untered as a psychopathological phenom- 
enon without structural defect. It is de- 
scribed relatively infrequently in medical 
literature. The symptom involves seeing ob- 

` jects or people as very small, off in the 
distance, as if one were looking “through 
the wrong end of a telescope.” An impres- 
_ sion of objects moving away, into the dis- 
~ tance, is often described. A patient in psy- 
_ chiatric treatment told of a series of such 
~ episodes during his childhood. His microp- 
~ sia apparently reflected his expansive needs 
unteracting a closed-in feeling, his re- 
action to heavy psychological pressures, an 

_ attempt to cope with intense repressed an- 
ger, a way of symbolically manipulating 
people identified as objects, and a method 


of exercising control to cope with feelings 
of weakness and insecurity. The micropsia 
was a mirror of his feeling of separation 
from people and things about him during 
those childhood years, and it serves as an 
indication of his loneliness. It was a sign of 
diminishing ego strength, but was not fol- 
lowed by a psychotic break. Defenses were 
evidently reinforced later, judging by the 
patient's history and the personality patterns 
that evolved. The oral and aggressive com- 
ponents in this case were witnessed by 
others in studies of their patients. Pertinent 
references are mentioned here, and the ob- 
servations integrated with my own findings. 
Similarities and differences in the cases are 
noted. Finally, mention is made briefly of 
another patient of mine with micropsia al- 
though there was no opportunity to evaluate 
the psychodynamics of his problem. 
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“Behavior Therapy” is a term used to de- 
scribe a number of new psychotherapeutic 
methods which have been developing rapid- 
ly in recent years. Although the actual pro- 
cedures vary from aversion conditioning to 
desensitization they all have a common the- 
oretical basis(3, 4, 7, 9, 14). 

A brief account of this rationale may be 
stated as follows : the position adopted by 
this theory is that neurotic behavior is ac- 
quired. The process of acquisition implied in 
the theory is derived from modern learning 
theory. If neurotic behavior is regarded as 
being acquired, then it must follow that 
such behavior will be subject to the estab- 
lished laws of learning. Current knowledge 
about the learning process concerns not only 
the acquisition of new habit patterns but 
also their elimination. The elimination of 
learned responses occurs either by the ex- 
tinction process or by inhibition. 

Wolpe(14) has defined neurotic behavior 
as “any persistent habit of unadaptive be- 
havior acquired by learning in a physio- 
logically normal organism.” Anxiety is “usu- 
ally the central constituent of this behavior, 
being invariably present in the causal situa- 
tions.” Similarly, Eysenck(3) postulates that 

neurotic symptoms are learned patterns of 
behavior which for some reason or another 
are unadaptive.” It should be noted, how- 
ever, that neurotic symptoms may under 
certain circumstances also result “not only 
from the learning of an unadaptive response, 
but from the failure to learn an adaptive 
response”(3). A common example of this 
type is enuresis nocturna. The relearn- 
ing and/or un-learning techniques which 
have been used therapeutically so far in- 
clude : (Aversion conditioning (chemical or 
electrical), Desensitization based on relaxa- 
tion, Training in assertive behavior, Use 
of sexual responses, Use of feeding re- 
sponses, Extinction based on negative prac- 
tice, Anxiety-relief responses. With the ex- 
ception of the last 3 techniques, all of these 
methods have been used in the treatment of 
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various sexual disorders. 


Although behavior therapy has been 
in only a comparatively small number of 
cases of sexual disorder so far, the resul 
have been promising. The purpose of th 
present paper is to give an account of the ~ 
findings and to suggest further lines of de- 
velopment. Mies 

The disorders of sexual behavior whic 
have been treated by behavior therapy in- 
clude impotence, frigidity, voyeurism, fe- 
tishism, exhibitionism, homosexuality and 
transvestism. i 

Impotence : Wolpe(14) reports the su 
cessful treatment of 7 cases of impotent 
using the methods of behavior therapy, an 
Lazarus and Rachman(16) give an ac- 
count of one successful case treated by these 


also diagnosed as suffering from interper- 
sonal anxiety. None of the apparently cured 
patients had this symptom but 2 of the 
had phobias associated with their imp 
tence. Another difference between the ap- 
parently cured and much improved patients 
is to be found in their neurotic tendency 
scores (obtained by the Willoughby Scale). 
The mean score for the cured patients w: 

much lower (26.5) than that of the im 
(51.5). These differences 
suggest the possibility that impotence ass- 
ciated with high neuroticism scores and/ 


sponses. The desensitization method has 
been described in detail by Wolpe( 14) an dai 
Rachman(7). Briefly, it consists of inhibit- 
ing the anxiety responses provoked by pho- 
bic or noxious stimuli. The lasting inhibitio 
of these responses is gradually developed y 

the controlled and systematic evocation 0) 

anxiety followed, by relaxation : 


X 
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_ pist begins by presenting only mildly dis- 
- turbing visual images. Each presentation of 
a noxious image is immediately followed by 
deep relaxation. When the emotional effect 
of the milder images has been considerably 
reduced or eliminated, the therapist then 
" presents slightly more disturbing images 
~ until even the most anxiety-provoking situa- 
tion can be pictured without disturbing the 
"patient. This procedure of gradually work- 
_ ing along the patient's hierarchy of disturb- 
ing objects or situations may take from one 
to a hundred or more sessions depending 
upon the severity and complexity of the syn- 
drome. Before starting the process of desen- 
" sitization, the therapist trains the patient in 
the methods of deep relaxation (with or 
k- without hypnosis). 
The second technique, the use of sexual 
_ responses, is based on theoretical grounds 
similar to those of desensitization. The use 
of sexual responses is particularly valuable 


a 


‘where the sexual behavior is only partially 
inhibited. “The patient is told that he must 
on no account perform sexually unless he 
has an unmistakable, positive desire to do 
s0, for otherwise he may consolidate or 
_ even extend his sexual inhibitions” (14). The 
_ patient may be advised, for example, to 
engage several times in sexual activities 
= (with the understanding of his partner) 
without attempting intercourse. With each 
_ repetition of relaxed sexual play in which 
no criterion is set, the patient’s anxiety de- 
creases. When a significant decrease in 
anxiety has been achieved the patient is 
advised to attempt intercourse only if and 
: _ when he feels strongly impelled to do so. 
_ Wolpe states that patients instructed in this 
_ way experience “increasingly strong erec- 
tions, and usually after a few sessions coitus 
is accomplished and then gradually im- 
_ proves.” 

The third technique, the use of assertive 
responses, Wolpe derived partly from Salter 
(12) and is useful in overcoming social in- 
__hibitions and anxiety. The patient is trained 
to use assertive, expressive behavior particu- 
larly in those social situations (or more usu- 
ally, with specific types of people) which 
_ provoke anxiety. The aim of this technique 

is to develop an inhibition of social anxiety 
by the use of assertive behavior. 
In all but one of the 7 cases treated by 


is 
i 
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Wolpe, the use of sexual responses was com- 
bined with one or both of the two associated 
procedures. In the case reported by Lazarus 
and Rachman, the methods of relaxation 
and systematic desensitization were used in 
the successful treatment of a 32-year-old 
male patient. 

The indications are that the methods of 
behavior therapy are of value in treating 
impotence. There is also reason to believe 
that the methods used in treating impotence 
could be equally applied to cases of frigid- 
ity. To date however there is only one re- 
corded case of this type. Wolpe(14) suc- 
cessfully treated a woman complaining of 
frigidity and interpersonal anxiety by a com- 
bination of desensitization and the use of 
sexual responses. 

Exhibitionism : Bond and Hutchison(1) 
obtained marked improvement in a patient 
with a severe and long-standing case of 
exhibitionism by using the reciprocal in- 
hibition technique. The patient was a 25- 
year-old married man of average intelli- 
gence. His first exposure occurred at age 13 
following sex play with a younger girl. His 
exhibitionism continued throughout adoles- 
cence and had reached “bizarre propor- 
tions” by the time he reached adulthood. 
The attacks of exhibitionism were preceded 
by tension, dread and sexual excitement. 
Attacks were often provoked by the per- 
ception of attractive young women. 

The antecedent tension was constant and 
the patient often exposed several times a 
day. He had been convicted of indecent ex- 
posure on 11 occasions and had as a result 
spent a considerable amount of time in 
detention. 

The severity of his condition is best illus- 
trated by the author's account, “A frequent 
practice was to hide completely nude in a 
small wooded area in the centre of the town 
where he then lived, and spring out and 
expose himself to the first woman who 
passed.” Various types of therapy had failed 
to relieve his condition. 

It was decided to attempt Wolpe’s desen- 
sitization procedure and the patient was ac- 
cordingly trained to relax. A hierarchy of 
exposure-provoking stimuli was constructed 
and the patient gradually desensitized over 
a period of 30 sessions. By the eighth inter- 
view the patient evidenced distinct improve- 
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ments. He was less tense, less prone to 
expose himself and able to venture out 
unaccompanied. As the desensitizing ther- 
apy continued, further evidences of progress 
appeared. His exhibitionist urges declined 
in frequency and strength, his sexual fan- 
tasies diminished and he reported an im- 
provement in his sexual relations with his 
wife. 

Therapy had to be discontinued after 29 
sessions but the patient reported in succeed- 
ing months that he continued much im- 
proved. He then exposed himself in a feeble 
and uncharacteristic manner in a store. The 
patient was returned for treatment on a 
weekly basis and 2 months later no relapse 
had occurred. 

Bond and Hutchison’s view is that 


exposure either follows some environmental 
stress . . . or is provoked by an encounter with a 
female of specified age and physical appear- 
ance . . , The exposure can be thought of as 
an instrumental act designed to reduce an 
anxiety response cued off by certain classes of 
stimuli, and desensitization therapy would con- 
stitute an appropriate form of treatment. 


This account provided by Bond and 
Hutchison conforms to a case treated by 
Wolpe(14).? He obtained marked improve- 
ment in a 25-year-old patient with a history 
of exhibitionism dating back to childhood. 
This patient also suffered from social anxiety 
and had particular difficulty with authority 
relationships, The impulse to exhibit fre- 
quently arose after frustration or anxiety 
had been induced by his submission to 
authority. Treatment consisted of instigating 
assertive behavior and desensitization to 
social situations which proyoked anxiety. 
Wolpe(15) states treatment results : 


a tremendous general increase in well-being and 
heightened ability to deal adequately with 
social situations. Nevertheless a small degree 
of autonomous tendency to exhibit, apparently 
purely sexually based continued and only 
ceased when the patient married in 1956. 


Voyeurism : There is 1 case report of a 
voyeur who was markedly improved by be- 
havior therapy (14). In this case, as in some 

_ 1am grateful to Dr. Wolpe for supplying addi- 
tional information on this and other cases reported 
in his book(14). eH a i 
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of the homosexuals discussed below, the 
sexual disorder disappeared as the patient's 
other symptoms improved. A 40-year-old 
male complained of writers cramp a 
voyeurism. Clinical examination revealed 
the presence of deep and long-standing in- 
terpersonal anxiety however. Assertive train 
ing and desensitization were initiated anc 
a considerable improvement in the patient’ 
social behavior was obtained at the end o 
5 months, The voyeuristic impulses “had. 
completely disappeared even though be- - 
yond some discussion of its relation to frus- 
tration no specific treatment was directed — 
against it”(15). a 
Transvestism: Davies and Morgenste AA 
(2) report an unsuccessful attempt to treat 
a transvestite patient by apomorphine aver- 
sion conditioning. It is impossible how: 
ever to ascertain any possible effects of this 
therapy on the patient because of the 
marked organic syndrome involved. Th 
patient had temporal lobe epilepsy and — 
cerebral cysticercosis. The authors con- — 
cluded that the transvestite behavior could 
be curbed in the hospital but not at home. | 
Fetishism : After examining the literature, — 
Raymond(10) was able to find only 3 cases 
of fetishism in which treatment had pro- 
duced successful results. Although this dis- 
order has been extensively described, it re- 
mains extremely resistant to therapeu' 
modification. For this reason Raymond's 
successful treatment of a fetishistic patient 
is of considerable interest and value. 
A 38-year-old married man was given 
treatment on probation after having been 
convicted of causing wilful damage to a 
perambulator. Since the age of 10 he had 
been fetishistically attracted by prams and 
handbags. These objects aroused him s 
ually and he obtained a release of tension, 
by attacking them. The attacks on prams 
had resulted in several convictions and he 
had spent several periods in mental hos- 
pitals. He had not benefited from previous 
therapy including psychoanalysis. ` 
Raymond constructed a conditioned av 
sion programme similar to that used in 
the treatment of alcoholism: The patient 
was shown a collection of handbags, pram: 
and colored illustrations, “after he had re- 
‘ceived an injection of apomorphine and just 
‘before nausea. was produced.” Treatmeni 


à 


8 


SEXUAL DISORDERS AND BEHAVIOR THERAPY 


[ September — 


as given 2-hourly day and night, no food 
was allowed and he was kept awake with 
amphetamine. Treatment was suspended 
after 1 week and the patient went home 
emporarily. He returned 8 days later and 
“reported some progress. Treatment was 
en continued for a further 9 days. By this 
time he was showing strong aversion to the 
fetishes. The patient was then seen at an 
utpatient clinic for a period of 6 months. 
A booster course of treatment was_ then 
iven in the hospital. 
Nineteen months later the patient “still 
appeared to be doing well.” He no longer 
had fantasies concerning handbags and 
rams, his sexual relations with his wife had 
greatly improved, his probation officer re- 
_ ported very noticeable progress and he had 
10 further trouble with the law. 
Raymond favours Binet’s theory that the 
“predisposition to fetishism . . . may be in 
an unusual capacity to develop conditioned 
' responses and that this capacity may be 
sed as an asset in treatment.” 


In a case seen recently by the present writer 
aradic aversion therapy was attempted. The 
patient was a 32-year-old bachelor who was 
Sexually aroused by women’s buttocks and 
bloomers. He had never had intercourse but 
m asturbated with fantasies concerning these 
fetishes. The patient was given 5 aversion 


mage and its appearance was found to increase 
gnificantly from session to session. After the 
final session the patient reported feeling better 
and said he no longer felt attracted by buttocks, 
had ceased having his former fantasies and had 
isposed of his numerous pornographic photo- 
‘aphs. Unfortunately it is impossible to draw 
“any firm conclusions from this pilot study since 
the therapeutic program was not completed 
and because the case was considerably com- 
3 plicated by several other abnormalities, includ- 


ga 


ing transvestite impulses, and was receiving 
other forms of treatment at the same time as the 
conditioned aversion sessions. 


Homosexuality : Freund(5) remarks on 
the pessimism often expressed by therapists 
regarding the treatment of homosexuals and 
argues that insofar as psychotherapy has 
any beneficial effect, this is attributable to 
a particular causal element. This causal ele- 
ment, he says, is “the encouragement of be- 
havior patterns which emphasize restraint 
or complete abstinence from homosexual be- 
havior, and which involve heterosexual be- 
havior.” Freund accordingly devised a con- 
ditioning programme designed to inhibit 
homosexual and stimulate heterosexual be- 
havior. He adapted and developed the aver- 
sion procedures commonly used in the treat- 
ment of alcoholism. 

Freund’s treatment consisted of the ad- 
ministration “of an emetic mixture by sub- 
cutaneous injection.” While the noxious ef- 
fects of the injection were being experienced 
the patient was shown slides of dressed and 
undressed males. In the second phase of the 
treatment, the patient was shown films of 
nude and semi-nude females approximately 
7 hours after the administration of testoster- 
one, 

Freund reports the results of this type of 
therapy on 47 patients. Follow-up studies 
3 and 5 years after treatment indicated that 
51% of the patients showed no improve- 
ment ; 14.9% temporary improvement ; 25.5% 
permanently improved ; the remaining 8.5% 
were not adequately documented and hence 
excluded from the final analysis. 

Freund concludes that his therapeutic 
results do not differ in quality or degree 
from those claimed by other methods. Such 
rule-of-thumb comparisons with other re- 
ports are, however, of little value because of 
the numerous variations in patient selection, 
evaluation of outcome and other important 
but uncontrolled variables, It is a great pity 
that Freund did not include in his other- 
wise valuable study a matched control 
group. Another important aspect of this 
treatment which would repay investigation 
is the effect, if any, of booster treatments 
such as that used by Raymond (10) in his 
treatment of a fetishist. For example, would 
boosters reverse those cases which relapsed 
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or, better still, prevent them from relapsing 
at all ? An interesting innovation is the sys- 
tematic inclusion of positive, adient stimula- 
tion which complements the aversion ther- 
apy. 
An early attempt to use aversion con- 
ditioning is found in a brief report by Max 
(6). He claimed the successful treatment 
of a homosexual with the use of faradic 
aversion conditioning. Unfortunately it is 
impossible to assess the value of this report 
because of its brevity. Stevenson and Wolpe 
(13) recently reported the successful treat- 
ment of 2 homosexuals using non-specific 
behavior therapy. They were able to pro- 
duce marked improvements in these cases 
with the use of assertive training, desen- 
sitization and environmental manipulations. 
The importance of this study is that it il- 
lustrates how a sexual disorder may be 
treated in a non-specific manner by improv- 
ing the patient’s mental health generally. 
Despite the considerable amount of litera- 
ture on the subject, the nature and causation 
of homosexuality are still unclear. If we are 
to make progress in the treatment of this 
disorder more investigations like that of 
Freund will have to be conducted. These 
further studies should include control 
groups and also explore the possibility of 
substituting faradic for chemical aversion 
procedures, In addition, further attempts 
should be made to treat homosexuals in the 
non-specific way used by Stevenson and 
Wolpe(13) in those cases where such a 
procedure appears appropriate. 


Discussion 


On the evidence available it is fair to 
conclude that behavior therapy may prove 
valuable in the treatment of sexual dis- 
orders. Perhaps the best attitude at this 
stage is one of cautious optimism. 

The most convincing advance so far has 
been in the treatment of impotence and, 
possibly, frigidity. On voyeurism, fetishism 
and exhibitionism more clinical trials are 
needed. In cases of homosexuality it seems 
that there is a need for more carefully de- 
signed methods and information concerning 
the nature of this disorder. 

_ All the methods employed to date, rang- 
ing from aversion conditioning to assertive 


© 


training, have been justified to some extent 
f \ er 


at least. It is probable that most cas 
quire a combination of the available 
‘ods. It is to be hoped that these techniq 
will be refined with further experience 


One possibility is the greater use of faradi 
as opposed to chemical aversion conditio 
ing. Some of the advantages promised 
faradic aversion conditioning are that it 
mits 1. More precise control of the situatio í 
by the therapist; 2. Greater flexibility 
manipulating both the conditioned stimulus 
and the unconditioned stimulus ; 3. Mor 
accurate and systematic measurement of 

patient’s specific responses and, hence, h 
general progress. In addition, the faradi 
method makes less demands on medical an 
nursing staffs and can often be condu 
on an outpatient basis. 


many of these patients the abnormal sexua 
act is preceded or pre 
cumulation of tension. 
technique is designed 


technique i 


periences considerable relief. This proceduri 
is repeated 10-20 times per session with 


anxiety. Naturally, this method must € 
used with caution. 3 
is provided 


Freund’s(5) treatment of homosexuality in 


t 
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va 
that adaptive sexual activity will automati- 
~ cally follow. Wolpe’s use of sexual responses 
is an important method to be borne in mind 


for this purpose.: 


SUMMARY 


i 
= An account is given of the available re- 
sults of behavior therapy in the treatment 
j "of sexual disorders. To date attempts have 
been made to treat impotence, frigidity, 
oyeurism, exhibitionism, transvestism, fet- 
ishism and homosexuality. The results sug- 
est that the methods of behavior therapy 
can be applied with success in treating 
sexual disorders. Some additional sugges- 
j tions are made. 
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Recent investigations have shown that not 
only the type of illness but also sociopsycho- 
logical factors influence the type of psychia- 
tric treatment a patient receives. As shown 
by Hollingshead and Redlich(2), persons 
from the upper social classes, as defined by 
education, occupation and place of resi- 
dence, are more likely to be selected for 
psychotherapy, while somatic treatment or 
custodial care is more common among the 
lower social groups. Rosenthal and Frank 
(6) reported an almost straight line rela- 
tionship between educational level and fre- 
quency of referral for psychotherapy in an 
outpatient clinic. In another clinic, Myers 
and Schaffer(5) found that the higher a 
person’s social class the more likely he was 
to be accepted for psychotherapy and 
treated by highly trained personnel inten- 
sively over a long period of time. In a study 
of a private, nonprofit mental hospital, 
Kahn, Pollack and Fink(3) found that bet- 
ter educated, native-born and younger pa- 
tients were most likely to receive psycho- 
therapy as their sole form of treatment, 
while EST was more frequently prescribed 
for the older, foreign-born and more poorly 
educated patients. 

This paper reports on a systematic in- 
vestigation of the relation of specific charac- 
teristics in residents of a home for the aged 

. to the selection of psychotherapy, other 
forms of psychiatric treatment or no psy- 
chiatric treatment. 


METHOD 


The population studied was a random 
sample of 160 persons, 65 years of age and 
over, residing in the Home for Aged and 
Infirm Hebrews of New York. 


1 From the Office of the Consultant on Services 
for the Aged, New York State Department of 
Mental Hygiene, Queens Village, N. Y., and the 
Home for Aged and Infirm Hebrews of New York. 
S 2 We are grateful for the cooperation of Frederic 

E Zeman, M.D., Director of the Medical Services 
> — Home for Aged and Infirm Hebrews of New 


FACTORS IN SELECTION OF PSYCHIATRIC TREATMENT FOR 
INSTITUTIONALIZED AGED PERSONS Si 


A staff psychiatrist examined each p 
tient and entered his observations in a stand- 
ard way on a precoded form. The psychi: 
trist noted the presence or absence of 
chronic brain syndrome or other psychi: 
disorder, the degree of the disorder, a 
opinion as to the need for psychiatric treat- 
ment, and the type of treatment indicate 

In addition each patient was given 
brief psychological tests of mental status 
These were a 10-item questionnaire testing 
orientation, memory and general informa- 
tion, and the “Face-Hand Test,” measuring 
ability to perceive two tactile stimuli simul- 
taneously applied to the face and hand( 

The relationship of the recommendation: 
for psychotherapy, “other” psychiatric treat- — 
ment, or no treatment to specific character: 
istics and performance of the patient was 


correlated. 


RESULTS 


of the group ; 16% were not considered it 
need of any psychiatric care. i 

Education : The relation between the typ 
of psychiatric treatment recommended and 
educational background of the patient | 
shown in Table 1. Patients recommended for 


TABLE 1 


Psychiatric Treatment Recommendations and Education 


TREATMENT MEAN DIFFER- 
RECOMMENDED EDUCATION ENCE 
Psychotherapy (42) 8.7 i 
Other Treatment (71) 7.2 
No Treatment (21) 8.1 

Total (134) 78 


* Significant at .05 level. 
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psychotherapy had a mean educational level 
of 8.7 years, whereas those recommended 
for other forms of treatment had a mean of 
only 7.2 years. The difference between these 
‘groups was significant at the 5% level. Pa- 
tients for whom no psychiatric treatment 
was recommended had an educational level 
of 8.1 years. 

_ Age: As shown in Table 2, the patients 


TABLE 2 
Psychiatric Treatment Recommendation and Age 


TREATMENT MEAN DIFFER- 
ECOMMENDED AGE _ ENCE t 
Psychotherapy (42) 79.4 
2.8 NS. 
Other Treatment (88) 82.2 
i (23) 78.7 
(153) 80.9 


recommended for psychotherapy were, on 
the average, almost 3 years younger than 
patients recommended for “other kinds” of 
psychiatric treatment, although the differ- 
ence is not statistically significant. The 
group for whom no psychiatric treatment 
was recommended was slightly younger 
an the psychotherapy group. 

Sex: The sample was predominantly fe- 
ale, reflecting accurately the population 
f the Home. Males (27% of the sample) 
mstituted 21% of those for whom psycho- 
t lerapy was recommended, 28% of those for 
“other treatment” and 32% of the group for 
vhom no treatment was recommended. 
hese differences fall short of statistical sig- 
ficance, 


TABLE 3 
Psychiatric Treatment Recommendation and Sex 


TREATMENT PERCENT 
COMMENDED MALE FEMALE 
“Psychotherapy (42) 21% 79% 
Other Treatment (93) 28% 72% 
Mo Treatment (25) 32% 68% 
= (160) 27% 73% 


i Total 
‘= 

hs 
- Chronic Brain Syndrome: The relation 
f treatment recommendation to the evalua- 
on of chronic brain syndrome is shown in 


‘able 4. There was very little difference be- 


Gii 


TABLE 4 
Psychiatric Treatment Recommendation and Evaluation of 
Severity of Chronic Brain Syndrome 


CHRONIC BRAIN SYNDROME 


PERCENT 

TREATMENT NONE MODERATE 

RECOMMENDED OR MILD OR SEVERE 
Psychotherapy (42) 64% 36% 
Other Treatment (93) 57% 43% 
No Treatment (25) 80% 20% 
Total (160) 37% 


63% 


tween the group recommended for psycho- 
therapy or “other treatment” with respect 
to the presence or severity of chronic brain 
syndrome. Sixty-four percent of the psycho- 
therapy referrals were rated as having no or 
mild CBS as compared to 57% of the “other 
treatment” group. In contrast, 80% of the no- 
treatment group were so rated. 

Mental Status Questionnaire : A marked | 
difference between the psychotherapy and 
other treatment groups was shown for num- 
ber of errors on the Mental Status Question- 
naire (MSQ). Eighty-six percent of the 
“psychotherapy” group made less than 3 
errors, but only 63% of the “other treatment” 
group did as well, a difference significant at 
the 1% level of confidence. The “no-treat- 
ment” group fell in between with 76% mak- 
ing so few errors. 


TABLE § 
Psychiatric Treatment Recommendation and MSQ Error 
s Score 
TREATMENT MSA ERRORS PERCENT 
RECOMMENDED 02 3-10 © 
Psychotherapy (42) "36% 14% 
Other Treatment (93) 63% 37% 
No Treatment (25) 76% 24% 
Total (160) 72% 28% 


Face-Hand Test : Of the persons recom- 
mended for psychotherapy 77% were nega- 
tive on the Face-Hand Test, compared to 
only 44% of those recommended for other 
treatments (Table 6), a difference signifi- 
cant at the 2% level. The “no-treatment” 
group fell in between, with 68% negative. 


Discussion 


_ In general, psychiatric values have tended ; 
to restrict the use of psychotherapy to young 
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TABLE 6 
Psychiatric Treatment Recommendation and Response to 
the Face-Hand Test 


f TREATMENT PERCENT 
C RECOMMENDED NEGATIVE POSITIVE 
Psychotherapy (42) 11% 23% 
È Other Treatment (93) 4h% 56% 
y No Treatment (25) 68% 32% 
Total (160) 63% 37% 


adults. In recent years more interest has 
been shown in treating older persons by 
such methods. The selection of patients for 
psychotherapy, however, still appears to be 
influenced by a number of social factors 
| which tend to eliminate older persons. The 
~ high percentage of persons recommended 
for psychotherapy in The Home for Aged 
and Infirm Hebrews is notable especially 
because almost all the residents were for- 
eign born and many had difficulty in speak- 
ing English. These are factors which militate 
against referral for psychotherapy in our 
society. The Home, however, has pioneered 
in the use of psychiatric treatment, includ- 
ing psychotherapy, with the aged(1). The 
staff psychiatrist doing the evaluations for 
this study undoubtedly more readily recom- 
mended persons for psychotherapy than is 
customary. Nevertheless, our study has 
shown that even in this institution referral 
for psychotherapy is influenced by social 
and cultural characteristics of the patient. 
Referral for psychotherapy is more likely to 
be made with persons who are better edu- 
~. cated, who are more alert and who are 
operating at higher levels of intellectual 
functioning. There is also a slight tendency 
for psychotherapy to be recommended more 
f often for females, younger persons, and 
those without chronic brain syndrome, but 
these differences fail to be statistically sig- 
nificant. In general then, the selective fac- 
tors evidently affecting their recommenda- 
tions for psychotherapy are still comparable 
to those noted in studies of other popula- 

tions. 
The most common interpretation ad- 
vanced to account for the relationship of 
sociopsychological factors to selection of 
psychiatric treatment is that psychiatrists 
tend to select for psychotherapy persons 


who are most like. themselves in terms 0 
their social characteristics. ; 
Kahn, et al.(3), have emphasized thai 
the critical factor in selecting patients for 
psychotherapy may be the possible com- — 
municative interaction between therapi. 
and patient. From this point of view it is 
understandable that those persons who ar 
better educated, functioning at a superior 


Status Questionnaire, 
measured by the Face-Hand Test, would 
be more appealing to the psychiatrists as 
possibilities for psychotherapy. 

These findings are of importance because 
they appear to illustrate that psychiatrists ~ 
believe that a psychotherapeutic relation- ~ 
ship requires discriminatory capacity, con- — 
versational ability, good memory, and in- 
terest in establishing and maintaining a pa- 
tient-doctor relationship. This psychiatric 
attitude is contrary to what is often actually — 
discovered in medical and psychiatric prac- 
tice. Experience with aged ill patients has 
revealed that brain-damaged, poorly edu- 
cated persons with disturbance of orienta- 
tion, memory and desire can make use — 


insight is not an aim. It is possible that the - 
very characteristics which provoke their 


out(1) 
aged person who has ; 
resources on account of early social and 

educational deprivation may be more amen: 
able to personal treatment techniques which 


CONCLUSION 


The selection of aged patients for psy- 
chotherapy appears to follow the same s0- 
ciopsychological trends as in younger per 
sons. This manner of selection may tend t : 
weed. out the most helpless, anxious 
most psychotherapeutically malleable can- 
didates for psychiatric care. ie 


*% 
3 
me 
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THE TREATMENT OF ANXIETY IN PRISON INMATES 


HARVEY BLUESTONE, M.D." 


The value of the tranquilizers in the men- 
tal hospitals is well established, but less 
well-known is their usefulness in the penal 
institutions. Emotional disorders are com- 
mon to both and it would not be an exag- 
geration to say that more problems in man- 
agement are apt to be found in the latter. 

Reaction to stress takes many forms in 
prison inmates as a result of confinement, 
boredom, close and continuous contact, lack 
of privacy, aberrant sexual behaviour as 
well as the response to sexual overtures. The 
anxiety induced by these pressures may 
thus range from mild neurosis to severe 
emotional disorders, and the management 
of these in a prison population poses dif- 
ficulties not encountered elsewhere and 
which tax the patience and judgment of the 
attending physician. Not only must he con- 
sider the desired clinical effect, but he 
must always be mindful of other considera- 
tions peculiar to such an institution, Thus, 
transfer of medication, frequently by sale, 
from one inmate to another, is common- 
place and requires careful screening of the 
patients as well as rigid supervision of drug 
therapy, both in amount and kind. 

It may seem surprising, but it is here 
that a drug may assume a “status” symbol, 
depending on its effect on cortical function. 
Barbiturates fall into this category because 
of the changes in sensorium they induce, 
or, as they are called by addicts or poten- 
tial addicts, “kicks.” As a result, the use of 
barbiturates has declined progressively, es- 
eg with the advent of the phenothia- 
zines, 

Extensive experience with these agents 
has demonstrated their value in the treat- 
ment of tension and anxiety as well as in 
various psychosomatic disorders, such as 


1 Chief, Psychiatric Service, Sing Sing Prison, 
Ossining, N. Y, 
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(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


headache, gastrointestinal disorders, and — 

palpitations, As in other institutions, each 
new compound has been tested in an effort 
to determine whether it provided advan- ~ 
tages over therapies previously in use, with 
different criteria obviously in mind, The in- 
troduction of chlorpromazine was probably < 
the most significant change, su g as 
it did the barbiturates which were then 


(Mellaril) as evaluated in 65 cases has 
been 


medical reasons, In addition, the absence of 
extrapyramidal symptoms has J 
firmed in these patients, as has the low in- — 
cidence of side effects. Jaundice, skin rash 
or other allergic manifestations have not — 
been observed, and frequent blood checks ` 


$ 
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ranged from 75-200 mg. daily, with dura- 
tion of therapy varying considerably accord- 
ing to period of commitment. 
SUMMARY 
The phenothiazines exert a therapeutic 


activity having great value in penal in- 
stitutions. Experience has demonstrated that 
the toleration to thioridazine and its clinical 
effect make it a drug that is very helpful in 
the treatment of anxiety in prison inmates. 


CONTROLLING THE CHRONICALLY DISTURBED PATIENT 
WITH MASSIVE PHENOTHIAZINE THERAPY 


ROBIE T. CHILDERS, JR., M.D.t 


This report deals with the manner in 
which the problem of the chronically dis- 
' turbed patient has been handled on a 50- 
bed ward that is used for the management 
and treatment of disturbed, hyperactive, re- 
_ sistive, and combative female patients from 
other sections of a 1800-bed state hospital. 
Chronic schizophrenic patients with in- 
frequent and/or acutely disturbed episodes 
as well as cyclic manic excitements usually 
- respond to moderately large dosages of 
tranquilizers (such as 1000 mg. Thorazine) 
or a short series of ECT, The main prob- 
lem over the years has been how to deal 
with the chronically disturbed and com- 
= bative patient who causes unrest amongst 
the other patients on the ward. There were 
8 patients who fit into this category ; six 
Oe carried a schizophrenic diagnosis, one was a 
= mental defective with psychosis and the 
_ other was a convulsive disorder with psy- 
 chosis. They ranged in age from 26 to 63 
_ (average age 38). Length of hospitalization 
_ yaried from 1% years to 13 years (average 
_ T% years). 

All patients were combative and had re- 
quired seclusion or restraint. Other symp- 
toms included hyperactivity, irritability, 
_ destructiveness, hostility, and hallucina- 
_ tions. All except one had had one or more 
_ definitive attempts at control with either 

tranquilizers, ECT, or the combination, 

with only temporary or insignificant im- 

provement, 

On the regimen as indicated in Table 1 

all 8 patients showed marked improve- 

+ ment. Hostility and combativeness dis- 
appeared or was markedly diminished both 


1 Richmond State ‘Hospital, Richmond, Indiana. 


in frequency and intensity; 5 of the 8 
patients now participate in ward work 
and recreation. One patient has improved 
sufficiently to be placed on a convalescent 
leave. 

The “massive dosages” given these 8 pa- 
tients have not resulted in drowsiness, dizzi- 
ness, or disinterest. One displayed a tremor 
on Prolixin and another developed an ocu- 
logyric crisis on chlorpromazine but both 
were immediately controlled on Cogentin. 
This low incidence of side effects dramati- 
cally contrasts with the usual 40% to 50% 
incidence reported by others and seen by 
myself in the treatment of patients with 
much smaller dosages. For purposes 0 
comparison we have equated the 3 drugs 
used as follows : 5 mg. Prolixin equals 10 
mg. Stelazine equals 250 mg. Thorazine.” 
The 8 patients described in Table 1 re- 
ceived an average of 1700 mg. Thorazine 
(or equivalent) daily. Ten patients on this 
ward undergoing treatment for an acute up- 
set were receiving an equivalent of 1000 mg. 
Thorazine daily. Twenty-four other chronic 
problem patients presently on the same 
ward are being controlled with an average 
of 600 mg. Thorazine (or equivalent) daily. 
(There is an incidence of 46% parkinson- 
isms, akathisia or dyskinesias in this grouP 
of 24 patients. ) 

Medications on this ward are usually 
given as a liquid concentrate. 


SUMMARY 
The successful management of an acutely 
disturbed ward rests in the control of the 
chronically disturbed and combative pa- 


2 Prolixin or fluphenazine—Stelazine or trifluo- 
perazine—Thorazine or chlorpromazine. 
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tients. A regimen utilizing an average of 
1700 mg. Thorazine (or equivalent) daily 
resulted in marked improvement in the 
behavior and adjustment of 8 “hard core” 
refractory patients. Multiple attempts by 


tained improvement. An extremely low in A 
cidence of side effects was encountered 
The question of control of the difficuli 
patient is usually : 1. Which tranquilizer; 
2. In what dosage ; 3. Over what period of 


SIGNIFICANT IMPROVEMENT 


IMPROVEMENT 


CASE NO. MAIN SYMPTOMS 
l i Combative, loud, profane, 
; and hostile 
k 2 Mute and combative 
3. Hostile, irritable, demanding, 
and combative 
A. Disturbed and combative 
; 5. Temperamental combative, and 
a destructive 
7 6. Loud, fearful, combative, and 
hallucinating 
1 7 Uncooperative and combative 
8. Hostile, uncooperative, and 


combative 


other means had failed to elicit a sus- time. A 
TABLE 1 $ ; 
; Treatments Received by Eight Chronically Disturbed Patients 4 
E 
j TREATMENTS IN PAST WITHOUT TREATMENT RESPONSIBLE FOR 2 
d 


800 mg. Thorazine for 
7 months 


400 mg. Thorazine and 
40 mg. Stelazine for 3 
months 

800 mg. Thorazine and 
30 mg. Stelazine for 3 
months 

1200 mg. Thorazine and 
20 mg. Stelazine for 
1 month 


800-1600 mg. Thorazine for 
6 months 


Series ECT, symptomatic 
sedation 


“Moderate” dosages of 
Thorazine, Stelazine, and 
Prolixin, also ECT. 


1000 mg. Thorazine for 
4 months 


1200 mg. Thorazine for 
3 months 


15-40 mg. Stelazine for 
5months also ECT 


Thorazine 1600 mg. 


800 mg. Thorazine and 15 mg. © p: 
Prolixin 


2000 mg. Thorazine 


800 mg. Thorazine 


80 mg. Stelazine E: 


2200 mg. Thorazine \ 


800 mg. Thorazine and 30 me 
Stelazine N: 


80 mg. Stelazine 


I have had exténsive experience with De- 
prol, a proprietary preparation, combining 


CLINICAL APPRAISAL OF DEPROL ig 


MICHAEL J. KEITH, M.D.1 


to the treatment of di 
2% years’ experience W. 


epressive illnesses. In 
ith the use of Deprol, 
t of at least 150 patients, 


400 mg. of meprobamate and 1 mg. of 
Benactyzine. This preparation has been 
widely promoted as an antidepressant. 
With our present interest in the various 
new antidepressants, it would seem timely 
to assess the position of Deprol in relation 


1745 Graydon Ave., Norfolk 7, Va. 


including treatmen 
I have noted no specific antidepressant ac- 


tivity. The only depressive symptoms that 
it affects are those of anxiety, minor agita- 
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tion is required beyond that experienced 
with small doses of phenobarbital or mepro- 
_ bamate. A very considerable percentage of 
patients receiving Deprol will complain of 
drowsiness. Many patients can tolerate only 
half a tablet q.id., rather than one tablet 
q.i.d. No specific complications have been 
noted with the administration of Deprol 
(other than those noted in the administra- 


Some psychopharmacologists have con- 
dered that the therapeutic and extrapy- 
ramidal effects of the phenothiazine series 
were positively correlated(1). The opinion 
“was expressed early in the use of these 
compounds that the extrapyramidal syn- 
‘drome (EPS) should be deliberately 
elicited during the treatment of the chronic 


are separable ; active phenothiazines with a 
_ low incidence of the EPS have been studied 
2). In our opinion the EPS is a disturbing, 
indesirable complication of therapy which 
ould be avoided if possible, or promptly 
eated when it occurs. The chronic schizo- 
phrenic has serious and, to him, unexplica- 

le derangements of perception, ideation 
and self concept. To impose the strange 
ostural and kinetic aberrations of the EPS 
‘Seems unwarranted. For this reason the 
prophylactic use of antiparkinsonian agents 

/as instituted here when large amounts of 
phenothiazines with a known high inci- 


12%) 
mild 
1 Psychosomatic Service, GM&S Hospital, VA 
Center, Los Angeles 25, Calif, 

2 The UK-738 was supplied by Mr. Harry Alt- 
house of Sandoz Pharmaceuticals. 


» 


tion of meprobamate), beyond frequent in- 
cidence of sleepiness. 

In summary, in 2% years of usage, Deprol 
has exhibited no specific antidepressant ef- 
fect. However, it is useful as an ancillary 
treatment in certain anxiety syndromes, 
when a greater degree of sedation is re- 
quired than is afforded by the milder seda- 
tives and ataraxics. 


THE PREVENTION AND TREATMENT OF CHEMICAL 
PARKINSONISM WITH UK-738 


SIDNEY COHEN, M.D. 


dyskinetic symptoms which were controlled 
in all but one by increasing the dosage of 
UK-738 to 8-24 mg. daily. A single patient 
required both decrease of the phenothiazine 
and an increase in the UK-738 to 32 mg, for 
satisfactory control, The 12% incidence of 
the EPS may be contrasted with reported 
figures of 40-60%(3, 4) following the use 
of large amounts of perphenazine, trifluo- 
perazine or fluphenazine. When mild akin- 
esias such as muscle weakness and pain are 
included, this figure approaches 100%. 

As a tule the antiparkinsonian medication 
could be decreased to 2 mg. daily or omitted 
after the first two months of treatment. In 
13 patients attempts to discontinue the UK- 
738 resulted in the appearance of some facet 
of the EPS, indicating that suppression of 
these symptoms was actually occurring. 

Seventy-six chronic schizophrenics who 
had not been treated prophylactically de- 
veloped the EPS during their course of 
phenothiazine medication. They were given 
UK-738 as soon as the neuromuscular mani- 
festations of the EPS became apparent. Dos- 
ages varied from 4-32 mg. daily. The drug 
was well tolerated. In patients receiving the 
higher doses complaints of dryness of the 
mouth occurred, All but 12 patients lost 
their parkinsonian symptoms following UK- 
738 therapy along with reduction of dosage 
of the phenothiazine, The 12 treatment 
failures consisted of those who either con- 
tinued to have overt extrapyramidal symp- 
toms, or were insufficiently improved by the 


amount of the phenothiazine they could 
tolerate. 
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Eight patients have been taking UK-738 
for more than one year, of these 3 receive 
32 mg. daily. This group are “Parkers,” 
that is, they readily develop the EPS on all 
phenothiazines and appear to require con- 
tinuous suppression. A single dose of certain 
phenothiazines can induce dyskinetic move- 
ments of the neck and face in 1 patient of 
this group. UK-738 has produced a com- 
plete or sufficiently satisfactory remission in 
all of these patients. 


SUMMARY 


In the treatment of the long term psy- 
chotic patient who will require large 
amounts of phenothiazines, especially those 
with a piperazine ring in the side chain, 


In order to study biochemical changes oc- 
curring in experimental human subjects 
during unsedated sleep and dreams, a meth- 
od of withdrawing blood without awaken- 
ing the subject has been successfully em- 
ployed at the University of Oklahoma 
Medical Center during the past year. 

Under local anesthesia a number 20- 
gauge indwelling polyethylene catheter is 
inserted into the most readily available 
large superficial vein of the forearm through 
a 17-gauge needle. The size of the needle 
obviates the use of smaller wrist and hand 
veins in most subjects. The catheter is 
connected to an intravenous extension tube 
20 inches in length which is in turn con- 
nected to a 3-way petcock taped at bed 
level to an ordinary intravenous standard ; 
500 cc. of saline is attached to the petcock 
through a second intravenous tube. Regu- 
lation of the saline drip to approximately 
6-10 drops per minute suffices to prevent 
coagulation in the tubing and yet intro- 
duces only 180-200 ce. of fluid in a 7-8 hour 
period. 

After taping the catheter to the arm and 


1 Respectively, Resident in psychiatry ; Assistant 
professor of psychiatry ; and Assistant professor of 
psychiatry, University. of Oklahoma School of 
Medicine, Oklahoma City, Okla. 


consideration should be given to preventio 
of the EPS. UK-738 has satisfactorily sup: 
pressed these disturbing symptoms without 
adding undesirable side effects of its own 
It has also proven to be an effective agen’ 
in the treatment of manifest chemical par- 
kinsonism. 
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A METHOD FOR SERIAL SAMPLING OF BLOOD DURING SLEEP 


JAMES L. MATHIS, M.D., BOYD K. LESTER, M.D., AND 
CHESTER M. PIERCE, M.D. 


checking the attachments, a small drop of 
collodion is placed over the venepuncturé 
site. Blood is drawn with a 20 ce. syringe 
attached to the outlet arm of the petcock 
Since the system distal to this petcock con: 
tains approximately 4 cc. of saline, this mus 
be withdrawn and discarded before obtain 
ing undiluted blood samples. After obtain 
ing each blood sample it is important to al 
low saline to flow rapidly for a sufficien 
time to clear the distal tubing of blood. Th 
rate of flow is then again reduced to 6-1 
drops per minute. ; 

Depth of sleep is determined by moni 
toring an encephalogram tracing through 
out the night. Dream onset is shown b 
deviations of the tracings taken from elec 
trodes glued to the outer canthus of eac 
eye.? Since no sedation is given, obtainin 
an undisturbed sleep pattern depends upo 
the system producing a minimum amour 
of discomfort. The hum of an electric fan i 
an excellent method for masking incident 
noises. Minimal light is obtained by usin 
a rheostat wall switch which controls th 
light and keeps the room dimly illuminate 
These measures permit normal sleep in mo: 
cases. 

2 Dement, W., and Kleitman, 
chol., 53 : 339, May 1957. 
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_ Two difficulties have been found in this 
procedure, First, a 17-gauge needle de- 
mands a very large and stable vein. There- 
fore, the polyethylene catheter occasionally 
cannot be employed in subjects with small 
eins. Second it was found on several oc- 
sions that blood could not be withdrawn 
from the patient prior to sleep, even though 
the catheter was obviously within the vein 
_as evidenced both by touch and by the free 
‘flow of saline. This has been observed even 
though blood comes easily when the vein 
is first punctured. In most instances blood 
again flows readily if the subject is allowed 
‘to sleep before the next attempt is made. 
No clear-cut explanation for this phenom- 
ena is offered. Psychological factors, in con- 
unction with the needling itself, may con- 


_ 10- [2-(1-methyl-4-piperazinyl ) ethyl] -2- 
trifluoromethyl phenothiazine dihydrochlor- 
ide? was evaluated as a “tranquilizer” in 17 
female psychiatric patients (age: Mn + 
E: 88.5 + 1.7 years) of the following 
diagnostic categories: 11 “acute” schizo- 
phrenics, 3 manic-depressive psychotics, 3 
involutional psychotics, 1 psychoneurotic. 
emically, SKF-6333 is trifluoperazine 
inus one methyl group in the side chain 
of position 10. Pharmacological animal ex- 
' perimentation suggested a potency similar 
-chlorpromazine(1). 

The evaluation was “single-blind,” since 
data on human application were not avail- 
le. Nine of the 17 patients had not re- 
onded to other forms of biological therapy 
luring this hospitalization. The indications 
sed were similar to those for chlorproma- 
ine. SKF-6333 was given in a total dosage 
range of 1,875 to 19,550 mg. (Mn + SE: 
7,960 = 1,523 mg.) over 16 to 129 days (52 
ct 8 days), with a highest daily dosage of 


u 1From the Cleveland Psychiatric Institute and 
~ Hospital, Cleveland 9, Ohio. 

= 2? SKF-6333: The authors acknowledge with 
thanks financial support from Smith Kline & 
‘French Laboratories. 
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tribute to. a localized venespasm. The fact 
that blood flows freely after the subject is 
allowed to relax supports this hypothesis. A 
change in blood viscosity secondary to anx- 
iety has also been postulated. There have 
been no untoward after effects or complica- 
tions of this procedure. 


CONCLUSIONS 


An indwelling polyethylene tube in a 
large superficial vein offers a simple, safe, 
economical technique for obtaining serial 
blood samples without disturbing a sleeping 
subject. This permits study of hematological 
correlates of depth of sleep, diurnal and 
other periodic changes, and episodes of 
dreaming. 


A CLINICAL EVALUATION OF SKF-6333 


RUPERT H. MAY, M.D., THOMAS J. JOYNES, M.D., AnD 
NORMA D. BYLENGA, A.B.1 


15-600 mg. (257 + 35 mg.). 
Thirteen of the 17 patients improved 


FIGURE 1 
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10- [2-(1-methyl-4-piperazinylethyl] -2-trifluoromethyl 
phenothiazine dihydrochloride 
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ufficiently for release, 4 needed additional 
CT. Mental status ratings exhibited a 
moderate anti-psychotic effect, as seen in 
decrease of delusions, hallucinations, and 
hostility. Affect showed changes toward 
” “normalization,” by increase when formerly 


~ schizophrenics. 
_ Twelve of the 17 patients showed various 
degrees of psychomotor restlessness as a 
side effect, all on a dosage of above 200 
mg./day. There were 4 instances of allergic 
skin manifestations (without accompany- 
ing eosinophilia) ; one other patient not in- 
cluded here, showed a strong skin eruption 
necessitating discontinuation of the com- 
pound after 4 days. 
The only changes approaching signifi- 
cance in the physiological and laboratory 
measurements were: a decrease in WBC 


“Rum Fits” are commonly understood to 
be epileptiform seizures occurring in per- 
sons chronically addicted to alcohol and 
presumably related in some way to the ad- 
dictive state. There have been reports sug- 
gesting that the convulsive state is related 
to withdrawal phenomena(1, 2, 3, 4), but 
the exact relationship or causal sequence 
‘remains unexplained. The incidence is of- 
ten reported to be around 10% and in a 
review of 200 consecutive past admissions 
for alcoholism to Fairfield State Hospital it 
_ was determined to be exactly this figure. 

im order to investigate the etiology of 
Rum Fits,”? 16 bio-socio-psychiatric factors 


1 Chief, Male Admission Service, Fairfield State 
x Hospital, Newtown, Conn. ; Clinical Instructor in 
Psychiatry, Yale University School of Medicine. 
; 2The advice and encouragement of Dr. D. X. 
_ Freedman, Department of Psychiatry, Yale Uni- 
versity School of Medicine; and Dr. Jane E. 
E Oltman, Clinical Director, Fairfield State Hospital 
gratefully acknowledged. 


FACTORS DETERMINING “RUM FITS” 
JOHN W. RHINEHART, M.D.* 


(p<.1), in eosinophils (p<.1), 
cytes (p<.1), and, significantly, 
(p<.01). Five individuals exhibited pa 
logical changes in the EKG, not acco 
panied by clinical symptoms ; all ch 
reversed spontaneously or upon discontini 
tion of the drug. The EEG’s exhibi 
tendency to “low voltage fast activity, 
6 EEG’s showed changes in the direc 
of a convulsive disorder. A modification 
the Forrest method(2) permitted testin; 
urinary excretion of this compound and/or 
its metabolites, but was reliable only i 
dosage above 300 mg/day. i 
SKF-6333 is a fairly powerful psychi 
tropic agent, but unfortunately with 
higher rate of side effects than comparab! 
phenothiazines. ; 
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function; skull x-rays; history of 

trauma ; length of alcoholism ; number 
previous withdrawal reactions ; diagnosi 
and electroencephalogram. The 

consisted of 80 consecutive admissions 
a diagnosis of an acute or chronic brai 
syndrome associated with alcohol addi 
tion, sociopathic personality disturbanı 
addiction alcoholism, and other diagnos 
with secondary alcoholism. Ten patieni 
were excluded because of su t 
as chronic metabolic disease, proven proi 
alcoholic epilepsy, lobotomy, other ad- 
dictions, chronic infectious. illnesses, 
premature discharge from the hosp 


preventing adequate work-up. IBM cards 


were utilized in compiling and 
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ing the data. Of the 70 cases, 51 patients 
ell into a “non-convulsive group” and 19 
into a “convulsive group.” Fifty of the pa- 
tients were in the 40-59 year age group ; 
66 were men, 4 women ; 65 white, 5 negro ; 
51 patients had leptosomic-athletie phy- 
siques ; 38 had evidence of acidosis (CO2 
alteration below 25 meg/Z and positive 
urine acetone test) ; 5 had evidence of liver 
dysfunction (cephalin flocculation in excess 
of 2+ in 48 h, thymol turbidity in excess of 
units and prothrombin time in excess of 
sec, from normal) ; 56 patients had over a 
10-year history of alcoholism; 4 patients 
had significant abnormalities of skull x-ray ; 
20 had a history of previous head trauma ; 
5 had 0-1 previous acute brain syndromes 
and 25 had more than one. Eleven patients 
had non-specific EEG abnormalities; 36 
had acute brain syndromes (delirium tre- 
~ mens, acute hallucinosis, or pathologic in- 
_ toxication) ; 65 were right handed. 
- The seizures in the convulsive group were 
- consistently generalized grand-mal in type 
except for one patient who experienced 
t-sided Jacksonian seizures ; they gen- 
erally occurred within 0-48 hours after 
being jailed or hospitalized. Each patient 
~ had only one seizure except for 2 patients 
th 3 and 3 plus consecutive seizures. 
ght patients experienced convulsions 
ithout the development of delirium tre- 
ens; 11 patients had associated delirium 
ens and in 6 of these it appeared to 
llow the convulsive seizure. In 4 the tem- 
poral relationships were impossible to de- 
_ termine, and in 1 it occurred in the early 
_ phases of the delirium. 
__ In comparing the data in the convulsive 
group against those in the non-convulsive 
there were no significant or pre- 
derant findings. Neither physiologic im- 
alance nor the sociopsychiatric factors 
_ singly or in combination could be seen as 
telated to the occurrence of seizures. The 
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vulsive group (6 in the 51 non-convulsives 
= and 5 in the 19 convulsives) but this find- 
ing was not statistically significant. In 
addition, the 6 patients with abnormal 
4 EEGs in the non-convulsive group showed 
no striking difference in the other factors 
- from the 5 with abnormal EEGs who had 
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convulsions. 

Though it is often stated that “Rum Fits” 
commonly initiate or at least are a part of 
the withdrawal reaction from alcohol, the 
exact reason why some chronic alcoholics 
are vulnerable to their occurrence remains 
obscure. We can only guess that there is 
some multi-faceted interaction of structural 
and physiologic events that lies beyond the 
rather gross and obvious characteristics that 
were investigated here. 

More specific, detailed studies appear to 
be necessary and our experience reflects the 
need for a controlled research situation 
where all variables (particularly the se- 
quence of physiologic events during both 
active addiction and withdrawal) can be 
as carefully examined as possible. 


CONCLUSIONS 


1. A 10% recorded incidence for “Rum 
Fits” in an alcoholic population was de- 
termined by review of the charts of 200 
consecutive patients admitted to a state 
mental hospital. This is in essential agree- 
ment with other published data, though it 
is felt that if patients are more closely 
studied, the incidence is somewhat greater, ` 
as seen in the sample for the second part of 
the study. 

2, In a preliminary investigation of 16 
bio-socio-psychiatrie factors, it was found 
that none of them singly or in combination, 
significantly differentiated those alcoholic 
patients who had “Rum Fits” from those 
who did not. A more controlled research 
situation was seen to be necessary in order 
to more closely study the variables of the 
addictive and withdrawal phases of al- 
coholism. 
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CLINICAL NOTES 


 Haloperidol,? which is a 4’fluoro-4-1-(4- 
” hydroxy-4- (4’- chloro) - phenylpiperidino ) - 
butyrophenone, has recently been intro- 
duced in Europe as a promising tranquiliz- 
ing agent. Its interest to us lies in the fact 
that it is chemically unrelated to any medi- 
cation used in this country but is reported 
to have both therapeutic effects and side 
effects similar to those produced by the 
_ phenothiazines. Previous reports(1, 2) have 
“noted the severity of extrapyramidal and 
other side effects with higher dosages. The 
purpose of this study was to ascertain the 
clinical effectiveness of this drug at dosages 
below those at which troublesome side ef- 
fects are usually encountered. 
Employing a carefully controlled double 
blind procedure, we administered the medi- 
Cation to 26 inpatients (on the Tulane Psy- 
chiatric Service at the Charity Hospital of 
Louisiana in New Orleans). This report is 
on the 20 of those who fulfilled our control 
group requirements. This group includes 
10 schizophrenics (5 acute paranoids, 3 
acute undifferentiated, 1 chronic paranoid, 
and 1 chronic simple type), 1 acute para- 
noid reaction, 3 psychotic depressive re- 
actions, 1 anxiety hysteria, and 2 patients 
who demonstrated mixed organic-schizo- 
phrenic symptoms. There were 12 females 
and 8 males, ranging in age from 13 to 55 
years. Six of the patients had had previous 
psychotic episodes. The nature of the pre- 
cipitating factors for the present psychosis 
Was severe in 1 case, moderate in 5 cases, 
and mild or unknown in the other cases. 
The overall duration of treatment varied 
from 2 weeks to 3 months with the con- 
trolled study including 2 weeks on drug and 
2 weeks on placebo for each patient. Dos- 
age was by mouth, usually 1 mg. b.i.d. the 
first week and 2 mg. b.i.d. the second week. 
Mental status evaluations, employing a 
scale described elsewhere(3) were per- 
j formed weekly by the author. 


> 1 Dept. of Psychiatry and Neurology, Tulane 
| University School of Medicine, New Orleans, La. 
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A CONTROLLED STUDY OF HALOPERIDOL : THE EFFECTS d 
OF SMALL DOSAGES ng 


ARTHUR S. SAMUELS, M.D.1 


RESULTS 


Estimating overall improvement follow- 
ing 2 weeks of therapy with R.1625, 8 pa- 
tients showed improvement with their — 
symptoms subsiding completely ; 8 showed ~ 
definite improvement but were still seeking 
further relief from their symptoms; 2 
showed only slight improvement with bene- 
fits not great enough to warrant further use 
of the drug; and 2 showed no change. 
These results were slightly better than 
those obtained by a matched control group 
receiving placebo only, but the difference 
between these two groups was not statis- 
tically significant. On the other hand, using — 
the patients as their own controls, an im- 
provement which was statistically signifi- 
cant at the 1% level was found when the 
patient’s response to the drug was compared 
with the same patient’s response to the 
placebo. 

Changes in the severity of the following 
symptoms were recorded on a 4-point — 
scale : disorder of affect, association defect, — 
depersonalization, depression, anxiety, de- 
lusions, hallucinations, and social with- | 
drawal. In only two of these, anxiety and 
social withdrawal, did the improvement 
show up as statistically significant (at the 
5% level of significance) as compared with 
the improvement of the group on placebo. 
In 2 cases of severe paranoid schizophrenia 
dramatic improvement was seen, with — 
marked reduction or disappearance of — 
symptoms within 24 hours after the patients 
were switched from placebo to drug. i 

Improvement, when it occurred, became 
evident 24-48 hours after drug therapy was 
begun. Three patients showed definitely 
more improvement when they were receiv- 
ing 2 mg. b.i.d. than on 1 mg, bii.d. Higher 
dosages for longer periods were tried with 
a few patients, but no increase in benefits 
was noted. 

Five of the patients in our group reported 
overwhelming sleepiness while taking 2 mg. 
bid. They preferred to stay in bed and 
sleep most of the day, but could be easily 
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‘aroused. This side effect was much less 

severe on 1 mg. b.id., and actually caused 
discomfort in only 2 cases at the lower dos- 
age. There were no extrapyramidal side 
- effects at the dosage levels employed, aside 
from a twitching of the masseter muscles 
in one case. No significant changes were 
~ noted in blood pressure, pulse, weight, tem- 
perature, CBC, liver profile or urinalysis. 


SuMMARY 


The clinical effects of Haloperidol in 
dosages small enough to avoid troublesome 
side effects were observed in a small, care- 


L. SCHWARZ, M.D., T. BAN, 


Published reports on cyclopentimine * 
have described it as “a well tolerated anti- 
anxiety, antipsychosis agent”(1). The only 
side effect reported in a few patients has 
been nausea, which subsided promptly 
with reduction of the dose or when anti- 
histaminics were added, The patients on 
the drug displayed an unusual willingness 
and interest in receiving the medication, 
and expressed a subjective feeling of well- 

being(2). 

Based on these findings, we carried out a 
clinical trial of the drug with 30 hospital- 
ized psychiatric patients. A limited response 
‘to previous treatment and absence of phys- 
ical pathology were the only criteria of 
_ selection. 

The diagnostic distribution of our sub- 
jects was similar to that reported by the 
a other authors and we administered the 
doses in the dosage range suggested by 
them and by the manufacturer. The follow- 
ing table gives the diagnostic distribution 
of our sample group: 

Schizophrenic 27 
Psychotic depressive reaction 1 
Involutional psychosis, paranoid 1 
Mental defective with psychosis 1 


1 Verdun Protestant Hospital, Montreal, 4 
2 The cyclopentimine used in this ees 
was supplied through the courtesy of the Abbott 
Laboratories, under the trade name of Cypentil. 


fully controlled study. The overall bene- - 
ficial effects noted were inconclusive statis- 
tically as compared with placebo, although 
there was a significant reduction of anxiety 
on the drug. More extensive evaluation of 
this compound is indicated. 
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CLINICAL TRIAL WITH CYCLOPENTIMINE 


M.D., anv R. SMITH, M.D. 


Mean age was 50 years, with a range ofa 
21-63, Their hospitalization ranged from 2- 
26 years, giving an average of 20 years. 
Preceding the trial period the patients’ 
previous medication had been discontinued 
for 1-4 weeks. The subjects were put simul- 
taneously on 1000 mg. of Cyclopentimine 
in 4 divided doses. This was increased to 
2000 mg. in the second week and 3000 mg. 
in the third week. It had been planned to 
maintain a dosage of 3000 mg. q.i.d. ad- 
ministration until the end of the 10th week. 


RESULTS 


Within one week 19.8% of the patients 
were vomiting, 16.5% were nauseated an 
70% had lost 1 to 5 Ibs. in weight. Nausea 
and vomiting started immediately after the ~ 
first dose of the drug and could not be sup- 
pressed by an antihistaminic agent (Di 
paralene). 

At the beginning of the second week all 
the patients were placed on preventive Di- 
paralene. However the percentage of the 
vomiting patients increased to 52.8% by the 
end of the week, and to 62.7% by the end of 
the third week, and an additional 13.2% 
were nauseated. 5 

In combination with nausea and vomiting, 
insomnia occurred. In the first week 11% of — 
the patients slept only 6 hours. In the sec — 
ond week this increased to 28% and in the — 


cts the patients did not feel well and 
e reluctant to take the medication. 

Other side effects of lesser importance 

were: extrapyramidal symptoms in 3 sub- 
ects, headache in 3 and dermatitis in 2. 

Because more than 75% developed side 
effects and because of the severity of the 

usea, vomiting, weight loss and insomnia, 

“the drug trial was discontinued after the 
_ third week. 

Psychiatric evaluation showed that 8 pa- 
tients had improved, 20 remained un- 
changed and 2 had become worse. 

One of the improved subjects was well 
enough to be discharged. This undifferen- 

tiated schizophrenic patient had presented 


J 
"paranoid trends with depressive mood 


changes (at the beginning of the drug 
trial). 
In all 8 improved patients the beneficial 
effects were manifested in decreased ag- 
essiveness, and in mild euphoria. 


pitalized female patients with cyclopen 
timine. Decreasing aggressiveness and 
phoria were observed as beneficial effects i 
8 patients, } 
However, because of the uncontrollabl 
side effects of severe nausea, vomiting, lo: 
of weight and insomnia, as well as extra: 
pyramidal symptoms, headache and allergic ` 
dermatitis, the trial had to be discontinue 
prematurely, j 
It seems that these severe side effects al 
the present time overshadow the com- 
pound’s potential therapeutic value. i 
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A UNIQUE MONOAMINE OXIDASE INHIBITOR FOR DEPRESSION 


LUIGI BUCCI, M.D., ann JOHN C. SAUNDERS, M.D.1 


___N-Benzyl-N-methyl-2-propynylamine 
 (Mo-911)2 is a new potent monoamine 
xidase inhibitor both in vitro and in vivo. 
Authoritative opinion is sufficient for many 
" writers to continue to challenge the role of 
the monoamine oxidase system in diseases 
‘of affect. Studies of iproniazid indicate that 
_ its irreversible inhibition may be the result 
of dehydrogenation at the active site of the 
enzyme. Preparation MO-911 with its triple 
bond provides an active site of formation 
for the enzyme complex. It also differs 
chemically from the previously tested 
Preparations in that it does not contain a 
hydrazine or a carbonyl radical. Both of 
these groups introduce high activity sites 
the molecule and are known to react 
with enzyme systems other than monoamine 
oxidase, specifically, many of the pyridoxal 
ee 


Research Facility, Rockland State Hospital, 
Orangeburg, N. Y. x 
Preparation MO-911 (N-benzyl-N-methyl-2- 
e) was ean by Abbott Labora- 
go, 14. 


es, North 


enzymes. These radicals possibly account! 
in part, for the untoward effects of these — 
drugs in man, This study adds confirma- 
tory data to support a hypothesis of one of — 
us that monoamine oxidase has an essenti 
role in depression and other diseases of 
affect(1). ie! 
This preliminary report is on 25 female 
patients from an admission service. They 
were selected for their primary signs and 
symptoms (phenomenologically ) ; however 
3 patients were classified as depressives, 
1 manic-depressive, and the remaining 2 
were schizophrenics (3 with a history 
alcoholism) characterized by autism, a 
ergy, flatness of affect and depression. The 
secondary symptoms, delusions and . 
lucinations, of schizophrenia could not 
elicited but contact with reality was lack- 
ing. Their ages ranged from 20 to 61 year 
however, 21 were in their 30's. Three 
tients were hospitalized for over 3 year: 
patients had more than one admission 


had been ill for.2 to 3 years and the 
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maining 17 were first admissions. Previous 
psychopharmacological therapy had been 
given to 18 patients, 1 had received imipra- 
mine and 17 had received phenothiazines. 
Response was far from satisfactory, there- 
_ fore these patients were given MO-911 for 
alleviation of the primary symptoms of their 
psychoses. 
Patients were started on 25 mg. ti.d. of 
MO-911 which was found to be effective 
in 22 of 25 patients. In the 2 who failed to 
respond, the dose was increased to 50 mg. 
__ tid. without further clinical effect. Amelio- 
ration of depression is usually obvious with- 
in the third week of therapy. Patients be- 
come more alert and responsive, develop 
interest in personal hygiene, initiate activi- 
4 ties on the ward and become interested and 
_ better integrated in their environment. An- 
; alysis of the 25 patients receiving MO-911 
demonstrates that it was clinically effective 
-aş 11 have been released, 4 are improving 
and will probably be discharged in the near 

future. There was no change in 2 and a 
. paranoid schizophrenic became worse (agi- 

tated, confused and incoherent). The re- 
maining schizophrenics are free of their 

_ autism and depression and now we have 
_ added a tranquilizer in order to alleviate 
their secondary symptoms. The clinical ef- 
-ficacy of MO-911 as an antidepressive agent 


ft 


Previous reports(1, 2) have evaluated 
the usefulness of Stelazine and Parnate ? in 
chronic, withdrawn, mental patients. This 
study was designed to further evaluate 
these drugs with the same type of patient 
but more particularly to use relatively high 
dosage of Stelazine in connection with 
manufacture’s recommended dosages of 
Parnate. Fifty chronic patients were select- 
ed from a white male population. These 
patients had all previously been extensively 

1 Hous! iatri i 
f e Genter, Howton, Tes spect mee 
ub, vias ; 3 h 

a French es provided by, Smith Kline and 
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is highly effective in depression and in 
schizophrenia where autism, flatness of af- 
fect and anergy characterize the patient. 

This monoamine oxidase inhibitor did 
not produce delusions or hallucinations dur- 
ing this study as is occasionally observed 
with the hydrazines or imipramine. There 
was no postural hypotension, edema, ataxia, ~ 
color blindness, jaundice, neuritis or con- 
stipation. One patient had an insatiable 
thirst and laboratory studies revealed she 
was not a diabetic. Clinical laboratory 
studies of peripheral blood, urine and liver 
function were always within the normal 
range during this 8-month study. 

In conclusion, our preliminary studies in- 
dicate that MO-911, which represents a new 
chemical class of monoamine oxidase in- 
hibitors, is therapeutically one of the most 
effective antidepressive agents available. 
The apparent absence of toxicity and side 
effects are probably due to lack of the 
hydrazine and carbonyl moieties on the 
MO-911 molecule. This monoamine oxidase 
inhibitor fulfills the requirements of a prac- 
tical antidepressive drug in man and war- 
rants widespread clinical usage. 
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THE USE OF STELAZINE AND PARNATE IN 
CHRONIC, WITHDRAWN PATIENTS 


ALFRED H. VOGT, M.D.1 


treated with tranquilizers and/or E.C.T. 
Most had been ill for 5 years or longer. The 
overall age was 40 years. Diagnostically 
they consisted of: 


TABLE 1 


Schizophrenia, <A) 0) Rs ae 
Manic-depressive psychosis ........... 
Mental defective with psychotic reaction 
Organic brain syndromes, all types 
Severe personality disorder 


Despite the variations in diagnosis, all 
showed primary and secondary symptoms 
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of the schizophrenias. All were socially and 
symptomatically seriously ill. 

These patients were initially removed 
from all medications for 2 weeks, during 
which they were physically examined and 
given an extensive mental status. Base line 
laboratory data were obtained. After 2 
weeks of observation Stelazine was started 
on all patients. The starting dosage was 
rapidly elevated to 20 mgs. b.id. 

Another evaluation period of 2 weeks 
was carried out during which time the 
dosage of Stelazine was adjusted to an in- 
dividualized maximum amount. Side effects 
were noted: 18 patients developed extra- 
pyramidal symptoms. In each case Artane 
controlled these side effects in conjunction 
with a reduction in the dosage of Stelazine. 
After 2 weeks on Stelazine, Parnate and 
placebo were given to 2 groups on a double 
blind basis. The study period was 3 months. 
During this time observations were made 
to determine social performance and symp- 
tomatic improvement ; the ward programs 
were held as constant as possible. 


RESULTS 

All patients were improved after the first 
2 weeks of treatment with Stelazine in both 
social and symptomatic areas. An analysis 


Stelazine-Parnate Group 


SOCIAL AND SYMPTOMATIC PLACED ON LEAVE 


Much improved 6 5 (1 return) 
Improved 13 
No change 


Stelazine-Placebo Group 


SOCIAL AND SYMPTOMATIC PLACED ON LEAVE 


Much improved 8 7 (1 return) 
Improved 10 
No change 8 


of the results at the end of the study 
shown in Table 2. 

None of these 50 patients suffered hypo 
tension, liver dysfunction, or dyscrasias, 
once an optimal individualized Stelazin 
dosage was obtained. Of the 18 patien 
receiving Artane 11 were in the Parnate 
group, 8 developed extrapyramidal signs 
after Parnate was started. 


Discussion 


It seems that Stelazine is the more active 
and significant agent accounting for the im: 
provement of these patients. It also seemed 
that when the Parnate was added (30 mg./- 
day) it amplified the extrapyramidal side 
effects of the Stelazine in certain cases. In 
general, symptomatic improvement was 
greater than improved social performance 
whether on placebo or Parnate. It was cur 
ous to note that when the Parnate ran out 
many patients complained about not receiv- 
ing their medication. However, this is hard 
to evaluate because there was some en- 
thusiasm regarding the idea of being in a 
“project.” All patients, whether on Parnate 
or placebo, seemed more willing to work 
and carry on ward life. This attitude has 


the extrapyramidal signs) was encouraging 
regarding the safety of higher dosage of 
Stelazine. R: 
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 Manic-depressive reaction of the circular 
type presents one of the most difficult prob- 
ems in psychiatry both to patient and 
hysician. This case is deemed of reportable 
interest because it represents a reasonably 
successful control of this serious illness by 
e “prophylactic electroshock” (EST) 
ethod described by Geoghegan and Ste- 
'enson.? 
The patient is a professional man of 56, 
married, three children. He was an only child. 
father also had manic-depressive reaction 
has been under my care for two depressed 
es and on one occasion both father and 
were patients simultaneously on the same 
ard of this hospital. 
The patient's normal personality is best 
described as obsessive-compulsive. He is metic- 
ulous, has a place for everything and every- 
in its place, has rigid control over feelings 
_ of anger but “boils inside,” pays a great deal 
of attention to money, etc. 
His first attack was a depression which oc- 
curred in 1929 (age 24). This lasted about 4 
‘months. The next attack came 10 years later 
939, age 34) and was another depression. 
was hospitalized elsewhere for this attack 
d during its 6-month duration he received 
hoid shots, 7 metrazol treatments, and a 


e tion and lasted about 
hs. He had nine EST treatments ae ths 
me. This marked the onset of the definite 
circular form of the disease and since that time 
e has never been completely free of illness as 
_ will become clear. The depressed attacks have 
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averaged 6 months, the elations about 8 
months. An interesting feature of this man’s 
cycling has been the extremely short period 
between attacks. Never more than a day or 
two, it has been at times a matter of minutes. 
On one occasion he reported passing from 
8 months of elation into what turned out to be 
6 months of depression while eating dessert 
one Thanksgiving D: i 

I saw him first (A) 
a hypomanic attack. Between that date and 
May, 1948, I saw him through continous ill- 
ness of one phase or another, and he required 
hospitalization during the worst of two hypo- 
manic and one depressed attacks. During these 
hospitalizations he received a total of 29 ESTs. 

At the APA meeting of May, 1948, Doctors 
Geoghegan and Stevenson reported on thei 
experiences with “prophylactic EST”. The pa- 
tient was in the hospital at this time recovering 
from a hypomanic attack. I discussed this treat- 
ment with him on my retum and he elected to 
try it. For the next 5 years (1948-1953) he 
received EST on an outpatient basis at ap- 
proximately monthly intervals although it was 
closer to 8-week intervals for the final years 
(see chart). During this 5: 


ay. 
pril, 1946) at the end of 


CIRCULAR MANIC-DEPRESSIVE REACTION 
MODIFIED BY “PROPHYLACTIC ELECTROSHOCK” 


DONALD W. HASTINGS, M.D." 


tinued to cycle as before, 


-year period he con- 
but the amplitude 


Chart shows relation between course of illness and 
“Prophylactic Electroshock” 
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of the swings was markedly reduced, to the 
point where one would not have detected the 
pattern readily unless the patient had factually 
reported how he felt. At no time during the 
years 1948-1953 of “prophylactic EST” did he 
require hospitalization, and he continued 
throughout this period in an active and success- 
ful professional life. It is interesting to note 
that this man carried an extreme apprehension 
of convulsive therapy dating back to his metra- 
zol experiences (1939). This apprehension 
mounted with each suceeding EST during 
these years until about 1952 it was deemed 
prudent to treat him in the hospital operating 
room under general pentobarbital anaesthesia. 
This practice has continued to date. He feels 
slightly less anxious under these circumstances 
although still has fear bordering on panic for 
24-48 hours before each treatment. 

In April, 1953, after 5 years of “prophylactic 
EST” with the results stated, both the patient 
and I raised the question of how long we 
should continue. He had had 39 ESTs in this 
series, not counting a total of 7 metrazol, 38 
EST, and a course of insulin shock in the years 
prior to 1948. Because there were no particular 
guide lines to follow and after correspondence 
with Dr. Stevenson, it seemed prudent to let 
this highly intelligent professional man make 
his own decision, since by this time he was in 
truth an authority on manic-depressive disease 
and its treatment. He elected to stop and see 
what happened. 

In October, 1953, it was necessary to hos- 
pitalize him again for a severe hypomanic 
attack which had begun to be crippling about 
6 weeks before. He was treated with an EST 
series (6 treatments in 11 days) and went into 
remission. We did not re-start the prophylactic 
EST subsequent to this attack largely because 
of his severe anxiety about the treatments and 
because I was interested in seeing if the old 
circular pattern was still in force. It was. By 
March, 1954, he was seriously depressed, had 
to be rehospitalized in mid-June, and received 
a series of 7 ESTs which produced remission. 
With these two hospital experiences in mind, 
we both saw there was no alternative to start- 
ing the routine again and began the next 5- 
year EST series on August 1, 1954. Again the 
amplitude of the swings was markedly re- 
duced, he continued to practice his profession, 
and all in all was leading an active useful life 
with very little interference from the basic 
illness. 

In 1956 an interesting phenomenon occurred 
which represents the only period of failure of 
the method. By late June, 1956, he became 
quite depressed in spite of the prophylactic 


EST. (Examination of the chart indicates that 
ESTs were spaced quite far apart before this 
attack.) In September, 1956, he was read- 
mitted to the hospital, had 6 ESTs, went into 
remission, and the prophylactic EST was con- 
tinued, again with successful outcome, until ~ 
April, 1959 (a total of 54 more ESTs since — 
stopping the first 5-year series). At this time 
we again elected to stop. The main reason was ~ 
that there might now exist the possibility of 7 
chemical control of both the elations and de- 


pressions. Neither of us by this time had any 


doubts that the illness would reassert itself in 
its previous force on stopping the prophylactic 
EST; rather, could we control it with the 
newer drugs now available? This proved in 


part to be the case in the hypomanic episode | ; 


which started soon after. An average of 800 
mg. per day of thioridiazine (Mellaril, San- 
doz), drug number 1 on the chart, cut down 
the hypomanic intensity so that he was able 
to stay at home although it was touch and go, 
and there were several occasions when his wife 
felt he would have been better protected in 
the hospital. The patient felt rather dulled by 
the drug. He cycled into depression in mid- 
August of 1959, and then began a trial of the 
new anti-depressant agents. 

Between September, 1959 and April, 1960, 
four of the common agents then available were 
tried for approximately 4 weeks each : ipronia- 
zid (Marsilid, Roche), phenylethylhydrazine 
(Nardil, Wamer-Chilcott), nialamide (Niamid, 
Pfizer), and imipramine (Tofranil, Giegy), 
drugs 2, 3, 4, and 5 on chart. None of 
altered his depression in any noticeable way. 
He continued to work sporadically during this 
time although on a reduced schedule and with 
frequent days away from the office. By late 
May, 1960, the depression had passed and he 
was again hypomanic, and again he rode out 
this attack at home with thioridiazine altera- 
tion. The hypomanic phase terminated in 
November, 1960, and was abruptly replaced by 
a retarded depression of such severity that he 7 
required hospitalization. He was at this point — 
started on a trifluoperazine-tranylcympromine f 
combination (Parstellin, SKF), drug number 6 
on chart, which we were using experimentally 
and the dosage was raised to 9 mg. and 90 mg. 
of each respectively. After about 3 weeks on 
these drugs the retardation seemed to lift 
somewhat, and he felt enough improved to re- 


cause shortly after his discharge he reported 
that he was not at all well. Still continuing on 
these drugs, he desperately tried to push his a 
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way through the depression at home, but-by 
‘the middle of February, 1961, it was apparent 
that he could not continue and he was read- 
mitted on February 26, 1961, in a severely re- 
tarded depression. Stopping these drugs (No. 

6) at this point did not seem to alter the illness 

in either direction. He received 9 ESTs and 

was discharged much improved on March 27, 

1961. 

The patient has elected to start another 5 
years of prophylactic EST feeling in retrospect 

` that the only relatively “well” years he has had 
since 1943 were the periods of 1948-1953 and 

1954-1959. He feels that the various anti-de- 

pressant agents did nothing in his particular 

‘ease and that while the chemical alteration of 

the hypomanic phases was useful, it was not 
"as satisfactory as the prophylactic EST altera- 
_ tion. 

To date this man, now 56 years of age, has 
had 147 chemically or electrically induced 
convulsions spread over a 20-year period. He 
has had the usual temporary memory deficit 
_ after each closely spaced series of EST but 
has had little trouble with memory disturbance 
_ subsequent to each of the ESTs spread at the 
monthly or greater intervals (1948-1953 and 
1954-1959). He has had no instance of con- 
vulsions or convulsive equivalents during this 
period (except those medically induced) nor 

does he have any neurological evidence of 

central nervous system abnormality. His gen- 
_ eral physical status and laboratory studies have 
‘remained within normal limits, 


In this particular patient with circular 
_ manic-depressive illness, two 5-year series 
of prophylactic EST have been quite effec- 
_ tive in controlling the amplitude of manic 
_ and depressive phases. Stopping the treat- 
ment at the end of the first and second 5- 


s 
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The patient to be described was brought 
_ to the attention of the psychiatric consult- 


j 1 Adult Psychiatry Branch, National i 
of Mental Health, National Institutes of ain 
Public Health Service, U, S. Department of Health 
Education and Welfare, Bethesda, Maryland. 
Pa ia at Hillside Hospital, Glen Oaks, New 
ork, 
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year series saw the illness reestablish itself 
with its previous severity within a few 
months. In spite of the amount of convulsive 
therapy this patient has had, there is no 
clinical evidence of brain damage. This 
amount of convulsive therapy has done 
nothing to alter the basic manic-depressive 
process since it quickly reestablishes itself 
once treatment has been stopped. Five “anti- 
depressive” drugs were ineffective in alter- 
ing the course of his depressive phases. 
Thioridiazine was helpful in controlling the 
hypomanic phase. 

This patient is unique in a number of 
respects but in one above all others, i.e., he 
has had the courage to follow through with 
a long term treatment program when each 
EST produced fear bordering on panic. My 
experience with prophylactic EST in similar 
cases has been that most patients are unable 
to follow through with this long a regimen 
because of the fear of treatments which 
develops. Although we routinely use pento- 
barbital anaesthesia-anectine modified EST 
in which the only unpleasantness for the 
patient is the needle stick for the anaesthet- 
ic, this has not seemed to reduce patients’ 
growing fears of treatments to any extent. 
Almost all patients report that so much fear 
is illogical, that they know they are in good 
hands, etc., but the fear persists. It is prob- 
ably the unusual person who will come to 
the hospital each month in spite of such 
fear, especially when he feels quite well. 
The power of rationalization, to regard the 
illness as a thing of the past, is too strong. 
If medals were awarded for this sort of 
courage, the patient described would qual- 
ify for one with four clusters. 


ACUTE INTERCURRENT PSYCHOSIS DURING 
THE COURSE 
OF FAMILIAL PERIODIC PARALYSIS ! 


IRWIN M. GREENBERG, M.D.2 


ant because of the sudden onset of grossly 
psychotic behavior during the course of a 
long hospitalization for research purposes. 
The literature on familial periodic paralysis 
has revealed no other such cases, Aird(1) 
states that no clinical psychiatric changes 
can be’ discerned, and Straus(5) cites the 


4 


1961 ] 


CASE REPORTS 


good social adjustment of the patients. Both 
imply that the patients do not encounter 
emotional difficulties, and appear to attri- 
bute this fact to the absence of cerebral 
pathology. Shy(4) also maintains that psy- 
chiatric symptomatology must be considered 
a complication of exogenous etiology during 
the disease, and not a primary manifesta- 
tion. Two cases of mental deficiency in 
children have been reported, however. 
Couston’s(2) case was that of a child be- 
lieved to have familial periodic paralysis 
as well as seizures, but without a family 
history of paralytic phenomena. The only 
suggestive familial symptoms were of mi- 
graine headaches in the boy’s mother and 
paternal grandmother. Another case report- 
ed by Prader and Zellweger(3) was a T- 
year-old boy with a dystrophic adiposo- 
genital syndrome. The authors believed his 
primary lesion to be an adrenal cortical 
tumor or a hypophyseal disturbance. This 
boy did not have the familial form of 
periodic paralysis, but another potassium- 
losing lesion which produced periodic pa- 
ralysis. Shy(4) was of the opinion that he 
probably had primary aldosteronism. 

The following case is that of a patient 
who suffered from a psychotic episode dur- 
ing the course of familial periodic paralysis, 
and who also had chronic emotional difficul- 
ties related both to his organic illness and 
to his personality structure. This report will 
deal only with the patient’s acute psychotic 
episode. 


Chief Complaint : The patient was a 28- 
year-old, Caucasian Protestant laborer, of 
native birth, who absented himself suddenly 
from the hospital, without informing the clin- 
ical personnel. He was returned to the nursing 
unit by ambulance from a hospital in a nearby 
city, and when interviewed by his physician, 
was unable to recall having been on the unit 
previously, called himself by another name, 
was experiencing auditory hallucinations, and 
appeared generally confused. Emergency psy- 
chiatric consultation was then requested. 

_ Presenting I llness : Interviews with the nurs- 
ing personnel and with the patient's physician 
revealed that 5 days prior to his elopement, 
he had lost his position as timekeeper for a 
firm in the neighborhood because of a past 
criminal record. The patient had become at- 
tached to his position and to his fellow work- 
ers, and became noticeably depressed when 


he lost the job. The next day, he solicited 
ride on a passing truck to his home, which 
was about 100 miles from the hospital. He — 
visited his family and returned the next day in ~ 
the same manner. On the following day, 
left the hospital without permission, with 
intent of going to a nearby city to repay 
debt. Upon encountering some old acquaint- 
ances, the patient began a bout of prolonged 
alcohol ingestion and was discovered by the 
police, wandering the streets and hallucinatin; 
The patient was taken to another hospital and 
then returned to the nursing unit by am- | 


history revealed that he had first become 
4 years, and felt deprived because he could 


pitalization. A 

Psychological evaluation in prison had been 
done, and the diagnosis of sociopathic per- 
sonality disorder had been made. A prison re- 
port described the patient as seclusive, and im- 
plied that he used his illness as an excuse for 
lack of success. On one other occasion, whil 


acts. K; 
The patient had done a good deal of trayel- 
ling about the country, had not finished high 
school, and worked at odd jobs for varying 
periods of time, never for more than 2% years. 
Family History: The family history was 


father, an electrician, as a short, weak and 
overbearing man. The physician felt that the 
patient's difficulties could be understood in 
terms of the father’s emotional aloofness and 
authoritarian manner. iii 
Course : At the initial interview, the patient 
was acutely agitated, was pacing his room, 
and stated that he had to walk to St. Louis. 
He called himself by another name, R., and 
said that if he could only walk to St. L 
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everything would be all right. He was having 
“auditory hallucinations, was disoriented for 
time, place and person, and did not recognize 
any of the nurses or physicians, whom he had 
known for 14 months. There was no recognition 
of the possibility that his behavior or feelings 
were unusual. He felt that he had to obey the 
oie he heard telling him to walk to St. Louis. 
- Blood was drawn to evaluate bromide and 
barbiturate levels, which were normal. Thy- 
rotoxic crisis was excluded by a normal protein- 
bound iodine value, determined from a recently 


im at all times, and occupational therapy was 
op aa 


him. He was noticeably depressed ae 
anted to leave the hospital. R. was the name 
a deceased friend whom he had last seen in 

St. Louis, together with a deceased girl friend 


e people who had been important to him 
i recent years, 


more like those done b i : 
‘ophrenics. Te e by organics than by schiz- 


_ Unfortunately, 
into alcoholism 


"8 The author wishes to thank Isabelle V. Ken- 
ig, Ph.D., of the Laboratory of Psychology, Na- 
onal Institute of Mental Health, for her invaluable 
sistance in testing the patient» } 


had a dissociative episode and been hallu- 
cinated following a drinking spree, I find no 
evidence in the tests of schizophrenic think- 
ing. There is probably mild, underlying or- 
ganic pathology but the main problem from the 
personality standpoint is his psychopathic be- 
havior and his psychopathy I would consider 
secondary to his illness, not primary.” 

Other findings included a “repression of 
affective life” on the Rorschach test, and several 
TAT stories with the theme of loss and sub- 
sequent grief. 

The patient improved during his final month 
in the hospital. He continued to be depressed, 
but stopped hallucinating and became com- 
pletely oriented. The dosage of chlorproma- 
zine was gradually decreased. He was dis- 
charged to his family and arrangements were 
made for him to have psychotherapy in his 
home community. Several months later, he was 
again arrested for stealing an automobile. 


Discussion 


Some of this patient’s difficulties appear 
to bear a direct relation to his organic 
disease process. His wish to walk to St. 
Louis appears to be in keeping with the 
fact that exercise early in the course of an 
episode can abort an attack of familial 
periodic paralysis. It is also not surprising 
that a person with a diseased muscular sys- 
tem and a domineering father would choose 
to steal an automobile in an attempt to ex- 
press his manliness and independence. The 
intense separation anxiety as evidenced by 
his depression and several of the TAT stor- 
ies can be understood if one imagines a 4- 
year-old boy suddenly unable to move or 
to defend himself. 

+ The discrepancy between the psycholog- 
ical test findings of organicity and the ab- 
sence of organic cerebral pathology in pa- 
tients with familial periodic paralysis( 1, 4, 
5) can be explained as follows : any patient 
with a chronic, organic, incapacitating dis- 
a a o, evidence of that disease on 

y psychological examination. 
Whether the cause of panisi be of central 
or peripheral nervous system origin, or of 
muscular or metabolic origin, the patient 
perceives the final result of paralysis. The 
body image and self-image concepts are 
then altered in response to the paralytic 
episodes, and modified by the patient's other 
personal experiences. It is these altered con- 
cepts which appear on the psychological 
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. tests as evidence of organic pathology. “Re- 


pression of affect,” similarly, can occur as a 
reaction to, rather than as a consequence of, 
organic disease. Hence, the preponderance 
of organic-like signs of the psychological 
tests need not be taken as evidence of or- 
ganic brain pathology, but rather as the 
psychological reaction to repeated episodes 
of muscular weakness and paralysis. 

Although there was considerable alcohol 
ingestion, possibly prior to the onset of the 
hallucinations, the time required for re- 
covery was unusually long for an acute al- 
coholic psychosis. Furthermore, there was 
clear evidence of unrealistic behavior un- 
related to alcohol ingestion in the patient's 
sudden elopement from the hospital. In 
view of the absence of schizophrenic signs 
on the psychological tests, the clinical diag- 
nosis was that of a functional acute psy- 
chotic episode in a person with concurrent 
familial periodic paralysis and a sociopathic 
behavior disorder. 


SUMMARY 


The literature on familial periodic pa- 
ralysis has revealed no cases of intercurrent 
psychosis. The patients have been described 


by several authors as being relatively f 
of emotional difficulties, and this free 

has been attributed to the absence of cer 
bral pathology. A case is presented in whi 
there was an acute psychotic episode d 
ing the course of familial periodic paraly 
The patient also had a sociopathic per: 

ality disturbance. Psychological test findin; 
are presented, as well as the course of th 
psychosis. The relation of the patient's psy: 
chiatric symptoms and psychological t 
results to both his organic illness an 
personal history is discussed. E 
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COMMENTS 


RESTRAINT 


: 
"Psychiatry would be wise to refrain from 
“expressing an opinion on any subject, un- 
less the subject matter is clearly within the 
realm of psychiatry. In other words, an in- 
dividual psychiatrist, or psychiatrists col- 
lectively through the American Psychiatric 
Association, should not advise upon any 
topic unless clinical experience or scientific 
‘research has accumulated a relevant body 
of information, adequate to support the 
advice. 
_ The public has a right to expect that a 

psychiatric opinion will be an expert opin- 
ion. Advice which is based merely on the 
convictions of an individual psychiatrist is 
likely to mislead the public, who will as- 
_ sume that it is an expert opinion based upon 
_ the collective knowledge of psychiatry. 

__ An illustration is found in the public 
debates about the abolition of capital pun- 
ishment, There is some evidence that capital 
pment does not have the deterrent 

effect assumed by its proponents. Evidence 
of this nature has not been gathered by psy- 
chiatrists and does not belong in the realm 
of psychiatry. It is doubtful that psychiatry 
has anything to contribute to a debate about 
capital punishment. 

On the other hand, there are many public 
_ issues to which psychiatry can make a con- 
tribution, by giving an expert opinion based 
upon the special knowledge inherent in the 
- practice and science of psychiatry. 


ORA 


The legal rules governing criminal re- 
sponsibility provide an apt illustration, 
These rules are not the prerogative of psy- 
chiatry—they are distilled from the knowl- 
edge of many disciplines. The ultimate re- 
sponsibility for their formulation rests with 
the legislature. Psychiatry plays a leading 
role in the formulation of the tests because 
it is in a position to provide factual informa- 
tion and expert advice. 

The same may be said of the role of psy- 
chiatry in relation to legislation governing 
the sex offender. At present, it is possible 
for a psychiatrist to make a reasonably ac- 
curate prediction of the outcome in a par- 
ticular case. Even more accurate prediction 
tables should be forthcoming in the near 
future and they are bound to have an im- 
pact on some of the unnecessarily harsh, 
punitive laws now in existence. Likewise, 
psychiatry can put forward concrete, spe- 
cific proposals in relation to such topics as 
juvenile delinquency, therapeutic abortion 
and sterilization. 

The climate of public opinion is favour- 
able to psychiatry. Psychiatric opinion is 
accorded a respectful welcome in most 
forums. This attitude may well change to 
scepticism if psychiatry does not practise 
restraint and refuse to enter into a discussion 
of controversial issues to which psychiatry 
can make no well-founded contribution. 

K.G.G 


THE PIERIAN SPRING 


Great minds are preeminently good or bad, and education makes them better or worse. 


—Sm Wii11aM OSLER 


This report presents in summary form the 
principal actions of the Council and the 
Executive Committee at meetings held 
throughout the year. Some routine matters, 
such as referrals to Committees prior to 
definitive action, are not included. Copies 
of the full minutes have been forwarded to 
the officers of each District Branch and Af- 
filiate Society following the various meet- 
ings to keep their members informed of the 
matters that were considered and the action 
that resulted. 

Executive Committee Meetings, June 23, 
September 12 and October 27, 1960. Ap- 
proved the recommendation of the Ad Hoc 
Committee on Insurance and authorized the 
transfer of the APA malpractice insurance 
program from Lloyds of London to domestic 
carriers effective July 1, 1960. Also author- 
ized the Committee to send a letter to the 
membership explaining the change of mal- 
practice insurance coverage and to follow 
this with a brochure on insurance cover- 
age. Heard a report from the Secretary 
regarding a meeting of a special committee 
comprised of representatives of the Council, 
Assembly, Membership Committee and the 
staff to discuss details involved in certifying 
District Branches to process APA member- 
ship applications. Directed that billing for 
dues and mailing of publications of the 
Association will start at the time of the 
Annual Meeting for new members regard- 
less of when they are elected to APA mem- 
bership. Directed that the request of a 
District Branch for certification to process 
APA membership applications must be sub- 
mitted to the Secretary by December 15 of 
a specific year or the request will be held 
over until after the following Annual Meet- 
ing. Considered several items regarding 
resignations and other membership matters 
and took appropriate action. Approved the 
recommendation of Dr. Henry Laughlin, 


i APA representative to the Council on Medi- 


PROCEEDINGS OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


particularly during the Annual Meeting, b 
with full appreciation of the problems 
volved in planning the Third World © 
gress of Psychiatry, it was suggested 
visits to the U. S. not be encouraged uni 
after the Congress is adjourned. Appro 
for one year the recommendation of 
Board of Tellers to include biographical 
terial on candidates for APA offices, 
directed that the plan should be limited 
the nominees for the Council and any oth 


part of its work in selecting candi 
‘Authorized a contribution of $50 to 


‘American Academy of Child Psychiat 
Appointed Dr. Melitta Schmideberg to ri 
resent the Association at the Second Unit 
Nations Congress on the Prevention 
Crime and Treatment of Offenders 
was scheduled to be held in London, At 
8-20, 1960. Directed the Treasurer to C 
tact a foundation to solicit a small grant 
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tional Society for the Welfare of Cripples. 
Approved publication of the manuscript on 
source material dealing with youth and its 
problems as prepared by the Committee 
Academic Education provided sufficient 
financial support was obtained to offset any 
| losses that would otherwise be incurred by 

the Association. Was informed of the fol- 
wing Presidential appointments: Drs. 
Ewald Busse, Maurice Linden and Mathew 
oss as Delegates, and Dr, Alvin Goldfarb 
‘as Alternate, to the White House Confer- 
ce on Aging, January 9-12, 1961; Dr. 
George S. Stevenson as representative at 
“the 1960 annual meeting of the World Fed- 
eration for Mental Health, August 7-12, in 
dinburgh, Scotland; and Dr. Henry 
aughlin as representative to the 1960 an- 
al meeting of the Royal Medico-Psycho- 
cal Association in London. Reaffirmed 
is previous action (March 1948) favoring 
clusion of the name of Miss Dorothea Dix 
the Hall of Fame. Agreed to nominate a 
candidate for the Distinguished Achieve- 
ment Award presented annually by the 
medical journal Modern Medicine, and 
unanimously nominated Dr. Earl D. Bond 
as the APA candidate for this Award. Ap- 
oved the publication of the brochure 
Psychiatric Units in General Hospitals” in 
cordance with the recommendation of 
Committee on Standards and Policies of 
ospitals and Clinics. (This brochure was 
_ prepared by the Committee in Liaison with 
he American Hospital Association and its 


tion and the National League for Nursing, 
Heard the Treasurer ston tat in eat 

" ance with a previous directive of the Execu- 
e Committee he had contacted the Mil- 
_ bank Foundation and requested a small 
_ grant to underwrite the expenses of a guest 
lecturer for the Eighth World Congress of 
_the International Society for the Welfare of 
Cripples. A grant of $1200 was approved by 
the Foundation with the understanding that 


unexpended funds would be returned. Fol- 
lowing the payment of the expenses, a small 
surplus remained in this account. The 
Treasurer was directed to contact the- 
Foundation for permission to pay a $250 
honorarium to the guest lecturer from the 
balance. Suggested the appointment of a 
member of the Committee on Aging from i 
the New York City area as representative 
to the Second Annual Conference of the 
National Committee on Aging and author- 
ized payment of expenses not in excess of 
$15. Authorized the Treasurer to pay finan- — 
cial obligations of a continuing nature after 
they have been initially approved by the 
Council until such time as the obligation — 
may be formally terminated. Authorized the — 
purchase of a new U. S. flag for the Central ~ 
Office with the expense to be charged 
against the Council Contingency Fund. Did 
not approve a proposal from the Board of 
Tellers that a photograph of each candidate 
should be included on the ballot along with ~ 
biographical material. Amended and ap- © 
proved the membership application form 
endorsed by the Membership Committee. 
Authorized the Medical Director to nego- 
tiate with a travel agency regarding the 
possibility of chartered flights for APA 
members and their families to overseas 
scientific meetings and to ascertain the ~ 
amount of membership interest in such 
flights through an announcement in the | 
Mail Pouch. Regarding the proposed tour 
the U. S. facilities for foreign guests fol- 
lowing the Third World Congress of Psy- 
chiatry, several guide lines were formulated 1 
to assist the APA Liaison Committee with 
arrangements : (a) The APA would not pro- ` 
vide financial help for the travel of foreign © 
visitors who were interested in visiting psy- 
chiatric facilities in the U. S. (b) Such travel 4 
would be encouraged only after the Con-~ 
gress. (c) An informal tour of one week 
through the major facilities in the adjacent 
eastern states of the U. S. would be ar- 
ranged for the visitors, and in addition, they 
would be notified that other facilities woul 
be happy to welcome them should their 
plans involve trips to other parts of the 
country. The Liaison Committee was spe- 1 
cifically encouraged to continue its efforts 
to arrange a suitable one-week, post-con- 


gressional tour of the U. S. facilities and to 


1961 ] 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


PO PS tee ted ay esp a 


explore at its discretion such other hospital- 
ity measures that seem appropriate. Asked 
the Secretary to inform the Indian Psychi- 
atric Society that their invitation for the 
APA to send a representative to their annual 
meeting in Ranchi, Bihar on February 8-12, 
1961 would be taken under advisement. 
Council Meeting, December 2-3, 1960. 
Amended the previous action of the Execu- 
tive Committee so that biographical ma- 
terial would be included on the ballot for all 
nominees for APA office. Amended and ap- 
proved the recommendations from the Exec- 
utive Committee regarding ethical com- 
plaints as follows: 1. The Secretary shall 
sign all letters related to ethical charges 
and the ultimate decisions, favorable or un- 
favorable, in such matters as an instrument 
of the Council, 2. When a complaint is re- 
ceived from any source against a member of 
the APA, the Secretary shall advise the 
member of the specific complaint and his 
rights and obligations in dealing with the 
matter. 3. When the Committee on Ethics 
recommends that a member be cleared of 
specific charges and its recommendation is 
approved by the Council, the Secretary shall 
write to the accused member stating in une- 
quivocal terms that he is exonerated. 4. 
When a complaint is received from any 
source against an individual who is not a 
member of the APA, the Secretary shall ad- 
vise the complainant that the Association 
has no jurisdiction in the matter. Supported 
the belief of the Long Term Policies Com- 
mission that Sections perform a useful func- 
tion in opening up particular areas of psy- 
chiatry and in providing a forum for mem- 
bers to meet, to discuss and to exchange 
views relating to such areas. Approved the 
recommendation of the Commission that 
the five measures regarding Sections 
adopted by the Council on May 7, 1960 
should be studied in operation for at least 
one year before,further changes in the or- 
ganization and function of Sections are con- 
sidered, Amended and approved the recom- 
mendation of the Commission that reports 
from Section Chairmen and reports specifi- 
cally on the operation of the Sections from 
the Chairman of the Program Committee 
should be submitted to Council at the time 
of each Annual Meeting with the under- 
standing that such Sections that do not have 


an opportunity to report may present either 
a written or verbal report to the fall Coun- 
cil Meeting. Amended the recommendation: 
of the Commission and directed that th 
Committee on Committees assume the func 
tion of a Reference Committee and em: 
powered it to use as a consultant the Chair. 
man of any other Committee or Commissio: 
necessary to accomplish its purpose. It was 
agreed that such a Reference Committe 
should be supplied with the necessary staff 
assistance. Approved the recommendatio 
of the Commission that from time to tim 
Task Forces should be set up by the Coun 
cil, when necessary, to deal with problem: 
requiring assistance not ordinarily availabli 
to the Committee operating within the aré 
in which the problem has arisen ; that su 
a Task Force should consist of a sub-com 
mittee of an existing Committee together 
with individuals from outside the Associs 
tion. Membership of the Task Force are to 
be appointed by the President on recom- 
mendation of the Chairman of the Com- 
mittee concerned. The Task Force should — 
be assigned for a specific area of operati 
and set up for a limited period of time. Ap- — 
proved in principle the recommendation 0 
the Commission that it would be desirable to 
have staff assistance made available to eac a 
of the three Coordinating Committees anı 
that a fourth staff person should be in 
charge of staff assistance to all Committee 
work, but that implementation of the recom: 
mendation would be dependent upon th 
availability of funds. Approved the rect 
mendation of the Commission that whe: 
‘Archivist-historian is appointed to the 
tral Office staff, the cross-indexing of Co 
mittee reports should be one of his assign: 
ments. The recommendation of the Com: 
mission that the possibility of listing all 
papers delivered at meetings organized 
the APA which are not published and m: 
ing the list available to the membership, bi 
referred to the Committee on Internal Man 
agement, was disapproved. Approved the: 
recommendation of the Commission that the 


Meeting. Reaffirmed its previous action 
May 1953 that APA representatives wor 
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atric organizations looking toward the 
rmation of a world psychiatric organiza- 


ent operating expenses of the Associa- 
tion until these dues are received, Approved 
e budget recommended by the Budget 
mmittee for the 1961-62 fiscal year as 
esented. Approved a general endorsement 
the manuscript “Services for Children 
th Emotional Disturbances” prepared by 
Committee on Child Health of the 
nerican Public Health Association, In- 
cated that since the APA recognizes only 
é American Board of Psychiatry and 
Neurology, Inc. as the examining body for 
‘certification of specialists, the Association 
oes not evaluate other approving bodies 
uch certification. Approved the recom- 
dation of the Policy Committee and 
“ommended to the membership the ap- 
al of the application of the Prairie 
inces District Branch (Manitoba, Sas- 
atchewan and Alberta) and its assignment 
o Area Four. Expressed appreciation to Dr. 
enty Davidson for the exceptional work 
has done as Chairman of the Committee 
Constitution and By-Laws. At the re- 
est of the Committee concerned changed 
name to the Smith Kline and French 
uundation Awards Committee. Requested 
President to appoint an Ad Hoc Com- 
ee to serve in liaison with the Council 
ntal Health of the American Medical 


mi 


been certified by the ECFMG will be per- 
itted to remain with their hospitals. 
orized the House Committee to offer 
up to $37,500 for the property 1807 R 
eet to complete the parcel of property 
ntiguous to the Central Office. Approved 
recommendation of the Committee on 
ychiatry of Childhood and Adolescence 
established the McGavin Prize to be 
ded in the amount of $500 for the best 
rk in the previous year related to the 
ventive aspects of the emotional disor- 
ers of childhood. This Prize will be on a 


ompetitive, non-invitational basis and 


th representatives of other national psy- will not be awarded in any year in which 


appropriate and important work in the pre- 
ventive field would not be available or until 
such time as the Council decides otherwise, 
It is further understood that income from 
the bequest will be used for this Award 
with a portion of the income to be utilized 
for the expenses of a Selection Committee, 
Approved the request of the Committee on 
Mental Deficiency to proceed with the plan- 
ning of the proposed Exploratory Meeting 
on Mental Deficiency and authorized the 
Committee to submit an application for 
funds in the name of the APA to appropriate 
sources. Approved the recommendation of 
the Committee on Public Health regarding 
the medical provisions of the Immigration 
and Nationality Act as follows : 1. That the 
technical medical terms used be those of the 
international classification. 2, That persons 
who have had no psychosis within the past 5 
years be eligible for admission. 3. That per- 
sons with epilepsy who have been symptom- 
free for one year or longer be admissible. 
Approved the recommendation of the Com- 
mittee on Rehabilitation that a liaison rep- 
resentative not be appointed to the Asso- 
ciation for Physical and Mental Rehabilita- 
tion. Approved the recommendation of the 
Committee on Rehabilitation that the Coun- 
cil submit a statement on the attitude of the 
APA on the proposed Congressional Bill 
HR 12328 on Special Education and Reha- 
bilitation. Indicated that a letter should be 
prepared for the President’s signature ex- 
Pressing the APA’s appreciation and con- 
gratulations to Miss Mary Switzer, an 
Honorary Fellow and Director, Office of 
Vocational Rehabilitation, in recognition of 
her efforts over the years in rehabilitating 
the handicapped upon her completion of 10 
years of service. Approved the proposal of 
the Committee on Research to change the 
emphasis of its Regional Research Con- 
ferences, but directed that such Conferences 
should be continued, and expanded, if pos- 
sible. Reaffirmed its previous policy regard- 
ing non-medical psychotherapists as follows 
(November 1958) : “It is imperative that all 
psychologists dealing with persons suffering 
from mental and nervous diseases and dis- 
orders should do so only under supervision 
by psychiatrists and in a medical setting of- 


fering adequate safeguards to the patient.” 
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Approved the recommendation of the Com- 
mittee on Therapy that a physician adminis- 
tering drugs to a patient in collaboration 
with a non-medical psychotherapist should 
actively and continuously supervise these 
treatments to insure the safety of the pa- 
tient, Approved the recommendation of the 
Committee concerned and changed its name 
to the Committee on Psychiatry and Social 
Work. Approved the request of the Com- 
mittee on Private Practice for permission to 
seek funds to investigate the psychosocial 
dimensions of the use and abuse of outpa- 
tient psychiatric health insurance programs. 
Approved the following Resolution pre- 
pared by the Committee on Nomenclature 
and Statistics and authorized the Committee 
to speak for the Association in dealing with 
the American Medical Association regarding 
this matter : “Resolved That the diagnosis 
(Page 79, Diagnostic and Statistical Manual 
of Mental Disorders) ‘Chronic Brain Syn- 
drome’ without qualifying phrase should be 
changed in meaning to indicate the presence 
of a psychosis as is the case in the acute 
brain syndrome.” Agreed that when the 
APA is invited to send a representative to a 
foreign meeting, the Association should not 
be represented unless a member who would 
be an appropriate representative is visiting 
the meeting under other arrangements. It 
was also agreed that ideally the Association 
would pay the expenses in sending a prop- 
erly qualified representative to such meet- 
ings, but practically, this is impossible be- 
cause of the expense involved. 

Executive Committee Meetings, January 
13 and March 4, 1961. Authorized the 
Treasurer to sell the common stock of 
General Telephone and Electronics Cor- 
poration and Treasury Bonds owned by the 
APA sufficient to provide a total of $45,000 
which was estimated as the amount of cash 
necessary to operate the Association until 
June 1, 1961, when dues for the next fiscal 
year would be available. Amended and ap- 
proved the statement on hypnosis prepared 
by the Committee on Therapy. (Prior to its 
release, this statement was circulated to the 
Councillors, who approved it by a mail vote 
as an official policy statement of the Asso- 
ciation,) Authorized continued APA repre- 
sentation to the American Registry of Phys- 
ical Therapists, and the President an- 


nounced the appointment of Dr. George W k 
Brooks to serve as this representative. Ap 
proved in principle a proposed Joint Meet: 
ing between the Committee on Disaster — 
and Civil Defense and the National Asso- i 
ciation of State Mental Health Progra! 
Directors with the understanding that th 
APA could not finance a special meeting — 
for this purpose. It was also understood that 
if such a meeting were scheduled at the — 
time of the Annual Meeting, the APA would — 
not underwrite the expenses of non-mem- 
bers of APA and that consideration should — 
be given to the possibility of scheduling the — 
Joint Meeting at the time of the Mental ~ 
Hospital Institute, when the NASMHPD 
normally meets. Indicated that under or- 
dinary circumstances, Divisional Meetings 
and Fall Committee Meetings not be sched- — 
uled concurrently. Approved any arrange- 
ment negotiated by a local committee to 
handle exhibits for a Divisional Meeting as 
long as the arrangement is not in conflict — 
with established APA policy. Indicated that ~ 
except for emergency situations, any matter — 
concerning a Committee should be routed — 
through the responsible Coordinating Com- 
mittee Chairman prior to consideration by 
the Executive Committee or the Council. 


objection to dedicating an APA publication — 
to a living member of the Association. Was 
informed that Dr. Bartholomew Hogan had 
joined the Central Office staff on March ba 
as Assistant Medical Director. Was in- — 
formed by the President of the appointment ~ 
of Dr. Alan McLean as representative to a 
meeting scheduled by the A.M.A. Council 
on Occupational Health in Chicago on May — 
6, 1961 ; also, that Dr. Walter Barton would — 
represent the President at a meeting sched- 

uled by the A.M.A. Committee on Continu- ~ 
ing Education of Physicians in March 1961. 
Directed the Committee on Membership 
to defer action on all membership applica- — 
tions when the professional competence of 
the applicant is questioned because of the © 
ECFMG ruling until the matter is clarified 
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might be able to qualify for a subsequent 
ECFMG examination after additional train- 
‘ing, Indicated that participation in the Ex- 
ploratory Conference on Mental Deficiency 
should not be limited to physicians but 
rather that it should be open to any pro- 
fessional group with the necessary training 
and interest. Concurred with the President 
‘in the appointment of Dr. Mabel Ross as 
APA representative to the Council of Na- 
‘tional Organizations for Children and 
Youth. Approved the establishment of a 
Task Force on Juvenile Delinquency, re- 
“quested the President to make the neces- 
“sary appointments, authorized the solicita- 
tion of outside funds for this purpose, and 
authorized the activation of the Task Force 
following the submission and approval of 
-a budget. Indicated its desire to continue 
the relationship with the National Academy 
_of Sciences-National Research Council and 


epresentative from July 1, 1961 through 
June 30, 1964. Approved co-sponsorship of 
the 1961 Symposium on Mental Health in 
usiness and Industry as recommended by 
the Chairman of the Coordinating Commit- 
ee on Community Aspects of Psychiatry. 
Was informed of the Presidential appoint- 
ent of Drs. Kenneth Appel and Mathew 
‘oss as APA representatives to the meeting 
f the American Academy of Political and 
Social Science in Philadelphia on April 
14-15, 1961. Voted not to accept an invita- 
ion to become a charter member of the 
roposed International Association for the 
‘Study of Higher Nervous Activity. Agreed 
that although psychiatry does not have a 
‘major interest in this problem from a clin- 
ical standpoint, it would be desirable to be 


emergencies in which individuals are found 
unconscious without obvious cause. The 
President announced the appointment of 
Dr. Benjamin Boshes to serve as APA rep- 
resentative to this Conference. Reaffirmed 
its previous decisions regarding a post- 
Congressional tour of U. S. psychiatric facil- 
ties by foreign colleagues following the 
Third World Congress of „Psychiatry and 


r 


urged the membership to render all possible 
hospitality to such guests during their visit. 

Council Meetings, May 6, 7, and 11, 1961. 
Ratified the President’s Statement on Con- 
fidentiality as a personal statement and re- 
ferred the matter to the Reference Commit- 
tee for the formulation of an official policy 
statement. Ratified the actions of the Execu- 
tive Committee en bloc since the fall Coun- 
cil Meeting. Approved, as amended, the 
list of members whose dues are 3 years in 
arrears and authorized the Executive Com- 
mittee to reconsider any individual whose 
unpaid dues are received subsequent to this 
Annual Meeting. Approved, as amended, 
the recommendations of the Committee on 
Membership regarding applications for 
membership and changes of status in the 
Association and directed that the list be 
submitted to the membership for action. 
Directed the Chairman of the Membership 
Committee to work with the Speaker of the 
Assembly and the Central Office, utilizing 
the services of the Assembly when appro- 
priate, in attempting to reduce the number 
of members whose dues are in arrears. 
Raised the membership dues $5.00 for 
Associate Members, and $10.00 for Mem- 
bers and Fellows effective April 1, 1961 
in accordance with the recommendation of 
the Budget Committee. Authorized the 
Treasurer to deposit the McGavin bequest 
in a savings account at his discretion. Au- 
thorized the Treasurer to expend grant 
funds from the NIMH for the Conference 
on Graduate Psychiatric Education and the 
Conference on Child Psychiatry Training in 
accordance with the respective budgets and 
the requests of the Medical Director. Ap- 
proved the Royal York Hotel in Toronto as 
the site for the 1962 Annual Meeting on 
May 6-11. Directed that a letter should be 
prepared for the President’s signature ex- 
pressing the appreciation of the Council to 
Mrs. Adolf Meyer for the generous gift of 
her late husband’s library to the Association. 
Approved the recommendation of the Med- 
ical Director to utilize the Coordinating 
Committees to analyze the final report of 
the Joint Commission on Mental Illness and 
Health, to assist in the formulation of an 
official position on the Joint Commission’s 
recommendations, and to prepare for active 
participation in their implementation. 
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ı Amended the draft of the proposed new 


Constitution and By-Laws but deferred fur- 
ther action on the document until the 1961 
Fall Council Meeting to give the Assembly 
and other appropriate bodies in the Asso- 
ciation ample opportunity to study it. Ap- 
proved the recommendation of the House 
Committee and authorized up to $800 from 
available funds to prepare and frame pic- 
tures and quotations of Past-Presidents 
from APA’s first century. Authorized the 
House Committee to continue to express in- 
terest in the property immediately north of 
the Central Office on 18th Street. Author- 
ized, the House Committee to purchase 
property 1807 R Street at its discretion for 
a price that the Committee considers satis- 
factory. (The 1807 R street property adjoins 
the Central Office and is the only one of 
three contiguous row houses not presently 
owned by the APA.) Approved the recom- 
mendation of the Ad Hoe Committee on 
Internal Management and reconstituted it 
as the Internal Management Commission 
with the following membership : Dr. Robert 
Felix, Chairman; Dr. Jack R. Ewalt; Dr. 
Addison Duval ; Dr. C. H. Hardin Branch ; 
and Dr. Mathew Ross; and as ex-officio 
members, the President and the Chairman 
of the Budget Committee. Expenses for the 
Commission will be charged against the 
Council Contingency Fund, Approved the 
following 7 recommendations prepared by 
the Commission on Long Term Policies after 
the Commission reviewed recommendations 
prepared by the Standby Committee on The 
American Journal of Psychiatry : 1, That 
editorial policies should be more closely 
correlated with the overall policies of the 
Association, 2. That the operation of the 
Journal should be reviewed by Council, or 
by a Council-designated body, at regular 
intervals, preferably every 6 years. 3. That 
the Editor-in-Chief should be a Fellow of 
the Association; that he should be ap- 
pointed for a 6-year period with a reason- 
able anticipation of reappointment until a 
predetermined retirement age. 4. That the 
Editorial Board should be a working Board, 
holding regular meetings. 5. That the mem- 
bers of the Editorial Board should be ap- 
pointed by Council on nomination by the 
Editor-in-Chief after consultation with the 


Editorial Board. 6. That the term of office 


for members of the Editorial Board sl 
be 6 years; 2 members of the Board 
reach the end of their tenure of office ea 
year with the possibility of reappointme 
7, That the major publication activities 
the Association should be integrated w 
‘respect to their business aspects. Reaffirm 
its desire to see the establishment of a wo 
psychiatric organization, recommended tl 
this be done by reconstituting the existi 
body, and suggested that such action | 
taken at once. Discharged the Committee 
Increasing Responsibilities with thanks 
the Committee’s request. Approved i 
recommendation of the Committee on Co 
mittees that the duration of the Fall Co 
mittee Meetings should be determined 
the basis of yearly workloads of the varic 
Committees and that the Committee 

Committees be charged to report to i 
Council at the Annual Meeting its reco 
mendations as to the time needed for t 
forthcoming Fall Committee Meetings. A 
proved the recommendation of the Ad H 
Committee on District Branch Committe 
that each Coordinating Committee Cha 
man be instructed to request that each 
his Committees designate one of its me 
bers as District Branch Liaison Committ 
man. Recorded a vote of appreciation 
the Program Committee in recognition 

its work upon receiving the Committe 
report. Approved the following Resolutio 
“The Council recommends to the memb 
ship that the American Psychiatric Assoc 
tion in its Annual Meeting 1961 express 
concern over the exclusion of mental | 
tients (along with tubercular patients), t 
der certain conditions, from benefits 
Federal Public Assistance in several ca 
gories and as amended in the Total D 
ability Law and the Kerr-Mills Bill (Pub 
Law 87-778). It is believed that due 
changed conditions and the recent p 
vision of Federal funds for treatment 
other medical conditions, mental patie 
are placed in an inequitable position a 
prevented from obtaining treatment eq) 
to that afforded persons with other diseas 
“Tt is requested that leaders of the admin 
tration and the Congress arrange fo 
study in this matter and all the implicati 
of treatment and cost as recommended 
the President's Advisory Committee 
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Public Assistance, January 1960, so that 
_ the laws may be changed if justification is 
_ found.” Authorized Dr. D. Ewen Cameron 
-to explore the possibility of encouraging the 
~ Modern Founders to assist in the develop- 
ment of the APA Endowment Fund with the 

_ APA Treasurer continuing to act as re- 
~ cipient of such funds as may become avail- 
_ able. Elected Dr. Walter E. Barton as 
- Moderator for the next year. Elected Dr, 
_ Robert H. Felix and Dr. M. Ralph Kaufman 
to serve on the Executive Committee. Ap- 

_ proved the appointment of Dr. Jack A. 
_ Wolford and Dr. Gene L. Usdin to serve on 
_ the Membership Committee until 1964, Ap- 
_ proved the recommendations of the Incom- 


, 1963. Approved a letter to the 
_ Attorney General of the U. S, prepared by 
the Committee on Psychiatry and the Law 
and authorized the Committee to send the 
letter over the President’s signature. (This 
letter commended Mr, Robert Kennedy for 
_ Tecognizing that delinquency is a problem 
_ soluable by scientific means ; called his at- 
_ tention to the availability of specialists with- 
in the APA who have compiled considerable 
knowledge about effective ways of handling 
_ delinquents, and offered to cooperate with 
him in any way he might suggest in dealing 
with this social illness.) Approved the fol- 
lowing requests from the Ad Hoc Commit- 
tee on Recognition for Psychiatric Service 
Personnel : 1, Authorization to obtain esti- 
mates of costs involved and the number of 
Participating subscriptions that could be 


yi 


sold to an expanded APA Mental Hospital 
Services program to include a news sheet 
or supplement prepared specifically for psy- 
chiatric service personnel. 2. Authorization 
to investigate sources of financial support 
for at least a 2-year trial in providing the 
proposed services. 3. Authorization to study 
sources of revenue which would allow the 
APA to provide the several forms of recog- 
nition proposed for psychiatric service per- 
sonnel without added expense to the Asso- 
ciation. (The Committee suggested recog- 
nition pins and wallet or purse identification 
cards.) Appointed Dr. Lorne D. Proctor to 
the Editorial Board to fill the vacancy 
created by the resignation of Dr. John 
Whitehorn. Authorized $150.00 honoraria to 
Dr. Heinz Von Foerster and Dr. Hubert W., 
Frings in addition to the reimbursement of 
their expenses, in recognition of their out- 
standing papers on communication pre- 
sented at the 1961 Annual Meeting. Nomi- 
nated Dr. Ewald W. Busse for a 4-year term 
on the American Board of Psychiatry and 
Neurology as one of the representatives of 
the APA. Approved in principle the estab- 
lishment of a central repository for the col- 
lection, analysis and dissemination of mental 
health manpower information to be ad- 
ministered by the National Institute of 
Mental Health and offered the cooperation 
of the APA in the development and imple- 
mentation of this endeavor. Approved the 
recommendation of the Ad Hoc Committee 
on Insurance and authorized a revision of 
the life insurance units available to the 
membership under the APA insurance pro- 
gram to $25,000 per unit and authorized 
the Treasurer to send an appropriate an- 
nouncement to the membership. Requested 
the Membership Committee to present its 
recommendations regarding candidates for 
advancement to Fellowship at the 1961 fall 
meeting of the Council, if possible. 


C. H. Hardin Branch, M.D., 
Secretary, 1960-61. 
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REPORT OF THE TREASURER 


Iam happy to present to you my second 
annual report as Treasurer. 

In general, our financial stability has con- 
tinued to be good during the past year. 
Those problems which have developed have 
concerned principally the final adjustment 
in cash reserves which were depleted be- 
cause of the purchase several years ago of 
our Central Office Headquarters Building 
and its rehabilitation ; secondly, the pur- 
chase during the year of two adjacent 
properties at 1809 and 1811 R Street N.W., 
Washington, D. C. ; and thirdly, the need 
to expand our various committee activities. 

These needs have been carefully con- 
sidered and Council has decided to recom- 
mend to the membership a raise in dues 
which will produce the necessary funds to 
meet the requirements just mentioned. It 
was necessary to delay the submission of 
dues notices from February to May 15th 
in this connection. The dues problem will 
be presented to you on Wednesday. 

As of March 31, 1961, our assets amount- 
ed to $601,114, not including special purpose 
and restricted funds of approximately $73,- 
922. Our fixed assets in Washington amount 
to a value of $331,737, excluding an ac- 
cumulated depreciation reduction of $23,- 
619. Beginning in 1959-60, buildings are 
being depreciated at the rate of 24% per 


REPORT OF COORDINATING COMMITTEE CHAIRMAN ON THE 
TECHNICAL ASPECTS OF PSYCHIATRY 


I have the pleasure of reporting on the 
wide ranging activities of your Committees 
on the Technical Aspects of Psychiatry. In 
a composite presentation such as this, it is 
difficult to adequately reflect the scope of 
the work accomplished and impossible to 
suitably note the contributions of the vari- 
ous committee members. Nevertheless, in 
enumerating the highlights of the year’s 
work, the Association will again recognize 
its indebtedness to the individual members 
of the various committees. 

The members of the Committee on Aging, 


year and furniture and equipment at the — 
rate of 33 1/3% per year. 
We hold marketable securities with 
present value of $145,000, which cost us 
$82,000. : 
Our income for the year amounted to 
$622,666, while our expenses were $573 
000. Special mention should be made of th 
profitable operations of the News Letter 
and Mail Pouch, the Mental Hospital Serv- 
ice and Institute of the Journal. The variou: 
committees also are to be commended fo: 
staying within budget allocations. 
The Treasurer is happy to report that our 
recommendation of last year for the ap- 
pointment of an Internal Management Com. 
mittee has been implemented during the 
year and on yesterday the Council changed — 
this Committee to a Commission for more _ 
stable operation. i 
In conclusion, the Treasurer would like 
to assure the membership that the funds of 
the Association are received and disbursed 
under proper operating procedures and are 
safeguarded at all times. 
My special thanks are extended to Mr. 
Austin Davies for his cheerful cooperation — 
and helpful assistance throughout the year 


Addison M. Duval, M.D., 
Treasurer 


under the chairmanship of Ewald W. Busse, ~ 
and other members of the American Ps 
chiatric Association, participated in the — 
White House Conference on Aging as well ~ 
as in the preliminary state meetings. ‘ 
effective vak of ARR A was reflected 
in a number of important reports emanatin| 
from the White House Conference. A com- — 
prehensive review of the accomplishments — 
of the Conference will be given at this 
annual meeting. Psychiatrists’ interest ant 
training in the field of Geriatrics was 1 
surveyed in 1960. The data have ‘been 
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analyzed and a report of the results pre- 
_ pared by Dr. Goldfarb for submission to 
Council. 

The Committee on the Psychiatry of 
Childhood and Adolescence, chaired by 
_ Reginald S. Lourie, has secured funds to 
_ conduct a Conference on Training in Child 
Psychiatry in conjunction with the American 
Academy of Child Psychiatry. Dr. Lourie 
and Dr. Othilda Krug, the co-director of the 
- Conference for the Academy, have set up 
_ planning meetings for a preparatory com- 
mission to begin functioning. Mr. Robinson 
of the Central Office is an integral part of 

` the planning phases. 

A committee proposal for the establish- 
ment of a task force to consider the role 
of the psychiatrist and the APA in juvenile 
_ delinquency has been approved by Council. 
_ Dr. Stuart Finch has accepted the chair- 
_ manship of this task force and is making 
' plans for its membership and meetings. 
There is a good possibility that foundation 
support will be available for the work of 
_ this task force. 

__ The APA received a bequest from the 
_ Tate Dr. Agnes P. McGavin to be used in 
_the field of child psychiatry. On recom- 
_ mendation of this committee, Council ap- 
proved a McGavin prize to be awarded on 
a non-competitive, non-invitational basis for 
` the best work in a previous year related to 
" the preventive aspects of the emotional dis- 
_ orders of childhood. A selection committee 
_ is being appointed for this purpose. On 
_ recommendation of this committee, Council 
_ approved an APA official representative, 
_ Dr. Mabel Ross, to the Council of National 
_ Organizations for Children and Youth 
_ which is intended to implement the recom- 
mendations of the 1960 White House Con- 
ference on Children and Youth and plan 
for the 1970 meeting. 

J. Sanbourne Bockoven, chairman of the 
Committee on the History of Psychiatry, 
indicates that the committee has developed 
a 3-fold definition of its function: 1. The 
procurement of accurate record keeping of 
the actions, decisions and policymaking of 
the Association ; 2. The encouragement of 
study and evaluation of the existing body of 
recorded information as it reflects the suc- 
cesses and failures of psychiatric endeavors 


of the past; 3. The encouragement of 
awareness among Association members of 
our continuous need for application of his- 
torical insights in charting future courses of 
professional and organizational activity. 

A symposium is in preparation on “The 
Historical Role of the Physician in Relation 
to the Mentally Ill” to be submitted for the 
annual meeting in 1962. Also, plans are 
being laid for an exhibit at the 1962 annual 
meeting commemorating the 150th anni- 
versary of the publication of Benjamin 
Rush’s Medical Inquiries and Observations 
upon the Diseases of the Mind, published 
in Philadelphia in 1812. 

Members of the committee have visited 
Central Office and the New York Office to 
identify materials of possible archives im- 
portance. Contact has been made with sen- 
ior members of the Association in an effort 
to secure first-hand accounts of the modern 
history of psychiatry. Efforts have been 
made to locate portraits of historical im- 
portance to psychiatry and the possibility 
of developing a history section of the 
library in the Modern Founders room in the 
Central Office has been explored. This com- 
mittee has contacted the district branches of 
the Association in an endeavor to survey 
APA membership interested in participating 
in a project to prepare a series of publica- 
tions on the history of psychiatry. 

The Committee on Medical Education, C, 
Knight Aldrich, chairman, reviewed its role 
in the forthcoming conference on graduate 
education; reviewed and made recom- 
mendations concerning overall committee 
structure ; participated with the Committee 
on Therapy in deliberations relative to the 
policy statement on “hypnosis”; and spon- 
sored a round table at this annual meeting 
on “A Matching Plan for Resident Selections 
in Psychiatry.” 

The Committee on Mental Deficiency, 
under the Chairmanship of George Tarjan, 
requested and received Council approval 
for an exploratory meeting on mental de- 
ficiency and has been authorized to apply 
for outside funds, It was further recom- 
mended that the securing of such support 
should not modify the intent of the asso- 
ciation to develop the conference under the 
primary auspices of the APA. 
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Under authority of Council, the president 
of the Association has written to the presi- 
dent of the American Association of Mental 
Deficiency regarding a liaison relationship 
between the APA and the AAMD, 

This committee has reaffirmed its support 
of the principle of unity, that all mental 
health programs be under a single adminis- 
trative agency, and is, therefore, in oppo- 
sition to any trend which would separate 
programs for the mentally retarded from the 
organizational unit having responsibility for 
the care and treatment of the mentally ill. 

This committee recommended the in- 
clusion of mental retardation units in the 
proposed study of standards for public 
mental hospitals under the auspices of the 
Committee on Standards and Policies of 
Hospitals and Clinics. The latter committee 
has indicated its recognition of the need to 
include such institutions in its proposed 
project. 

An item given high priority in future 
activities is the development of a suggested 
basic curriculum in mental retardation for 
residents in psychiatry. 

James V. Lowry, chairman of the Com- 
mittee on Public Health, reports that the 
committee’s project relative to the care 
given psychiatric patients in nursing homes, 
including the licensing and supervision pro- 
vided, will be completed within the next 
year. This is being done through the co- 
operation of district branches and state 
societies. The committee indicates that in- 
formation at hand supports the need for 
district branches to interest themselves in 
local licensing law provisions for psychiatric 
patients in nursing homes. 

During the year, the committee has as- 
sisted the American Public Health Associa- 
tion in reviewing a citizen's guide to a com- 
munity mental health survey and also, in 
Conjunction with, the same association, 
studied and made recommendations rela- 
tive to a publication entitled: A Guide to 
Control Methods for Mental Disorders. 
The Committee on Public Health sees this 
type of assistance to the American Public 
Health Association as one of its principal 
functions and one which will extend the 
influence of the APA to the members of 
another large and nationally important pro- 


fessional group. . 

The Committee on Public Health 
viewed the present medical provisions of 
the Immigration and Nationality Act and ~ 
recommended, which was subsequently ap- 
proved by Council, that the act be changed 
to allow individuals to become eligible for ~ 
admission to this country who have been — 
without psychosis within the preceding 5 
years, and persons with epilepsy who have 
been symptom-free for one year or longer. 

It was also recommended that the tech- 
nical medical terminology used in the Act ` 
correspond to the international classifica- 
tion. 

Benjamin Simon, Chairman of the Com- 
mittee on Rehabilitation, represented the 
APA at various national and international 
meetings and also on committees of various 
national organizations in the general field 
of rehabilitation. Dr. Simon also served as 
consultant for several state mental health 
surveys by the Association. > 

In conjunction with the Committee on 
Therapy, a joint subcommittee was formed 
to study and evaluate occupational therapy — 
as a treatment procedure. 

The committee indicated its opposition to 
any legislation which would create a sep- 
arate office of special education and re- — 
habilitation on a federal level. This position 
was approved by Council as a policy of the — 
Association. 

A round table meeting on “Integration of 
the Services of Administratively Independ- — 
ent Psychiatric Rehabilitation Agencies” 
was sponsored by this committee for the 
current annual meeting. z 

A pilot study on rehabilitation, for which 
the committee received a grant a number of 
years ago and which has been under way — 
at the Boston State Hospital, is being com- 
pleted and a publication on this work is 
anticipated during the ensuing year. 

Under the chairmanship of Milton Green 
blatt, the Committee on Research reports 
the following : ; 

The committee, through its representative 
Dr. Ulett, assisted at the October 1960 3 
gional research conference on “Psychiatric 
Research in Public Service,” sponsored by 
the Mayo Clinic and the St. Paul Depart- — 
ment of Public Welfare. The manuscript of 
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this. conference is now being prepared for 
_ publication in the Psychiatric Research Re- 
ports series. 

One of the main concerns of the commit- 
tee during this period was the obtaining of 
funds necessary to publish future issues of 
Psychiatric Research Reports. Various 
sources are now being contacted in this re- 
gard. 

The Proceedings of the Iowa City Region- 

al Research Conference were published in 
November 1960 as the 13th in the “Reports” 
series and is entitled “Child Development 
and Child Psychiatry—In Tribute to Dr. 
Arnold Gesell in his 80th Year.” 
-For the December 1960 meeting with the 
American Association for the Advancement 
of Science, a well-received symposium on 
“Emotions in Man” was organized by com- 
mittee representative Dr. Knapp. 

The Adolf Meyer memorial lecture at the 
present annual meeting will be given by Dr. 
John Bowlby of Tavistock Clinic, London, 
who will speak on “Childhood Mourning 
~ and its Implications for Psychiatry.” The 
~ pharmaceutical company, which has been 
the sponsor of the 5 lectures in this series, 
will continue its support for one more year 
an may possibly consider further sponsor- 
ship, 

Also, at this annual meeting, the Commit- 
tee on Research will present a round table 
_ panel. Dr. Epstein has organized and will 
moderate a discussion on “The Mental Hos- 
_ pital in Transition: Research Setting and 
- Research Potential.” 

The Committee on Therapy, Henriette 

= Klein, chairman, during the current year, 
developed a statement on hypnosis after 
consultation with various committees, in- 
cluding the APA Committee on Medical Ed- 
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ucation, Committee on Research, Committee 
in Liaison. with the American Academy of 
General Practice, as well as the Council on 
Mental Health of the American Medical 
Association. This was submitted to Council 
and approved with circularization to the 
entire membership. 

As previously reported by the Committee 
on Rehabilitation, a subcommittee on occu- 
pational therapy was appointed in conjunc- 
tion with the Rehabilitation Committee to 
conduct an inquiry into current practices 
and research in that particular field. This 
study is nearing completion. 

The Committee developed a policy on the 
administration of certain potent drugs used 
by non-medical psychotherapists, which was 
approved by Council. 

The committee members were consultants 
for Dr. Paul Feldman on his study of the 
Current Status of Psychotherapy with Hos- 
pitalized Schizophrenic Patients which in- 
cludes the extent to which psychotherapy is 
currently in use for that group of patients, 
and the individually determined judgment 
of its effectiveness by each hospital-facility 
in the sample studied. This will be pub- 
lished by him as an independent study. 

All committees considered the suggestions 
made by the president to strengthen the 
APA committee structure and also reviewed 
the functions of their individual committees. 
Their recommendations have been sub- 
mitted to Council, 

Tn concluding this report, I wish to thank 
the various committees for the cooperation 
and support given me and to express my 
appreciation for the opportunity of working 
with them during these several years. 

Harvey J. Tompkins, M.D., 
Chairman. 


REPORT OF THE COORDINATING COMMITTEE CHAIRMAN 
ON COMMUNITY ASPECTS OF PSYCHIATRY 


It is again an honor to represent through 
this report the 10 Committees of the Com- 
munity Aspects of Psychiatry. As noted in 
the Presidential Address, shifts in hospital 
practices are making and will make even 
more in the future, psychiatric consultation, 
diagnosis and treatment tasks at the com- 


munity level larger and more challenging. 
The community aspects of psychiatry cer- 
tainly penetrate more widely in our Asso- 
ciation’s activities than is represented by 
these 10 committees. Nevertheless, these do 
have the heavy responsibility of furnishing 
ideational leadership to the Association in 
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this broad field. As coordinator, I am grate- 
ful to the chairmen of the committees for 
their leadership in services to you, the 
members of the Association. It was a pleas- 
ure to note that 3 of the 4 publications men- 
tioned in Dr. Ross’s report were the work 
of committees in this group. They were the 
glossary, produced by the Committee on 
Public Information, the annotated bibliog- 
raphy, Sources of Information Behavioral 
Problems of Adolescence, a product of the 
Committee on Academic Education, and 
the pamphlet on Mental Health on the Job, 
by the Committee on Occupational Psychi- 
atry. The latter document, now out about 1 
year, has sold 24,000 copies. Sales of the 
glossary are astronomical; they were 
brought to your attention last year in this 
report. 

The Committee on Academic Education, 
from the Chairmanship of which Dr. Doug- 
las Darling is retiring after very productive 
years, is studying the feasibility of a resi- 
dency training program for psychiatrists in 
the mental health of college students. Its 
round table for this meeting, on Value Sys- 
tems in Higher Education, has been care- 
fully planned around an excellent discussion 
group. As one of the guardians of the money 
of our Association, this must be noted as 
having been accomplished at no expense to 
the Association, The Committee planned, 
and a member carried out, a study on the 
influence of the history of prior psychiatric 
treatment on college acceptance of a student 
for admission. 

The Committee on Disaster and Civil De- 
fense and on National Defense, Drs. Ed 
Koller and John Caldwell, Chairmen, re- 
spectively, have for the most part, inte- 
grated their work this year. They are literal- 
ly facing life and death problems; and I 
sympathize with them as they wrestle 
mightily with what we will be responsible 
for in time of disaster. Their Sunday night 
discussion brought a conclusion that at 
least during the period of first impact, our 
job is likely to be that of a physician more 
than that of a specialist; perhaps this re- 
alization might have partaken in the moti- 
vation for President Felix’ pleas in his 
address. While struggling still with the 
basic problem of the role of the psychiatrist 
in disaster, these groups are collaborating 


in investigative and educational conference 
The collaboration of the Armed Service 
and the Office of Defense Mobilization with 
these committees deserves the thanks of the — 
Association. The committee has sought and 
attained collaboration in the Distri 
Branches of the Association. ; 
The Committee on International Rel: 
tions, led by Dr. Lothar Kalinowski, ent 
tained our foreign guests at luncheon, Thi: 
group has studied and recommends the pr 
posal to form a World Psychiatric Associa- 
tion, It has helped arrange opportunities for 
colleagues from abroad to reach psychiatric — 
centers in this country, and is willing, with — 
the help of Central Office staff, to aid our 
membership with recommendations fo: 
places of scientific interest to visit when 
abroad. As might be expected, this Commi 
tee is interested in the field of transcultural 
psychiatry and its development as a scien- 
tific field. 4 
The Committee on Leisure Time and I 
Uses, Alexander Martin, retiring Chairman, 
has cooperated with the Outdoor Recrea- 
tion Resources Review Commission in ar- 
ranging a 3-day conference on the topic, | 


The Public Information Committee, 
Henry Laughlin, Chairman, has its regul 
tasks of maintaining the Association's re 
tions with the press at our annual meetin 
a task done so well over the years that « 
policies have become models for other 
tional professional organizations. Throug) 
out the year, the committee gives consult 
tion to writers and other producers of 
terial which may have an effect on 
public image of psychiatry. The Summary — 
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of Scientific Papers, available for this Meet- 
ing, represent part of the work of this com- 
mittee, 

The Committee on Occupational Psychi- 
atry, Ralph Collins, Chairman, has con- 
tinued its multiple educational activities. Its 

contacts extend broadly, touching many 
other professional organizations, including 
the A.M.A. and. government agencies inter- 
ested in the general problem of rehabilita- 
tion. As already noted, the pamphlet on 
_ Mental Health on the Job has proved ex- 
traordinarily successful. This group pub- 
_lishes a quarterly newsletter distributed to 
_ about 500 persons particularly interested in 
mental health in industry. 
Preventive Psychiatry, Dr. Henry Work, 
Chairman, is working on a series of papers, 
one of which is complete, for the education 
É general practitioners in certain aspects of 
sychiatry. Their enthusiasm is attested by 
the fact that they will need an extra meet- 
ing next year. The Committee has collabo- 
rated in state surveys. It is looking ahead 
t its next task, even while involved in the 
present one. 
_ Dr, Earl Loomis’ Committee on Religion 
and Psychiatry has done a study of our 
membership’s attitudes in the fields repre- 
sented. This committee is exploring the 


` Ihave the honor of presenting a summary 
of the activities of your 10 Standing Com- 
 mnittees on Professional Standards. This 
~ completes my first year of responsibility as 
Coordinating Chairman and I am very 
pleased to commend the diligence of each 
of these Committees whose year-long efforts 
in your behalf have not only enhanced the 
stature of our Association in its many ac- 
tivities but also contributed significantly to 
the improved welfare’ of those whose care 
~ is our charge. Of necessity the work of these 
_ Committees in its major essentials is long 
_ term. The scope of the problems to which 
they address themselves preclude easy, 

rapid solution. In full appreciation of this 


i 


area of its interests in its discussions. 

The Committee on Veterans, under Dr. 
Seymour Rosenberg has studied the prob- 
lems of the residency training programs of 
Veterans Hospitals, recommending strongly 
the further development of relationships 
with medical schools. This group is originat- 
ing a further study of this feature of resi- 
dency programs. The extension of Veterans’ 
psychiatric programs to include newer tech- 
niques such as half-way houses, home care 
and paid work programs are recommended 
for further extension. This group is again 
studying the problem of recruitment facing 
the Veterans Administration to find ways of 
being helpful in this persistent issue. 

Each committee has re-examined its terms 
of reference. The resulting statements will 
now be edited and codified in a manual so 
that continuous work can be assured. Each 
committee will make a special study of the 
Joint Commission Report as to pertinence 
of material for the Committees’ fields of 
work, The addition of Dr. Hogan to the 
staff should further enhance the usefulness 
of committee work by affording more ef- 
ficient administrative help and guidance. 


Paul V. Lemkau, M.D., 
Chairman, 


REPORT OF THE COORDINATING CHAIRMAN OF THE 
COMMITTEES ON PROFESSIONAL STANDARDS 


the Committees voluntarily have devoted 
much time and effort and have earned our 
thanks. I personally am grateful to their 
Chairmen and each individual member for 
their help and cooperation. 

The Committee on Liaison with the 
Academy of General Practice has expressed 
a continuing interest in document “Psychi- 
atry for the Non-Psychiatric Physician: a 
Bibliography” published by the National 
Library of Medicine. Currently, this publi- 
cation is being revised and the Committee 
has recommended the addition of psychi- 
atric annotations for each bibliographic list- 
ing. 
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As you know, the work of this Committee 
has been greatly facilitated by its participa- 
tion in the General Practitioner Education 
Project in which our Association joins the 
American Academy of General Practice. In 
this connection, it plans to document the 
work done thus far as well as plan for new 
projects which will extend its liaison func- 
tion to other national organized medical 
groups. 

The Committee plans active participation 
in a conference planned for teachers of 
postgraduate psychiatry courses for non- 
psychiatric physicians which is tentatively 
to be held in Washington this fall. It also 
co-sponsors a regional AAGP-APA Confer- 
ence to further postgraduate psychiatric ed- 
ucation. In this connection one of its 
continuing concerns, the limitations and 
boundaries in psychiatric treatment by non- 
psychiatrist physicians, will be furthered by 
these activities, 

The Committee in Liaison with the 
American Hospital Association has expend- 
ed much effort successfully in the area of 
intergroup relations. A major undertaking 
which shortly will have the collaborative 
approval of the American Hospital Asso- 
ciation is an important brochure on “Psychi- 
atric Services in General Hospitals.” This 
has had a final editing and we can anticipate 
its early release. 

This Committee has a wide range of in- 
terests which, by their nature, overlap the 
concerns of other Committees and therefore 
the Association profits the more. In this 
frame of reference there is the Blue Cross 
plan for insurance for psychiatric patients, 
the American Bar Foundation project on the 
statutory provisions which safeguard the 
tights of the mentally ill, the problem of the 
legal implications involved in the responsi- 
bility for patients upon leaving the hospital 
as well as developments in related educa- 
tional areas, 

The Committee on Mental Hospitals 
functions in 6 areas : 1. The improved ap- 
plication of psychiatric standards used by 
the Joint Commission in Hospital Accred- 
itation ; 2. Cooperation with the enterprises 


of the Mental Health Service ; 3. Efforts to 


extend the scope of coverage in prepa 
medical care programs to include’ ment: 
illness ; 4. Collation of material relating to 
the development and operations of mental 
hospitals; 5. Sponsorship of our annual - 
round tables; 6. Collaboration with th 
APA Program Committee. Latterly the 
Committee has had a keen interest shared 
with others in the effects of the ECFMG on 
the staffing patterns in mental hospital fa- 
cilities. It has also a collaborative interest 
in the work of an Ad Hoc Committee con- 
cerned with Allied Psychiatric Service Per- 
sonnel, 
The Committee on Psychiatric Nursing 
enjoys a mutually profitable relationship 
with national nursing organizations with 
whom it shares responsibility for the plan- 
ning of a conference which will consider — 
the nature of psychiatric nursing and the 
changing role of the nurse. It has jointly 
sponsored with the National League for 
Nursing a Seminar Project for Teachers of 
Psychiatric Aides. It proposes to explore the 
advisability of convening a multidisciplinary 
conference to be concerned with the nurs- 
ing needs of the mentally ill. In this con- 
nection the Committee is involved in liaison 
efforts related to the accreditation of schools. 
of nursing. 
Committee on Nomenclature and Statis- 
tics is involved in the periodic revision of 
the Diagnostic and Statistical Manual of 
the APA. In this role it has recently been 
concerned with the ramified problem of 
making the APA classification interchange- | 
able with the International one. The magni- — 
tude of this problem can be appreciated 
immediately if you will consider how deep- 
ly we and our hospitals are embedded in 
the existing system of maintaining hospital 
records. The Committee seeks a series of 
minimal changes which will leave much 
untouched, yet, by a judicious dropping out 
of certain categories and slight alterations 
of others it is hoped that the final product 
will be not only translatable but also more i 
accurately reflective of current opinion and — 
practice. i 
The work of the Committee on Psychiatry 
and the Law too is basically a long termi ~ 
operation. Such fundamental questions a 
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those involving privileged communication, 
the rights of the mentally ill, confidentiality, 
problems related to delinquency, the thorny 
issues of criminal responsibility and the like 


tempore effort. 
We are fortunate in the composition of 

the Committee to have a panel of distin- 
. guished authorities whose expertise covers 
the gamut of this important area in which 
_. psychiatrists, perhaps more than any other 
_ discipline in medicine, are intimately in- 
volved. 

~ The delicate but vital area of professional 
standards, practices and relationships to 
which the Committee on Relations with 
Psychology devotes its attention needs little 
~ comment. The membership of this Associa- 
_ tion is familiar with these problems, the 
activities and efforts of its predecessor Com- 
~ mittees and the policy positions taken by 
= this Association in the recent and more 
= distant past. 
~. In its currently constituted form the 
_ Committee is doing yeoman work in an 
_ effort to arrive at mutually agreed and ac- 
ceptable positions which will better define 
our relations with the national association 
which represents our colleagues in psy- 
chology. 

These areas of overlap among related 
_ professional disciplines require careful de- 
_ lineation and definition and the Committee 
__ is to be commended for its diligence, broad 
vision and tact. 

____ The Committee on Psychiatry and Social 
Work (you will note a change in the name 
of this Committee), feels, with Council, 
that this change recognizes more accurately 
the developments which have taken place 
in social work itself as well as defines more 
precisely the increasing scope of the Com- 
mittee’s concern. In testament of this, the 
Committee has established a series of liai- 
sons with the Council on Social Work Edu- 
cation, the American Sociological Associa- 
tion, the American Probation and Parole 
Officers Association as well as maintained 
the established relationships it has enjoyed 
with the national associations representative 
of psychiatric social service workers. 


are not encompassed by any quick, ex-. 


Here too, the problems of defined roles 
and responsibilities, the scope of individual 
and collaborative undertakings and their 
many derivative aspects require the ex- 
penditure of much time and effort for which 
the Committee deserves our sincere thanks, 

The Report of the Joint Commission 
encompassing its recommendations only 
serves to highlight the task of the Commit- 
tee on Standards and Policies of Hospitals 
and Clinics concerned as it is with studies 
leading to a reformulation of acceptable 
standards and patterns of staffing and op- 
eration in treatment facilities for the mental- 
ly ill and the mentally retarded. Necessarily 
this work requires both extensive and con- 
tinuing study to develop a qualitative eval- 
uation of service rather than a qualitative 
measurement of operations which up to 
now has been the gauge for judgment. 

This undertaking is also collaborative in 
its scope as are many of the related func- 
tions of the Committee and therefore ex- 
tensive liaison activities are among its other 
duties. The range of responsibility for a 
definition of hospital bed ratio on the one 
hand to the care and disposition of records 
on the other give some idea of the ramifica- 
tion of this Committee’s deliberations. 

The burgeoning of private psychiatric 
practice in recent years is reflected in the 
composition and agenda of the Committee 
on Private Practice. Office practice, that 
conducted in private hospitals as well as 
practice in general hospitals are areas within 
its purview. 

The troublesome area of health insurance 
provisions for psychiatric care of all grades 
and levels has been a pressing concern of 
this Committee. To this end they have un- 
dertaken a series of studies with knowledge- 
able persons and representatives of other 
groups, agencies and corporations involved 
similarly. They serve as consultants and as 
a reference committee for the resolution of 
many of the trying issues which grow out 
of the use and abuse of psychiatric health 
insurance programs, 

Howard P. Rome, M.D., 
Chairman. 
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Wort Psycuratric AssociaTion.—The 
first World Congress of Psychiatry was held 
in Paris in 1950, the second in Zurich in 
1957, and the third in Montreal in 1961. 
In between meetings an international body 
for the organization of world congresses of 
psychiatry was charged with planning the 
assemblage. At the last meeting in Mon- 
treal, Canada, it was decided to change this 
organization to the World Psychiatrie As- 
sociation. This was agreed to unanimously 
by the 40 representatives of the various 
countries. The international committee, 
elected by the General Assembly, is made 
up of : 

H. Barahona Fernandes (Portugal) ; D. 
Blain (U. S. A.) ; M. Bleuler (Switzerland) ; 
F. J. Braceland (U.S.A.) ; H. Burger-Prinz 
(Germany); J. A. Bustamente O'Leary 
(Cuba); D. E. Cameron (Canada) ; J. Delay 
(France); H. Delgado (Peru); H. Ey 
(France) ; R. H. Felix (U. S. A.) ; M. Goz- 
zano (Italy) ; S. Hayashi (Japan) ; H. Hof 
(Austria) ; A. Jus (Poland) ; G. Langfeldt 
(Norway) ; J. J. Lopez Ibor (Spain) ; W. 
Overholser (U. S. A.) ; A. C. Pacheco Silva 
(Brazil) ; J. G. Prick (Holland) ; W. Sar- 
gant (Great Britain); C. A. Seguin (Peru); 
P. Sivadon (France) ; E. Stromgreen ( Den- 
mark) ; and J. Zutt (Germany). 

The officers of the World Psychiatric As- 
sociation are : 

President : D. E. Cameron (Canada) 
Vice-President : F. J. Braceland (U. S. A.) 
General Secretary : H. Ey (France) 
Assistant Secretaries: W. Sargant (Great 
Britain) and J. J. Lopez Ibor (Spain) 
Treasurer : P. Sivadon (France) 

A special meeting of the General Assem- 
bly will be held in 1962 in Geneva in order 
to transact the business of this organization 
and plan the next World Congress. The of- 
fices of the World Psychiatric Association 
will be located in Geneva, Switzerland. 


AMERICAN ELECTROENCEPHALOGRAPHIC SO- 
city.—The newly elected officers of the 
American Electroencephalographic Society, 
elected at the June 1961 meeting in Atlantic 
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City : Charles E. Henry, Hartford Connect 
cut, President; Cosimo Ajmone-Marsai 
Bethesda, Maryland, President-Elect ; Kei 
neth A. Kooi, Ann Arbor, Michigan, Se 
tary ; Isadore S. Zfass, Richmond, Virgini 
Treasurer. 


Henry PoLLAKk MEMORIAL LECTURES, 
Monroe Eisner, president of Monmoui 
Medical Center, Long Branch, N. J. h: 
announced the inauguration of the Henry 
Pollak Memorial Lectures which this ye: 
will bring to this country Dr. Lipot Szon: 
of Zurich, founder of the International Con- ~ 
gress for the Study of Schicksal Psychologie — 
(analysis of destiny). 5 

The lecture series is underwritten b 
Maurice Pollak of West Long Branch, N. J, 
in memory of his father, the late Henry 
Pollak. The Pollak Foundation is also the 
source of funds which established and h 
to maintain the Pollak Clinic, the commi 
nity mental hygiene service of the Moi 
mouth Medical Center of which Milton | 
Kirkpatrick, M.D., is director. Present plai 
call for Dr. Szondi to spend the week of 
November 3 in the United States during 
which time he will present 3 all-day semi- 
nars at the Pollak Clinic, 1 lecture at Prince- 
ton University and 1 lecture in New Yor! 


City. 


RESEARCH TRAINING IN PsycutaTRy.—A 
year program of research training in ps 
chiatry leading to the degree of Doctor 
Medical Science is available at the S 
University of New York Downstate Me 
Center. It is open to M.D.s who have co 
pleted 3 years residency training. Cand 
dates who have completed 2 years V ill 
also be accepted : the final year of residen 
to be taken at the peas ee f 
Kings County Hospital concurrently 
the sere. Se A broad interdiscip! 
nary faculty will conduct the courses 
supervise the work of candidates. E 
clinical and laboratory facilities are a 
able. 

Each candidate accepted will be gra 


a 


[ September 


fellowship of $6,000 for the first post- 
residency year and $7,000 for the second. 
These fellowships may be supplemented by 
stipends in special cases. Three-year candi- 
dates will receive $7,100 for the final resi- 
dency year, 
Applications for the academic year 
beginning September, 1962 should be sub- 
mitted before February 1, 1962. For infor- 
mation write to: Office of Admissions, 
Downstate Medical Center, 450 Clarkson 
_ Avenue, Brooklyn 3, New York. 


Dr. Danmxs Honorev—On May 19, 
1961, The Association for Psychoanalytic 
Medicine in conjunction with the Columbia 
University Psychoanalytic Clinic and its 
Alumni Association tendered a dinner in 
onor of Dr. George E. Daniels, Retiring 
Director of the Columbia University Psy- 
hoanalytic Clinic. Among the distinguished 
ests paying tribute to Dr. Daniels were : 
. H. Houston Merritt, Dean of the Co- 
lumbia University College of Physicians and 
jurgeons ; Dr. Carl Binger ; Dr. Nolan D. C. 
Lewis; Dr. Sandor Rado. 
“The Psychoanalytic Clinic’s new Director 
Dr. George S. Goldman. 


AMERICAN ÅSSOCIATION or NEUROPATHOL- 
sts.—At the 36th annual meeting of the 
American Association of Neuropathologists, 
the following members were elected to 
"serve as officers for the current year ; David 
~ Cowen, M.D., New York, N. Y., President ; 
_ Leon Roizin, M.D., New York, N. Y., Presi- 
dent-elect ; Angel Pentschew, M.D., Balti- 
more, Maryland, Vice-President; Irwin 
Feigin, M.D., New York, N. Y., Secretary- 
treasurer; Humberto Cravioto, M.D., 
exico, D.F., Mexico, Assistant Secretary- 


_ Dr. Arret Honorep.—The Department of 
Psychiatry of the University of Pennsyl- 
vania honored Dr, Kenneth E. Appel, 
_ chairman of the department and professor 
‘of psychiatry, at a reception, June 23, at 
the Overbrook Golf Club, Bryn Mawr, Pa. 
_ Dr. Appel, past president of the Ameri- 


can Psychiatrie Association has completed 
his 3lst year on the School of Medicine 
faculty. The new laboratory for research in 
psychiatry was dedicated to Dr. Appel in 
September 1960. 

He is president of the national Joint Com- 
mission on Mental Illness and Health, es- 
tablished by Congress in 1955 and financed 
with a grant of $1.5 million from the Na- 
tional Institute of Mental Health to survey 
the nation’s resources for combatting mental 
illness. The 11th and final volume of the 
Commission’s report was published this 
spring. 


Tae Davin Core Woison Lecrure.—The 
3rd David Wilson lecture at the University 
of Virginia was given at Charlottesville, 
April 21, 1961 by Dr. William B. Terhune, 
Medical Director, the Silver Hill Founda- 
tion, New Canaan, Connecticut. The sub- 
ject of Dr. Terhune’s lecture was The Treat- 
ment of the Phoebic Patient. 

The lecture proper was preceded by a 
delightful and fully merited tribute to Dr. 
Wilson. 


THE SOCIETY ror THE SCIENTIFIC STUDY 
or Sex.—The 4th annual meeting of the 
Society will be held at 9:30 a.m., Novem- 
ber 4, 1961, in the Barbizon Plaza Hotel, 
106 Central Park South, New York City. 

The topic for the morning session is “Sex 
and Aging.” Discussants : Dr, Harry Benja- 
min, Dr. Lissy F. Jarvik, Dr. Joseph T. 
Freeman, Mrs. Donald Armstrong. Chair- 
man: Dr. Hugo G. Beigel. ; 

The topic for the afternoon session is 
“Sex Factors in Schizophrenia.” Discus- 
sants: Dr. Bernard C. Glueck, sieve Dr. 
Jules D. Holzberg, Dr. Lothar B. Kalinow- 
sky, Dr. Sandor Rado. Chairman: Dr. 
Franz J. Kallmann, f 


Tue Nevrosurcican SocwrY or CHiLE.— 
Officers of the Society for the period 1961- 
62 are : President, Dr. Mario Contreras V. ; 
Elected President, Dr. Juan R. Olivares ; 
General Secretary-Treasurer, Dr. Juan Fier- 
to M. ; Directors, Dr. Reinaldo Poblete G., 
and Dr. Manuel Donoso C. 
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Norice TO DIPLOMATES OF THE AMERI- 
can BOARD or PSYCHIATRY AND NEUROLOGY, 
Inc.—The American Board of Psychiatry 


mate to maintain his current mailing address 
and current professional appointment on 
file in the Executive Office. If your address 
and professional appointment have changed 
since the date of your certification, please 
forward such information to: American 
Board of Psychiatry and Neurology, Inc., 
102-110 Second Ave. N.W., Rochester, 
Minn. 

Because of the ever increasing inquiries 
addressed to the Board, it has become es- 
sential to maintain an up-to-date address 
file on all diplomates. 

David A. Boyd, Jr., M.D., 
Executive Secretary-Treasurer. 


LEGISLATION ÅFFECTING MENTAL HEALTH 
PROGRAMS IN THE SOUTHERN SrATES.—The 
Southern Regional Education Board reports 
on state legislation at the 1961 sessions of 
the legislature in 7 of the 13 SREB states 
that hold legislative sessions during 1961, 
dealing with mental health. 

Arkansas : Proposed bond issue, $16 mil- 
lion for new buildings at State Hospital and 
Children’s Colony. . . . Operating fund for 
Children’s Colony doubled for coming bi- 
ennium. . . . Child guidance clinic estab- 
lished at University Medical Center to 
diagnose minimal brain damage. 

Georgia: Increased appropriations for 
Milledgeville State Hospital and Gracewood 
State School. . . . Bill on determining pos- 
sible increase patient-pay revenue. 

Louisiana : Appropriations increased for 
all mental health services, with special at- 
tention to exceptional children. . . . Evalua- 
tion center for mentally retarded to be built 
in New Orleans, and research and rehabili- 
tation center to be established. 

South Carolina : Appropriations increased 
for mental health program. . . . Consultant 
in mental retardation added to Mental 
Health Commission. . .. Community health 
Services plan enables counties to participate 
in mental health services on matching funds 

asis, . . . Psychiatric residency for South 
Carolina State Hospital. 


and Neurology, Inc. requests each diplo-: 


Tennessee: Appropriations for 
health activities increased 23% for next 
ennium. . . . NIMH, Peabody College and 
Tennessee-Kentucky Mental Health Depart. 
ments cooperate in pilot program in trainin; 
of “emotionally” disturbed children, . . 
New intensive treatment centers in Chat- 
tanooga and Memphis, the latter to 
teaching hospital for University of Tennes- 
see Medical School... . 
thorized from treasury surplus for improy- 
ing mental health facilities. ; 

West Virginia: New training center for 
psychiatric nursing at Huntington State ~ 
Hospital. . . . Barboursville State Hospital — 
converted to alcoholic treatment center, 
Training school for retarded childr 
opened to blind and deaf patients. . 
Operations appropriations for all insti 
tions increased. 

Report on the other 6 SREB states to — 
follow when their legislative sessions have 
adjourned, y 


ENCYCLOPEDIA OF THE SOCIAL SCIENCES 
Announcement has been made that work on 
a new edition of this Encyclopedia has be- 
gun under the editorial direction of Bert F, 
Hoselitz. The plans call for an edition o 
12 to 15 volumes with a total of 6 to 
million words. Simultaneous publication of 
the entire work is tentatively scheduled for 
1965. ; 

The Encyclopedia will encompass the — 
work in anthropology, economics, political — 
science, psychology, and sociology as well 
as related material in social history, educa- 
tion, business administration, linguistics, 
law, and medicine including psychiatry. 

The work will be under the guidance 
an editorial board of social scientists fro 
many nations under the chairmanship 
W. Allen Wallis, Dean of the Grad 
School of Business, University of Chica; 
with consultants from all relevant fields. 

The office of the Encyclopedia is at 58 
Greenwood Ave., Chicago 37, Ill. 


New Jersey PSYCHOANALYTIC Associ 
tion.—The following physicians were eler 
to office at the annual meeting IR 


ciation: John E. Hughes, M.D. 
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ange, N. J., President; Samuel A. Weiss, 
M.D., East Orange, N. J., Vice-President ; 
Benedict J. Bernstein, M.D., Maplewood, 

J., Secretary ; Howard Schlossman, M.D., 
Englewood, N. J., Treasurer; Herman 
Shlionski, M.D., Montclair, N. J., Council 
Representative ; George Zavitzianos, M.D., 
Tenafly, N. J., Alternate Council Repre- 
sentative. 


MepicaL Hyrnosis.—A graduate course 
in medical hypnosis is offered to physicians 
and dentists by the University of Pennsyl- 
vania Graduate School of Medicine, De- 
partment of Neurology and Psychiatry, be- 

ng October 4, 1961. The course meets 

ommendations made by the American 
ical Association’s Committee on Hyp- 
nosis, 
The course will be given at the Institute 
f the Pennsylvania Hospital, 111 North 
9th St., Philadelphia, under the direction 
f Lauren H. Smith, M.D., Professor and 
Chairman of Psychiatry, Department of 
Neurology and Psychiatry, Graduate School 
of Medicine and Physician-in-Chief, Insti- 
tute of the Pennsylvania Hospital. Enroll- 
ment is limited to 24. Tuition $375. 


Oren Warvs—New York State Hospt- 
‘ALS.—T'wo institutions under the New York 


State Department of Mental Hygiene have 
achieved 100% open ward policy. They are 
St. Lawrence State Hospital and Syracuse 
Psychiatric Hospital. 

Other institutions in the state, more than 
90% open are : Hudson River State Hospital 
(92), Newark State Hospital (94), and 
Syracuse State School (91). 


SOUTHERN PSYCHIATRIC ÅSSOCIATION.— 
The 1961 annual meeting of the Southern 
Psychiatric Association will be held in New 
Orleans at the new Royal Orleans Hotel 
Oct. 1, 2, 3. 

The registration fee, $15, will entitle 
members to the following : cocktail party 
and entertainment Sunday night; cocktail 
party, banquet and dance Monday night. 

Dr. John Bick is in charge of the scientific 
program and Dr. Kenneth Ritter is chair- 
man of the program committee. The nomi- 
nating committee, Dr. Dexter Bullard chair- 
man, will nominate the following slate of 
officers for 1961-62 : 

President—Titus Harris, M.D. 

President-Elect—Richard Proctor, M.D. 

1st Vice-President—Robert Webb, M.D. 

2nd Vice-President—William Reese, M.D. 

Secretary-Treasurer—Sullivan Bedell, 

D 


Board of Regents—Levin Magruder, M.D. 


COMPLEMENTARY 
We are foolish, and without excuse foolish, in speaking of the superiority of one sex 


; to the other, as if they could be compared in similar things ! Each has what the other 
E has not; each completes the other ; they are in nothing alike ; and the happiness and 
; perfection of both depend on each asking and receiving from the other what the other 


alone can give. 


—Joun Ruskin 


PSYCHIATRIE DER GEGENWART—FoRSCHUNG 


Edited by H. W. Gruhle, R. Jung, W. 
Mayer-Gross and M. Mueller. (Berlin and 
Heidelberg : Springer-Verlag, 1960, pp. 
1229, 146 ill.) | 


This is the second of three volumes destined 
to give a picture of present-day psychiatry. 
The volume deals only with clinical psychiatry. 
The presentations, appreciations and criticisms 
move from the still so-called “endogenous psy- 
choses” over psychopathies, neuroses, addic- 
tions, organic psychoses and brain diseases to 
psychiatry of the child, adolescent, and old 
people. Mayer-Gross has written a short suc- 
cinct introduction. His editorial achievement is 
highly commendable. 

Many or even most of the authors’ names 
are as good as unknown in this country. To 
enumerate all of them with all their merits 
and demerits would bore our readers. However 
one and the other must be mentioned at least, 
if only to attract attention to their names and 
work. There is Wyrsch with a crisp chapter on 
schizophrenia the treatment of which both 
Max Miiller and Christian Miiller discuss ex- 
haustively in an extra chapter. The manic- 
depressive psychoses are presented by Weit- 
brecht, a clinician who, rooting in the biological 
aspect of our field has an especially fine finger- 
tip feeling for a philosophical approach. His 
chapter is followed by the therapeutic one done 
by Hans-Hermann Meyer who remains refresh- 
ingly critical. The symptomatic psychoses are 
dealt with in a structural manner with gestalt 
psychological leanings by Klaus Conrad. Weit- 
brecht and Conrad impress this reviewer partic- 
ularly since they bring new ideas into an area 
in which some people think no new crops can 
be harvested. Scheid reports on a variety of 
disturbances in infectious and tropical diseases 
about which little or even nothing was known 
before. He also sketches the treatment of 
neurolues. The outstanding institution for epi- 
leptics in Bethel (near Bielefeld) is the in- 
exhaustible source of two thorough chapters by 
Schorsch on clinic and research, and Dreyer 
on treatment of the epileptic diseases. From 
Waverley, Massachusetts, comes a most wel- 
come contribution on the oligophrenias by 
Master Benda himself. 

Stutte gives a picture of the serious and less 
Serious disturbances in children and youngsters. 
Ruffin takes pains to distinguish between nor- 
mal aging and the unblessings of senility. 


xt 
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All in all, this is a book written by perso: 
who know their business, who have a matur 
attitude toward theory and practice. It should 
be emphasized that in the German-speakin; 
parts of Europe 1 the interest in psychotheray 
has definitely increased ; one can say that i 
this direction the influence of U, S. A. psychia. 
try is unmistakable. Psychoanalysis does not and 
never did play the role it did and partly 
does play in this country. Perhaps the more 
theoretical training and performing withhol: 
these outbursts of therapeutic enthusiasm 
which we are witnessing in our country once in 
awhile. Of course—and this is of more 
psychiatric significance—the European atti 
in general has taken on a more pessi 
streak. Whatever the degree of optimism 
pessimism in respect to psychiatric treatm 
may be on either side of the Atlantic, the pos- — 
sibility of a good, mutual understanding 
higher than ever before. In a sense this is im- 
plied in a remark made by Weitbrecht (p. 
78) : One cannot say that Kraepelin’s system 
was everywhere accepted and kept in use 
without antagonism. Yet wherever there is any 
scientific psychiatry, one talks about manic- 
depressive and schizophrenic psychoses. Kra 
pelin’s classical positions are so well known 
that one can come to some agreement as 
what kind or psychoses one is discussing noi 
withstanding the most various nosologic h 


theses. a 
Evcen Kaun, M.D., 
Houston, Tex, 


ferson and his physician, Dr. Robley Dun 
son, during a year ending just short of 3 months — 
before Jefferson’s death. The letters have to do - 
with Jefferson’s failing health and the Uni- 


versity of Virginia that he had just foun 
(oe March 7, 1825) at Charlo 


and of which he was Rector. 


efferson had the same high ambitions as to 

ie quality of the teaching staff of his univer- 
d the medical faculty connected with it 

hns Hopkins, 50 years later, prescribed to 
trustees for the medical school he proposed 
blish. For the University of Virginia Jef- 

on had written, “We have determined to re- 

ive no one who is not of the first order of 
science in his line ; and as such in every branch 
cannot be obtained with us, we propose to seek 
e of them at least in the countries ahead of 

in science, and preferably in Great Britain, 

’ the land of our own language, habits and man- 


Robley Dunglison was an import from Lon- 
lon. Of him, as Dorsey notes, Osler said, 
glison has all the wisdom of his day com- 
with a colossal industry.” He became 
ssor of anatomy and medicine and eventu- 
chairman of the faculty of medicine at the 
sity of Virginia. Later on he was invited 
hiladelphia where he was made professor of 
e Institutes of Medicine at Jefferson Medical 
ollege. He authored several medical texts, in- 
“cluding his highly regarded textbook Human 
- Physiology. He has been called the “Father of 
_ American Physiology.” He is perhaps best re- 
embered by his famous medical dictionary, 
e first edition of which came out while he was 
at Charlottesville. The Dunglison Medical Dic- 
ionary was a standard reference work through 
editions. 

An interesting debate between Jefferson and 
physician occupies several of the letters in 
book, couched in the exquisite language of 
entlemen of the time, conceming payment for 
the doctor's services. The patient continued 

oe and the doctor continued to refuse. 

e 


, “It soon will be.” And on the morrow, 

everywhere the 50th anniversary of the 
Declaration of Independence was being cele- 
brated, about midday its author died. 


Brrraw. By James Farndale. (New York : 

_ Pergamon Press, 1961, pp. 430. $15.00.) 
“Part-time hospitalisation” is now an im- 
ortant means of psychiatric treatment, and is 
the product of a number of forces, both medi- 


al and social. 
Effective treatment exists. for most acute 


illnesses in the younger age groups, and can 
often be given outside hospital. On the other 
hand, there are enormous problems of chronic 
illness in the older groups, which are unlikely 
to respond to curative measures, but which 
may need intermittent help over a long period. 
At the same time, complex modern treatment 
and rising living standards have caused an 
alarming rise in the costs of hospital care, and 
an increasing deficit of nursing and ancillary 
staff. 

In answer to these developments, it seems 
necessary to give up the existing rigid con- 
ceptions of inpatient and outpatient treatment, 
From this point of view, there are many pa- 
tients who do not have to accept board and 
lodging in hospital, simply because they are 
undergoing investigation or treatment there, 
It would also seem essential to break down the 
segregation between medical care in hospital 
and that outside. 

All these factors apply, par excellence, to 
the problems of psychiatric illness, where, as 
Cameron has pointed out, treatment is not 
simply the mechanical application of specific 
cures, but a process of modifying behaviour. 
This process requires more than the conven- 
tional facilities of a hospital. It demands a 
continuous series of treatment settings, all of 
which are interdependent, and all in close 
touch with the community, 

Many of these facilities will necessarily be 
“part-time,” and one of the most useful of them 
is the day hospital, where services can be 
tailored to the needs of every individual pa- 
tient. There has been much discussion on this 
subject in recent years, but some has been 
highly speculative, and some merely wishful 
thinking. 

In contrast, Mr. Farndale’s book is an ad- 
mirably objective record of what actually exists 
in Great Britain, in the field of day care. As a 
hospital administrator, he set out to discover 
what facilities of this sort were available, in 
1959, for psychiatric and geriatric patients. He 
visited over 60 hospitals and centres, and 
describes what he found there in exhaustive 
detail. 

This trend of day care is shown to have 
erupted in widely differing forms throughout 
the country, Though there is national planning 
of the medical services, local initiative and in- 
dividual personalities still seem to be decisive 
in creating these units. There is every stage of 
development, from an independent day hos- 
pital with separate staff and services, to 
informal arrangements for patients to spend the 
day at the occupational therapy department of 
a local hospital. d : 
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The 1,500 psychiatric day patients, who 
were attending at this time, form a very small 
number, in comparison with the 200,000 
hospital beds for mental illness and subnor- 
mality, or the vast numbers of outpatients. 
However, it is clear that these day facilities 
are widely appreciated, and that large-scale 
expansion is planned for them. 

It was premature at this stage to make pre- 
dictions about reductions in hospital beds, but 
Farndale points out that by no means all day 
patients would otherwise be candidates for 
admission. To some extent, they form a “new 
clientele’—which is one equally meriting treat- 
ment. 

He is well qualified to discuss the important 
financial implications of day treatment—though 
in Britain, these are not the immediate concern 
of the patient. There seems to be opportunity 
for some capital saving, in providing day places 
rather than inpatient beds—the cost is probably 
less than a third. However, comparison of the 
costs per patient in the two settings is more 
difficult, since the standards of treatment pro- 
vided may be entirely different. This discussion 
underlines the unsatisfactory nature of hospital 
costing in psychiatry on a weekly basis, rather 
than that of a “patient-illness.” 

Farndale’s conclusion is that, if additional 
money is to be spent on improving mental 
health services, the provision of more day hos- 
pitals would be one of the most economical and 
socially satisfactory ways of achieving the ob- 
ject, This seems fully justified by the evidence 
provided. 

This book is not uniformly satisfactory, par- 
ticularly as the medical aspects have to be 
reproduced at second-hand, and psychiatrists 
will certainly have more to say on the question. 
The style does not encourage easy reading and 
some of the profuse illustrations are of rather 
doubtful relevance. However, all those who are 
concerned with the operation or planning of 
day hospitals will find this an invaluable work 
of reference. 

Hucu Freeman, B.M., D.P.M., 
Littlemore Hospital, Oxford, England. 


CuLture ın History: Essays iv Honor oF 
Pavut Ravi. Edited by Stanley Diamond. 
(New York: Published for Brandeis Uni- 
versity by Columbia University Press, 1960, 
pp. 1014. $15.00.) 

Paul Radin (1883-1959) was one of the most 
Original and formative influences in American 
anthropology. This Festschrift in his honor con- 
tains 54 contributions, far too numerous to list 
by author and title, but covering the whole 
Tange of Radin’s interests. To summarize the 


common theme of these contributions is 
difficult, for almost all of them are character- 
ized by an interest in the human mind at work, 
and hence will be of particular interest to read- 
ers of this Journal. This is not an ordinary — 
Festschrift, it is an extraordinary one, dedicated _ 
to the memory of a great man and a distin- x 
guished teacher who, although he did not 
work well in harness, as a free spirit helped to 
free the spirit of others. Radin died shortly — 
before he could receive this volume in his 
honor, It will always remain a testimony to the 
humanizing influence he exercised in his chosen 
field. His own writings, happily, grow in stature 
and in appreciation with the progress of time, 
This, perhaps, more than anything else indi- — 
cates the true measure of the man. 

AsHtey Montacu, Pu.D., ; 
Princeton, N. J 


Tue Heauray Cano, Edited by Harold C. < 
Stuart and Dange G. Prugh. (Cambridge : 
Harvard University Press, 1960, pp. 507. 
$10.00.) 

This excellent book is written by 22 experts 
who provide conceptual background material 
for professional participants in health, psycho- 
logical, social and educational services for chil- 
dren. Every phase of growth and development 
is covered, and the purpose of the book to in- 
crease the application of general principles is ~ 
well realized in a highly readable text. There 
is a valuable group of section references and 
notes at the end of the book, and an index. i 

Asuiry Montacu, Pau.D., 
Princeton, N. J. 


THERAPEUTISCHE FORTSCHRITTE IN DER NEU- 
ROLOGIE UND Psycmiatre, Edited by Hans — 
Hoff. (Vienna, Austria : Urban & Schwar- 
zenberg, 1960, pp. 510. Schilling 318,— < 
or DM 53.—.) A 
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in contributions under Neurology are written by 
sychiatrists, and most of the contributions 
ind r Psychiatry are written by neurologists. 
alone should give food for thought here 
id abroad! Some chapters in both parts are 
itten by the same author, such as those by 
Hans Hoff on the neurophysicological basis of 
‘modern neurology in the first part, and those 
an the progress in psychosurgery in the second 
part. Each contribution is skillfully edited and 
supplemented with lengthy appendices of bib- 
ae from both hemispheres ! ` 
Ak Hans A. ILLNG, Px.D., 
Los Angeles, Calif. 


Psycutarry: Descrietive AND Dynamic. By 
_ Jackson A. Smith. (Baltimore: The Wil- 
> liams & Wilkins Company, 1960, pp. 342. 
$7.00.) 


tween the founders of different schools of 
_ psychiatry are mentioned.” 

Chapter 2 deals with Schools of Psychiatry 
and has interesting accounts of Jung, Adler, 
‘Ferenczi, H. S. Sullivan, Karen Horney and 
existential analysis. Sigmund Freud does not 


| 

tion of Freud’s view. 

__ Itis difficult to assess this volume. In general 

_ it is clearly and simply written and some parts 
of it are excellent. Apparently the author feels 
that psychodynamics is adequately covered by 
Freud’s theories, The reviewer finds it difficult 
to understand how an American textbook could 
‘be written with chapters on “History of Psy- 
chiatry” and “Schools of Psychiatry” which 
only mentions Adolf Meyer briefly in the 
chapter on “Affective Reactions,” stating that 
he suggested that the term melancholia be 
abandoned in favor of depression, and that 


further distinction could be made in accord- 
ance with the intrinsic nature of the depres- 
sion. Under “Schizophrenic Reactions” there 
is one page devoted to some of Meyer's ideas, 
It is not clear for what group this book is 
written. It is too brief and has too much of 
importance omitted to serve as a textbook in 
médical schools. It does not seem that this 
book will be particularly valuable to the psy- 
choanalysts as the material given is very limited 
and contains nothing new. It is perhaps most 
fitted for popular reading because of its simple 
formulations and the ease with which it is 
understood. 
Karı M. Bowman, M.D., 
San Francisco, Calif. 


JamrBucH DER PsycHoanaLyse. Beitraege zur 
Theorie und Praxis. Vol, I. Edited by 
K. Draeger, H. E. Richter, G. Scheunert, 
and E. Seeger. (Cologne, Germany : West- 
a Verlag, 1960, pp. 297. DM 
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The Preface was written by Anna Freud in 
London, as a send-off for the Wiederaufnahme 
of the Annual Proceedings of Psychoanalysis 
and the Wiedererstehen of the psychoanalytic 
movement in Germany. However, many of the 
contributors seem to this reviewer to suggest 
the analogy of carrying coal to Newcastle : 
Karl Menninger writes on “Regulatory Devices 
of the Ego under Major Stress,” now translated 
into German from the International J. Psycho- 
analysis, as “Ich-Veraenderungen” ; or Michael 
Balint (London) has translated a paper, origi- 
nally presented to the Inaugural Meeting of 
the Pittsburg Psychoanalytic Society, as well 
as subsequently at Society Meetings in London, 
Montreal, New York, and Washington 1959/ 
1960, entitled Primaerer Narzissmus und Pri- 
maere Liebe (Primary Narcissism and Primary 
Love). There are also papers by Therese 
Benedek (New York) on Elternschaft als Ent- 
wicklungsphase (Parenthood as a Develop- 
mental Phase), discussing Freud’s libido- 
theory, J. Lampl-De Groot on “Depression and 
Aggression,” A. Reich (New York) on “Com- 
ments about Counter-transference,” Erich Sim- 
enauer (South Africa) on “Psychoanalysis and 
Surgery”; or Paul Parin’s “Counter-transfer- 
ence and its various forms of Resistance.” 
While the Jahrbuch makes its first appearance 
and contains valuable contributions, its indices 
are poor or non-existent, but it can be hoped 
that subsequent Proceedings will contain more 
“home-grown” products. But a new “baby” is 
always welcome ! 

Hans A. ILLING, P.D., 
Los Angeles, Calif. 


PSYCHIATRY AND LAW: 
USE AND ABUSE OF PSYCHIATRY IN A MURDER CASE? 


FREDERICK WISEMAN ? 


The murder case I shall discuss illus- 
trates rather dramatically many of the cur- 
rent problems in the inter-disciplinary field 
of psychiatry and law. As you read this 
case study I would like you to consider 3 
principal points : 1. Psychiatric expert testi- 
mony is too complex, both emotionally, and 
intellectually for a jury and judge to under- 
stand, accept and use to make a just dis- 
position of a particular case; 2. The tech- 
nical phrasing of the legal test of criminal 
responsibility is less important than the atti- 
tude toward crime represented by the test; 
3. The courtroom confrontation of psychi- 
atrists with different theoretical orientations 
leads only to chaos, disrespect and interfer- 
ence with the needs of the community and 
the disposition of the unique problem of 
each offender. 

On April 20, 1957 at 1:15 p.m., Jim 
Cooper, a 23-year-old airplane mechanic 
from Roxbury, Mass., walked into the hall- 
way of an apartment house in Brookline, 
Mass. His former fiance Connie Gilman 
lived in the second floor apartment with her 
parents. Cooper stopped in the hall and re- 
leased the safety latch on the Belgian auto- 
matic .38 in his pocket, climbed the stairs 
and rang the Gilman’s bell. He took the 
. gun out as Connie opened the door. She saw 

him standing waiting in the hallway with 
the gun in his right hand. Their eyes met. 
Cooper said to himself, “Jim, shoot, shoot.” 
He couldn't pull the trigger. Connie 
slammed the door. Cooper shut his eyes and 
shot and shot, 9 times. He ran out of the 
house and after telling a policeman four 
times that he had committed murder finally 


1Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
May 8-12, 1961. 

2 Lecturer-in-Law, Boston University Law 
School, Boston, Mass.; Russell Sage Foundation 
_Tesidency, Dept. of Social Relations, Harvard 
University, 


convinced the officer to take him to th 
Brookline Police Station, Later when 

by a detective whether he fired with inten 
to kill, Cooper said, “I fired to blow her fuck 
ing head off. How many times do you want 
me to tell you P” At another time he said, 
“After it happened, I didn’t even seem to 
realize what it was—it didn’t seem real, 
never saw her actually get shot; I neve 
seen the bullet enter her body ; I said, ‘This 
didn’t really happen.’ But I knew it did 

I thought, ‘Jim you must have killed h 

I didn’t know, but I thought I must have. 

It just seemed to me that all my life I was | 
bound to end up in the chair. If that was 

the way it was, that was the way it wo 

be.” 

Cooper met Connie Gilman in 1949 when — 
he was 16 and she 12. They became e 
gaged in 1954 when Cooper was in the Air 
Force. Connie and Jim exchanged wedding 
rings and made plans to be married. Ho 
ever, as often as the plans were agreed on 
Connie changed them, frequently at 
mother’s insistence. She always said, “Yes, 
and then, “No.” After Cooper’s dischar; 
from the Air Force in 1956 he went to wor 
in California and the yes—no pattern con 
tinued. Finally, in April 1957 Cooper cam 
to Boston determined to marry Connie o 
get his ring back. Connie and her mother 
were reluctant to return the ring, Coope 
was later to describe his feelings at 
moment saying : 


Be 


I became very upset at that time. I recall Con: 
“Jim you're all red.” I didn’t 
that time I had the idea that it 

eless and solutionless and impos- 


fought this e 
walked out of 
ter get drunk. You 
not just happy 
So I got in the 
drove to a,bar 


Kenmore Square. I went into the bar and had 
two shots of bourbon; took off my jacket. I 
emember I stared at some middle-aged women 


are.” And I thought of how Mrs. Gilman 
thought what a big chump I was, and how 


the house, parked the car. I got out of the car 
_ and started to cross the street and a number of 


ing to kill her ; 

t up against her forehead and pull the 

trigger and then I shall do the same for my- 
E” 


_ Second, the second was, “Jim this is fool- 
, there must be some kind of a solution. 
She said that she would get the ring out of the 
bank on Monday.” And I thought, “Yes, she 
did.” She also knew that my plane was leav- 

1g the airport at 7:00 on Monday morning 
and I would not be in Boston in time to get 


ring. k 
And if she really wanted to give me the 
ring, she would have already done so. And if 
I waited until Monday, lost another day of 
work, she would probably give me some kind 
stall or excuse again. And I then thought, 
im, you don’t really want to die, do you ?” 
d I said, “No.” And I said to myself, “But 
are going to let them get away with it ?” 
d I says, “No.” I said, “Do you realize if 
‘ou do this they will electrocute you ?” And I 
said, “Yes.” 

= And then I thought of my father. I do not 
‘know why, it just shot through my head for a 
minute. And I came to the conclusion that that 
was exactly what I deserved, and that it fitted 
in with the idea that I have always had, that 
I would never live to be 30 years old and that 
had adopted the attitude while in the serv- 
ice: live fast, die young, and have a good- 
looking corpse. . . . 


I suppose all of you are familiar with the 
legend of King Midas. If you recall, he was 
‘i a man who, that everything he touched 
- would turn to gold ... let us say that my 

name is King Shitus. 

These brief quotations will, I hope, give 
"you some sense of the man who killed this 
girl. 
~ Jna period of 17 months Cooper was 
seen by nine psychiatrists and three psy- 


ers representing various state agencies. The 
purpose of this paper is: 1. To discuss and 
evaluate the variety of purposes served by 
psychiatric expert testimony in the pre-tri 
trial and post trial phases of this murd 
case; 2. To offer some general comments 
about present and proposed relationships 
between law and psychiatry. 


PRE-TRIAL 


The first contact between law and psyc 

atry occurred when by Court order Coop 
was sent to the Bridgewater State Hospit 
for a 35-day observation period. He wi 
returned to the jurisdiction of the Co 
and the examining psychiatrist wrote in 
report to the judge, 
No evidence has been elicited that he is i 
sane. Memory, judgment and insight are in- 
tact and he is not deluded. It is the opinion 
the staff that he is not insane and is responsi“ 
ble for his conduct. His return to Court for 
disposition is therefore recommended. Dia: 
nosis : Without Psychosis-Emotional Instabi 
ity. 

The next step in the State’s psychiatric 
assessment of Cooper was the Briggs Law 
examination, This now famous statute, 
passed in part to avoid a court-room battle © 
of experts requires that an examination be 4 
conducted of an accused in capital cases, 1 
“with a view to determine his mental con- 
dition and the existence of any mental dis- — 
ease or defect which would affect his 
criminal responsibility.” The Commissioner 
of Mental Health appointed two state hos- 
pital superintendents as the Briggs Law 
Examiners. Their findings, submitted on a 
form prepared by the State for this pur- ~ 
pose, were meant apparently to contribute 
to the understanding of this man. They re 
ported to the Commissioner : i 


Report To Department of Mental Health 
(On mental examination of prisoner uni 
Section 11A, Chapter 123, General Laws.) 


Habits : Alcohol 
Drugs: Use denied 
Sex: No abnormality noted 

Social Adaptability and Interest in Social Life: 
Feels he is quite sociable and gets along well 
in general but quick tempered. Likes to attend 
beach parties, house parties, and dancing. In- 
terested in modern music. x 


1961 } 


Psychiatric Findings : 

Subject was cooperative to interview in gen- 
eral. He handled himself well and was aware 
of the seriousness of his situation and under- 
stood his legal rights. He was normally pro- 
ductive. No evidence of depression or other 
mood disturbance. No hallucinations or delu- 
sions elicited. No evidence of psychosis. Psy- 
chological tests show C.A. 23 years, M.A. 
16 8/12 years, I.Q. 1.04. Subject is not insane 
or mentally deficient. 


State Definitely Whether in the Opinion of 
the Examiner, the Prisoner is Suffering from 
Any Mental Disease or Defect which Would 
Affect His Criminal Responsibility : 

In our opinion, the prisoner is not suffering 
from any mental disease or defect which would 
affect his criminal responsibility. 


The effect of these State ordered psychi- 
atric examinations was that Cooper was 
competent to be prosecuted as a normal 
murderer. 

Cooper admitted the murder. Yet, by law, 
he had to plead “not guilty” once the State 
determined he was competent to stand trial. 
In Massachusetts the test of criminal re- 
sponsibility is a combination of M’Naghten 
and Irresistible Impulse. The State-ap- 
pointed defense counsel had to present evi- 
dence that Cooper did not “know the dif- 
ference between right and wrong” and/or 
was not able to “resist the impulse to kill.” 
This kind of a defense could only be made 
through psychiatric expert testimony. Coop- 
ers counsel sought assistance from senior 
members of the Boston psychiatric commu- 
nity but was unable to successfully solicit 
their interest in the case. After considerable 
effort defense counsel succeeded in finding 
a psychologist and 2 young psychiatrists 
who were willing to serve as defense ex- 
perts. The two psychiatrists saw Cooper 
and submitted written reports to defense 
counsel. One wrote : 


I see no evidence that this patient is not aware 
now or was not aware at the time of the 
murder of the nature and consequences of his 
destructive acts. However, it is apparent that 
he has been suffering from a personality dis- 
order characterized by a low tolerance to frus- 
tration and behavior which would bring about 
immediate gratification to his instinctual needs. 
This behavior has at times been antisocial in 
nature and the patient has felt little conscious 
remorse or guilt about these acts, especially 


the recent murder of his girl friend. On the 
other hand, there is evidence that since age 9 
he has been subject to a pathological drive to 
be punished for the accidental death of his ~ 
father for which he has unconsciously, and 
sometimes consciously, felt responsible. 

If this man had been brought to a psychi- 
atrist at any time since . . . age 12 it would 
have been evident that he was definitely in 
need of psychiatric help. 

Formal Diagnosis : Personality Disorder. 


The defense psychiatrists unlike the 
Briggs Law Examiners included in their 
reports accounts of some of Cooper's feel- 
ings and experiences which, isolated from 
the rest of his life, provide some under- 
standing of the emotional problems that 
led to the murder. Cooper’s father died 
when the boy was 9. Mr. Cooper slipped 
on the ice chasing his son insisting he wear 
a warm cap on his way to Hebrew school. 
Cooper felt he killed his father. Afterwards, 
there were many self-defeating and de- 
structive acts connected, in one way or 
another, with these feelings. As a 12-year- 
old he swallowed iodine rather than go to 
Hebrew school ; at 15, he was badly bruised 
when he insisted on fighting 5 boys who 
attacked him swinging garrison belt buckles. 
Also, at 15 a B-B pellet pierced his right 
eye when he and another boy were playing 
with a gun. In the Air Force a buddy saw 
him with a pistol pointed at his head and 
talked him out of the suicide attempt. In 
Boston on leave from the Air Force he 
fought with another of Connie’s suitors and 
spent 2 weeks in hospital with a broken 
nose. As an Air Force mechanic Cooper 
felt guilty about the death of two pilots 
despite the fact that an Air Force investiga- 
tion determined their death was due to 
pilot error rather than mechanical defect. 
Also, the defense psychiatrists pointed to 
another incident that tragically demon- 
strated Cooper’s inability to handle his 
feelings. One time a stranger began to an- 
noy a girl he was with, but Cooper, unable ~ 
to tell the man to go away, contained his ~ 
rage and anger until, bursting, he whacked 
the stranger over the head with an empty 
beer bottle. a 

The second defense psychiatrist confirmed — 
his colleague’s pre-trial diagnosis and wrote, 
“I do nots believe he (Cooper) can be 
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labelled a psychotic.” The defense psychi- 
_atrists were convinced that Cooper was an 
emotionally sick human being badly in 
need of psychiatric treatment and that the 
murder was a violent expression of his ill- 
ness. 

< The defense counsel had to proceed with 
the trial knowing his client to be a very 
sick young man but aware that under the 
existing legal standards Cooper’s behavior, 
the murder, of course, aside, was probably 
not sufficiently bizarre to qualify him for a 
MNaghten acquittal. 


A jury of men and women were asked 
_ to listen to the psychiatric assessments of 
_ Cooper and reach their decision on the issue 
of his “responsibility.” This charade was 
built on the myth that the jury was capable 
of absorbing, understanding and acting on 
a complex psychiatric explanation of the 
“murder as well as evaluating the differences 
__ in point of view revealed at trial. 
The first defense psychiatrist testified that 
_ Cooper was suffering from a mental illness 
A which he defined as, “an abnormal variation 
-Of a person’s mood and abnormal variation 
i 


of a person’s thinking processes or an ab- 
normal variation of a person’s behavior.” 
The judge excluded any testimony that 
Cooper had been in need of psychiatric 
help since age 12. In an effort to fit the 
“irresistible impulse” test requirements the 
“psychiatrist testified, “that this man was in 
_ a state of great emotional tension, that he 
was obsessed with the need to obtain some 
decision from Connie Gilman . . . he was 
obsessed with either getting the ring back, 
or getting her to marry him, or getting her 
to give some definite opinion about their 
status.” 
In this adversary proceeding the State 
had to rebut this testimony and make its 
case that the murder was “premeditated,” 
that Cooper knew “right” from “wrong” and 
that he did not commit the murder under 
the pressure of an irresistible impulse. The 
prosecuting attorney tried to lead the de- 
fense psychiatrist to these conclusions while 
simultaneously: discrediting the direct testi- 
_ mony. 
This defense psychiatrist had written in 
his report to defense counsel that, “At no 


í 


time did he (Cooper) express regret that 


her life had been interrupted.” The State’s _ a 


Attorney reasoned that if Cooper did show 
regret then he would know that his act was 
“wrong” and therefore knew the difference 
between “right” and “wrong.” He proceeded 
this way : 


Q. So I ask you, sir, in your opinion . . . was 
he or did he indicate in any way that he 
was sorry that he killed this girl. 

A. He did not say he was sorry he had killed 
this girl and he was expecting the electric 
chair. 

. Doctor. Cant you answer that question — 
Yes or No? 
. I can only answer it on the basis of what I 
observed. I observed that... 
What is your opinion doctor ? Was he or 
was he not sorry that he killed the girl ? 
My opinion is that he regretted killing the 
girl but somehow felt it was in the cards, 
that something like this was going to hap- 
pen in his life, and that he had no control 
over it, and this is the way it was going to 
be, he was going to get the chair and here 
it comes. 

Q. So your answer is, doctor, that in your 
opinion from your examination of him he 
was sorry that he killed the girl ? That is 
true, isn’t it? 

A. I would say he was sorry but felt there was 
nothing he could do about it. 

Q. Doctor, are you trying to hedge on the an- 
swer P 

A. I am trying to give you an accurate answer 
as to what I felt was going on in this man’s 
mind, 
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The prosecuting attorney asked this wit- 
ness to define personality disorder. The 
doctor replied in words probably only com- 
prehensible to a person who already knew 
and was ready to accept a psychiatric ex- 
planation of behavior : 


A. Now, personality disorder, the identifying 
symptom in such a case is where someone 
handles their anxieties and their feelings 
which disturb them by action rather than 
having psychotic symptoms such as hal- 
lucinations, delusions, or having anxiety 
such as somebody who is—or phobias such 
as social fears and things of that kind, or 
is opposed to somebody who might have a 
disturbance of their mood in which they 
might be grossly euphoric or extreme de- 
pression. 

Q. Will you tell us what the personality dis- 
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S pe . . . that makes this chap mentally 
ill is? 

I feel that under the general category of 

personality disorder this man falls into 

really two types, two sub-types of person- 
ality disorder. These are: 1. Passive ag- 
gressive personality ... 

Q. Well, now stop right there. What does that 
mean ? 

A. Passive aggressive personality refers to a 
type of individual whose behavior charac- 
teristically throughout their life reveals two 
main trends: one is a passive obstruction- 
ism ; two is overt aggressive uncontrolled 

q outbursts. . . . Would you like me to give 

J some examples from this case ? 

. From this case, please, doctor. 

. I think you have heard very well described 
by the mother and by the sisters this man’s 
attitude around the home. For instance, his 
mother would suggest that he do something 
and rather than tell her overtly that he 
would not do it, as a normal person would 
do, he simply went out and did something 
else, 
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Later in the cross-examination the doctor 
was asked : 


Q. Well, now, by your statement, doctor, do 
you mean to tell us that this inner feeling 
and this problem, this deep-seated con- 
sciousness of guilt regarding the death of 
his father, was responsible for him going 
up, taking the gun out, going upstairs and 
killing this girl. 

A. It played a great part, in my opinion, in his 
getting involved in an event for which he 
would obviously receive a great deal of 

l punishment. 

Q. eee what theory do you base that, doc- 
tor 

A. This is based on the common psychiatric 

ae technique of explaining a pattern of ac- 

í tivity or a pattern of thought in the person’s 

life by the type of events to which they 

were subjected, the types of stress, actual 
and traumatic events to which they were 
subjected in their younger years, and in 
this man’s case this was an extremely trau- 
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5 matic event, as it would be in any child, 
: sir. 
k The second defense psychiatrist sup- 


ported his colleague’s testimony and in an 
effort to span the separation between psy- 
chiatry and law testified that a, “personality 
disorder is characterized by impulsive ac- 


individual concerned.” Then, this confusin 
exchange on the meaning of the word “nor: 
mal” took place. As you read this cross- 
examination please note the psychiatrist 
testifies that Cooper's behavior was con- 

sistent with his personality disorder but th 
prosecuting attorney tries to take this to 
mean that Cooper was “normal” as opposed 
to emotionally ill. The reference is to the 
beer bottle incident. 


Q. Now, doctor, it is just a question of degre 
isn’t it, because supposing we have th 
same set of facts and the man stands up | 
and strikes this chap with a fist. Is he a 
man of personality disorder P 

A. I would say perhaps less, sir, on that par 

ticular symptom. I think there is a grada- 
tion, I agree with you, and I think people 
may push, people may hit, people may in 
sult each other, may each look angry, 
There are all kinds. of degrees, and I thin! 
where you draw the line and what you call _ 
pathological or what you call abnormal is a 
question of degree and one of opinion. 
would consider for Cooper this was not ai 
abnormal reaction. 

. A normal reaction for him ? 7 

. For Cooper because he is a personality dis 

order. 

. Would you say that was a normal action ol 

his? 


him. 
. Now, when you say pathological what do- 
you mean, doctor ? 
. Abnormal . . « ; 
Q. And what do you mean when you say ab- 
normal ? 4a 
A. Symptomatic of mental disease. 
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The psychologist who tested Cooper witl 
the Rorschach, Wechsler-Bellevue, Draw-A: 
Person and Thematic Apperception Tests — 
also testified at the trial. The psychiatrists — 
had told the jury many intimate details of ~ 
Cooper's life. However, the psychologist — 
talked of Cooper's feelings and fantasies 
a complex but frank way acceptable to : 
case conference but perhaps inappropriai 
when addressed to unsophisticated juror: 
On cross-examination the psychologist 
asked to give illustrations of Coopers re 
sponse to the Rorschach Test. She read. 
response to one of the cards ; a 


' Two mole-like creatures fighting over a blanket 
of cloth, trying to shoot at each other. Rays are 
oming out. The rays are hitting at each other 
ind neutralizing out, and when the rays meet 
ey form a bomb, fall into the bottom and 
create an uproar. These two pink colors are 
climbing and these rays are clashing in here 
and a bomb is creating this, The coloration 
suggests heat ; it seems like two rays are hit- 
ting each other and interacting and combatting 
ach other, generating this part and in turn 
roducing this splitting action. 


. Well, will you tell us how many of these 
answers made you determine that he had, 
we will say, a depressed mood to begin 
with? 
I would say it depends on certain ratios in 
| the scoring symbols, it just isn’t done that 
way. | 
Can you tell us, ma’am, how many symbols 
made you think he went to a high level and 
then became unstable, from a depressive 
__ state to an exhilarant state ? 
A. I would say this depends—if I may—this is 
_ quite technical, but it would depend on 
what we call the CF ratios, which, the 
_ color response which have little form, if 
these are greater than the number of hu- 
_ man movement responses, this is a sign of 
impulsivity. The degree of the number of 
shading responses and blacks and greys re- 
fer to the depressed sense. Again I insist 
I am oversimplifying. But this is the basis 
for coming to these conclusions. 
__A properly trained person might under- 
stand this explanation. A serious offer of 
ais kind of material to a jury is farce. 
The psychologist was then asked to con- 
_ tinue her explanation of Cooper’s sexual 
attitudes. The following testimony refers to 
such emotionally neutral subjects as murder, 
incest, impotence and sexual promiscuity, 
‘The psychologist testified : 


A. His sexual problems have been touched 
on above but it seems necessary to point up 
again his anxiety about being inadequate 
as a male, and his attempt to seek substi- 
tute phallic symbols as some kind of com- 
pensation for his perceived superiority. 
Q. Would you stop there ? Would you tell us 
_ what that means P 

A. Well, the first thing it says is that he has 
some doubts about his masculinity, about 
being powerful enough of a man, and one 
way of trying to deal with his feelings of 


this sort is he is attracted to objects which 
are symbolic of masculinity and which he, 
therefore, is attracted to to compensate for 
these feelings. 

Q. All right, If you will go on. 

A. Thus, guns, rifles, big cars, weapons are 
perceived by him in very erotic, highly 
charged ways, and reflect among other 
things his attempt to assert himself as a 
powerful male, and protect himself from 
assault from others. 

Q. Well, now, do I understand from that that 
the fact that he has a gun or that he might 
have a Cadillac or a big car, that that is 
the way to hide male impotency ? 

A. That is the way to compensate for feelings 
of male masculine inferiority, the feelings 
of it. 

Q. Would you say that people who have guns 
and that those that drive in big automo- 
biles, that they all feel that they are im- 
potent or they have male problems ? 

A. I would not. 


Later, in this cross-examination, the class- 
ical theme of incest was introduced : 


Q. Will you read the last sentence ? 

A. In this connection, too, there is evidence 
of a marked feminine identification, which 
is not surprising in the light of his anxiety 
over his incestuous wishes, and his image 
of masculinity as sadistic and destructive, 
which is too anxiety provoking for easy 
identification. 

. Now, what does that mean ? 

. Well, the first thing means, and I say, “evi- 
dence of a marked feminine identification,” 
I think that the young man who is brought 
up in a household of women does tend to 
identify, perhaps more with female-like 
values, characteristics and interests. 

Q. Of course, isn’t that a fact that anybody 
whose father died when he was young and 
had three sisters would be in exactly the 
same category ? 

A. I would agree, “which is not surprising in 
light of his anxiety over his incestuous 
wishes.” 

. What are “incestuous wishes ?” 

. This comes from some Freudian theory 
about attitudes of young male children to- 
ward their mother. 

Q. Well; now, where there are incestuous 
wishes, you are referring to incest, are you 
not P ; 

- Not literally, no. 

. I mean, that is the word, incestuous wishes. 

What do these two words mean, then, 
ma'am, incestuous wishes ? 
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Shall I tell you how we use it in psychia- 

try? 

Would you answer the question, please ? 

I would have to answer in that way. 

You may. 

I have used the word so I must tell you 

how I have used it. 

Yes. 

This refers to the kind of attachment that 

young sons have for their mother, in, oh, 

around 4 or 5 and 6 years of age, and this 
ties up with the mother in which the 

K father is often seen as someone who gets 

` in the way of spending all the time with 

the mother. 

Q: So that has nothing to do with the word or 
with the thoughts of having incest, does 
it? 

A, No, I didn’t use it in that way. 


>O POPO > 


Then in the form of, “If you knew—would 
that change your opinion ?” questions, the 
State’s Attorney proceeded to review Coop- 
er’s sexual experience. This line of question- 
ing ended in the following colloquy : 


Q. Assuming those facts, would that not 
change your opinion, as to the fact that 
he claimed or—your findings that he was 
inadequate as a male ? 

. Not in the least because it is part of his 
whole pattern of denying his fear by doing 
the very thing he is afraid of. 

. Would you explain that a little more. 

. Sure. I think it is like the child who whistles 
in the dark, who is terrified of jumping 
down from something and jumps down five 
times to prove that she is not afraid, and 

. this is what I think is happening, this is 

| what that kind of evidence would mean to 

me. 

: The Court ; I don’t get that. You mean the 

d way to prove that you are inadequate sex- 

3 ually is to keep having sexual intercourse, 

or what ? 

The Witness : No. In order to keep proving 

that he is not inadequate to himself is to 

continue having sexual relations because. . . 

The Court: Dan’t you think that would 

satisfy him that he was adequate ? 

The Witness : Well, unfortunately, I think 

that these things don’t happen that way, 

that if the feeling is very deep within a 

a person... 

The Court: Have you had any personal 
experience ? 
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The judge’s reaction is after all only one 
of a number of possibilities, some of which 
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must have occurred to the jury. Sup 
for example, individual jurymen po: 
guns, rifles, or big cars, might they fear ¢ 
psychologist’s similar verdict about them ? 
They might know, for certain, that if 
couldn’t be true for them. How, therefore, | 
could it be true for Cooper? It is pre- 
posterous to presume that a jury is any 
more ready to accept and understand 
this kind of interpretation than any other 
unprepared individuals or group, À 
The State had to rebut this complex 
testimony. The States theory was thé 
Cooper was normal, The two psychiatrists 
who conducted the Briggs Law examini 
tion were called.’ The first, asked for his 
definition of psychosis, said, “Insanity, 
mental illness and mental disease.” The de- 
fense psychiatrists had, it will be remem- 
bered, characterized personality. disorder as 
a mental illness. The State psychiatrist then 
defined personality disorder in this crisp 
scientific language, “It means a variation in — 
the behavior of the person from the usual 
behavior pattern.” The prosecuting attorney ~~ 
then asked this simple question : yi 


Q. Well, doctor, in relation to character dis- 
order or personality disorder, is it your — 
opinion as an expert that a person who has 
a personality disorder, does that person 
know the difference between right and 
wrong ? 

A. Yes. 


The colloquy continued: 
Q. Now I ask you specifically in relation to 
this defendant, doctor, what was your con- 
clusion after receiving from him his history 
and the examination of him as to his in- 


not mental illness or a psychosis. His mood 
was normal. It wasn’t depressed, It wasn't 
exhilarated. His memory was normal in 
every way. He had no delusions or hal- 
lucinations. His mee it us was ni 
mal, erative, ly, His intellectus 
S ab tested and found to be nor- 
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Q. When you say he was perfectly sane, I ask 
you whether at that time, in your opinion, 
he knew the difference between right and 

__wrong, doctor. 

A, Yes, he did. 


_ The other Briggs Law Examiner con- 
_ firmed his colleague’s testimony. The two 
_ Briggs Law experts testified that together 
_ they had done a mental status examination 
of Cooper during a single interview of one 
hour and ten minutes. In their court appear- 
ance one doctor testified that he knew the 
father died when Cooper was 9 but did not 
know the circumstances of death, the other 
~ said he did not recall asking whether the 
father was dead or alive, One testified that 
e knew of the gang beating, the other said 
he knew nothing of it. One testified that he 
_knew of the fight over Connie which re- 
_ sulted in a broken nose and hospitalization, 
__ the other said he knew nothing of it. One 
__ testified that Cooper had told of the near- 
_ suicide attempt in the Air Force, the other 
‘said he knew nothing of it. One testified that 
he knew of Cooper's guilt over the death of 
ee pilots, the other said he knew nothing 
of it. 
- This concluded the presentation of psy- 
chiatric expert testimony. 

The judge charged the jury along the 
classic M’Naghten, Irresistible Impulse 
__ lines. Theoretically, this was meant to help 
the jury understand the psychiatric expert 
testimony and its relation to the tests of 
_ criminal responsibility. One way of estimat- 
-~ ing how much of the testimony the jury 
BS understood is to examine the degree of 
- comprehension shown by this experienced 
jurist. In the course of his charge the judge 
~ reviewed the qualifications of the expert 
witnesses. The psychologist testified that 
~ she received a B.A. degree from Brooklyn 
College in 1945 and a Master’s and Ph.D. in 
psychology from Cornell University. The 
judge in his charge said, 


- We had another witness who was not a doctor 
_ of medicine, but she has a Doctor’s degree. I 
_ do not know whether it is in psychology or 
philosophy. But she is a doctor and has a 
Master’s degree, and she has been out of col- 
lege longer than the doctors. She got through 
college in 1948. Took up the study of psy- 
chology which is the study, of course, of the 
human mind. 5 


In discussing the testimony of the second 
defense psychiatrist, the judge commented ; 


Dr. .... said that the defendant is suffering 
from a severe mental disease and the particular 
disease that he is suffering from is a personality 
disorder. He gave—I think you recall, and if 
you don’t why pay no attention to what I say 
—he gave a different meaning to personality 
disorder than some of the other doctors. He 
said, “Personality disorder is characterized by 
impulsive action of a very sudden onset in the 
particular individual concerned. There are 
many features of this particular illness which, 
if I may, I would like to read.” But he was not 
allowed to read them, of course, because we 
were to listen to his testimony as to which he 
could be cross-examined, and not what some- 
body had written in a book, somebody of 
whom we know nothing at all. Now, of course, 
the fact that a person is highly emotional, suf- 
fers from a personality disorder, was defined 
by others as you would probably define it. A 
departure from the normal behavior pattern 
does not excuse a person for killing another 
person, But, as I have said, Dr. .... used the 
words in a different sense and it is to his—and, 
of course, you consider the meaning he gave 
the words in considering his testimony—a per- 
sonality disorder, he spoke of, as characterized 
by impulsive action of a very sudden onset in 
a particular individual—and if you give weight 
to that opinion, if you believe that, you may 
consider it of importance in determining 
whether the defendant there was suffering 
from an irresistible impulse. Whether he was 


under a compulsion to kill that he could not 
resist. 


The judge had no difficulty in recounting 
the testimony of the State’s psychiatrists 
for they had testified that Cooper was “per- 
fectly sane.” The judge, in summarising, 
quoted the testimony of one State expert : 


He felt that he was perfectly sane and had no 
mental illness or psychosis. His mood was 
normal and he was not depressed and was not 
exhilarated ; his memory was normal in every 
way; he had no delusions or hallucinations. 
And his attitude with us was normal, coopera- 
tive, friendly. His intellectual capacity was 
tested and found to be normal. 


The fact that Cooper's motive for killing 
Connie Gilman was complex and obscure 
and probably difficult even for the psychi- 
atrically-trained person to understand made 
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no difference. The jury was supreme. For as 
the judge said : 


4 That question whether that mental disorder 
was insufficient to excuse him from crime or 
sufficient to excuse him from crime is not to 
be decided by expert witnesses, but is to be 
decided by you, getting any help you can from 
the expert witnesses and from what you your- 
selves have observed as the defendant testified. 


When the judge concluded his charge, 
Cooper made a statement to the Court and 
jury saying, “It is my opinion that any de- 
cision other than guilt, guilty of murder in 
¥ the first degree, with no recommendation 
for leniency, is a miscarriage of justice.” 
f The jury, asked to correlate the testimony 
å with the definition given in the instructions, 
found Cooper guilty of murder in the first 
degree and did not recommend leniency. 
The judge was obliged to sentence him to 
be electrocuted. After listening to the sen- 
tence, Cooper said, “Thank you.” 
E POST TRIAL 
There have been no executions in Massa- 
chusetts since 1947. After the conviction 
was affirmed by the Massachusetts Supreme 
E Court, defense counsel, family and public 
petitioned the Governor to commute Coop- 


er’s sentence. Cooper, aware of the appeals 
on his behalf, wrote the Governor : 


Now I do not ask for death in the form of 
punishment, but as mercy. Mercy in the guise 
of release from a life which is no longer honor- 
able nor desirable. My wish is that you can 
put aside your moral regrets and do your duty, 
even as I have done mine. 


In another letter to the Governor he wrote, 


If I could but feel that I honestly regretted 
my actions, I would welcome the prospect of 
imprisonment and rehabilitation. However, 
i while I do not lack the qualities of pity or com- 
f passion, I do not feel one iota of remorse for 
=i the crime I have committed. It is not the 
i enormity of the crime itself, but the ease with 

Which I justify it to myself that precludes the 


4 possibility of my ever returning to society 
again. Under these conditions, execution is the 
k only logical conclusion. 


_At the Governor's request the Commis- 
sioner of Mental Health started a study of 


the case to determine if Cooper was t 
sick to be executed. The State psychiat 
who conducted this examination had a 
theoretical orientation and personal training 
that was substantially similar to the defensi 
psychiatrists. Five psychiatrists and oni 
psychologist were involved in this post tri 
study of Cooper. Cooper was seen often by 
one or another of this group in the followin; 
6 months. During this study period many 
reports were written to the Commission 
One psychiatrist wrote : 


Mr. Cooper is a pleasant, intelligent and r 
sponsive young man who shows no evidence 
psychosis, nor does he show on first examin: 
tion a sufficient degree of mental illness for me 
to recommend hospitalization (were he simply 
to walk into my office). 


And further, i 
It is quite probable that once it is definite 


that he will not be executed the depreiGm ! 
might deepen to the point of making a suicide — 
attempt, . . . I do not think he should be killed, - 
but at the moment at least, I cannot say thai 
he is too “mentally ill” to be killed (whatev 


that means). 


A State psychologist gave Cooper the 
standard psychological tests and concluded : 


While on the surface this patient appears to 
be neurotic, his core problems and the d 
fenses against them are psychotic in natur 
His crime and his desire for destruction seem 
be not a sudden eruption occurring in an other- 
wise normal person, but they seem to repre- 
sent an attempted solution to a psychological 
conflict which had its beginnings in the early — 
phases of childhood, Given his personality on 
might say that he had no choice but to a 
compulsively as he did. 4 


missioner stated : 


We find Mr. Cooper an interesting challenge in 
addition to being genuinely interested in him 
as a human being. Our impression is that he 
is quite treatable and might some day 
useful member of society. 1 hope we have 
opportunity to continue working with him. ~ 
«So 
The Commissioner of Mental Health ani 
the Commissioner of Correction each recom: 
mended gommutation of sentence to lii 


imprisonment. When Cooper was told the 
Governor was about to approve their recom- 
mendations he hanged himself. 


CONCLUSION 


In the disposition of the case of this 
murderer the Law and the State turned to 
psychiatry for assistance for a variey of 
purposes. 1. The Court ordered a psychi- 
atric examination to determine Coopers 
competency to stand trial ; 2. State-appoint- 
ed psychiatrists conducted an examination 
under the Briggs Law to satisfy the State 
that Cooper was not suffering from any 
mental illness that affected his criminal re- 
sponsibility ; 3. Defense psychiatrists and a 
proces! examined Cooper to prepare 

e only possible defense, “non-responsi- 


bility”; 4. The contradictory assessments of 
the competing psychiatrists were presented 
_ to judge and jury in the form of direct and 
cross-examination ; 5. The jurymen on the 
basis of the judge’s charge and their own 
_ sentiments and observations were meant to 
sift through the complexities and arrive at 
decision ; 6. The State, after conviction, 
turned once again to psychiatry to seek 
support for a decision to reverse the direc- 
tive of the jury. 
_ The result in this case would have been 


ould have been convicted and probably 
ould have committed suicide. 
If this case is at all typical of the current 


Pe 


state of misunderstanding and confusion 
~ between law and psychiatry, as well as re- 
flecting the dissension among psychiatrists, 
I seriously doubt the value of the psychia- 
trists’ participation in any stage of the legal 
_ proceedings. I would not question the value 
of the psychiatrist to weed out the grossly 
disturbed offender in the pre-trial compe- 
"tency examination but why not let the law 
have its own archaic way with the rest. 

In the Cooper case the State used one set 
of psychiatrists to prove that Cooper was 
~ “perfectly sane” and therefore “responsible” 
and the defense, other psychiatrists, to show 
‘that Cooper was sick and therefore “not 
_ responsible.” The lay jury chose the testi- 

mony it could understand and which cor- 
_ responded with their own sentiments and 
< Cooper was convicted of a murder he ad- 
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_[O sto 
mitted. The only flaw in this success! 
manipulation of psychiatric expertise wa: 
the State’s ambivalence. Since there was 
much moral sentiment against capital pun- 
ishment Cooper could not be executed an 
State proceeded to use its first team of psy: 
chiatrists to rationalize the decision not to 
execute. i 
The psychiatrists and psychologists used ~ 
after trial had more in common professional- ~ 
ly with the defense experts than they did 
with their colleagues who conducted the © 


trial. If this group had done the pre-tr 
examinations and presented their testimony 
to the Court, Cooper might never have bee 
convicted but rather received the treatment 
he obviously needed. 
The Briggs Law examiners and the post. 
trial psychiatrists were all employees of the 
Department of Mental Health of the State. 
The defense experts were also paid by th 
State. Since Cooper had no money the State 
paid the defense psychiatrists $350 each, 
The Briggs Law experts each received $7 © 
for their examination in addition to their 
regular salaries as state hospital superin- 
tendents. i 
While it is perhaps out of place for me as 
a lawyer to talk of rational Utopias I would 
like to suggest to you my alternative to 
some of the modish verbal formulas. I do 
not believe it is the particular technical 
phrasing of the test of criminal responsibility H 
that is important. What is important is the ~ 
feeling these words convey about the 
Court's attitude toward the offender. If the 
Durham test has any meaning it is the 
substitution of the feeling, “crime may be 
the result of sickness,” for the feeling that, 
“crime is the result of conscious evil.” If, 
however, psychiatrists feel that many crimes 
are motivated by mental illness the need 
for change is much greater than the call 
for a revised test of criminal responsibil 
The explanation of a crime to a jury by a 
competent psychiatrist may be too complex — 
both intellectually and emotionally for a 
jury to understand and act on. I suggest 
you that a jury trial is not an appropria 
forum for the presentation of psychiatric 
explanations of behavior. The function of 
a jury in a murder trial should be limited 
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commit the offense charged. Once guilt is - 


established, a Sentencing Authority com- 
` posed in part of psychiatrists and other 
professionally trained people, should, in the 
absence of capital punishment, decide what 
combination of treatment and/or punish- 
ment is appropriate to the individual of- 
fender. 

Several months before his suicide Cooper 
wrote a poem which is not only particularly 
appropriate in expressing his feelings about 
himself, but also has some relevance to the 
procedure by which his case was handled. 


Sunlight in patterns, 
Rectangular shapes, 
Covers my floor. 


Night air comes creeping | 
‘Through the small windows 
Cold, fresh and free ; 
Willingly captured, like 
Schools of small minnows, 

_ Coming to me, 

Starlight is filtered 
‘Through dirty glass, 

Soiling the sky. 

And time is hollow 

Never will pass, 


` Unless I die. 


‘Where am 1? 


REVIEW OF RAPID URINE TESTS FOR PHENOTHIAZINE 
AND RELATED DRUGS 


FRED M. FORREST, M.D., IRENE S. FORREST, Pu.D., AND 
AARON S. MASON, M.D.? 


Since the late 1950’s the phenothiazine 
and related drugs have been in large scale 
use in general medicine and particularly in 
psychiatry. Their versatility and manifold 


Investigations on the metabolism of these 
compounds are still in progress and have 
_ yielded some significant results(8-12). 
During our early investigations into the 
metabolic fate of phenothiazine compounds, 
we took a clue from some incidental obser- 
- vations, such as the obvious autoxidation of 
aqueous chlorpromazine solutions, rapidly 
turning brown when exposed to daylight, 
or the photosensitivity of patients on chlor- 
_ promazine therapy. Clearly, chlorpromazine 
had a very reactive nucleus, apt to produce 
a variety of oxidative derivatives. Assuming 
~ that some of the more reactive intermedi- 
ates might be demonstrable in urine, a 
search for a simple, suitable reagent was 
started and resulted in the first rapid urine 
color test for chlorpromazine(1) (see chart, 
test I), whereby an acid solution of ferric 
chloride, mixed with urine, yielded a scale 
of purple colors proportionate to drug in- 
_ take. A subsequent search of the literature 
= showed that while there were few pertinent 
data for chlorpromazine, there was a vast 
body of literature for the parent compound, 
_ phenothiazine. The entire phenothiazine 
_ field—from the compound’s synthesis in 
1883 by Bernthsen(13), to its intensive re- 
cent investigation by Michaelis and co- 
~- workers(14-17), including all industrial and 
pharmacological applications over the last 
_ 70 years—has been comprehensively and 
competently reviewed in 1954 by Massie 
_ (18). Animal studies on metabolism and ex- 
cretion of phenothiazine(19-22) showed 
that type and amount of drug metabolites 
varied from species to species, but that 
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the urines contained one or more partially 
oxidized or hydroxylated intermediary me- 
tabolites in all instances. The first basic 
metabolic data for chlorpromazine were re- 
ported by Salzman, Moran and Brodie(8). 
They identified, in human urine, the chemi- 
cally unchanged, unoxidized chlorproma- 
zine and its sulfoxide and described a pro- 
cedure(9) for quantitative determination of 
both compounds, which account for 5 to 12% 
of the daily drug dose. This left a large 
balance unaccounted for. However, these 
two compounds, the beginning and the end 
of the human metabolic process, do not 
yield the intense purple color reactions ob- 
tained in the urines of patients with test I. 
Unoxidized chlorpromazine yields a pink 
color, while sulfoxide produces no color at 
all with this reagent. 

Speculating that the partially oxidized, 
highly reactive intermediary drug metabo- 
lites might act as oxydo-reduction systems 
by means of which some of the therapeutic 
effects might be accomplished, we tried to 
duplicate the physiological metabolism of 
chlorpromazine in vitro by ultraviolet ir- 
radiation of aqueous drug solutions(23). 
While this did not produce any sulfoxide, it 
did indeed lead to the formation of an oxi- 
dative intermediate closely resembling the 
urinary metabolites responsible for the 
color tests. 

While continuing to investigate the chemi- 
cal nature of the elusive intermediates, the 
initial rapid urine color test for chlorproma- 
zine was modified for the purpose of demon- 
strating other urinary phenothiazine drugs 
and to provide objective criteria for their 
intake(3-7). It is the purpose of this review 
to consolidate our findings and to reduce 
the number of the seven originally de- 
veloped tests to an effective minimum with 
which general hospitals, mental institutions 
of all types, physicians in private practice, 
toxicology centers, mental hygiene and out- 
patient departments, etc. will be in a posi- 
tion to carry out an effective testing program 
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with a small number of test solutions and 
corresponding color scales(1-5) (see chart). 


SIGNIFICANCE OF TESTS 


Thousands of chronic mental patients 
with many years of hospitalization have 
been rehabilitated through the use of drug 
therapy and discharged into the commu- 
nity(24-36). Many of these patients main- 
tain this status successfully on mainten- 
ance drug regimens. It has become an estab- 
lished trend to provide aftercare for them 
in outpatient settings, in mental hygiene 
centers or by supervision of private physi- 
cians. The latter have frequently been re- 
luctant to treat former mental patients, 
especially, if there was a known history of 
combative or other acting-out behavior. 
Most of these patients do not relapse under 
adequate medication, and hence objective 
criteria to evaluate drug intake are essential 
to the professional personnel dealing with 
the increasing number of patients on main- 
tenance therapy in the community. 

Within the mental hospital setting, it be- 
came obvious that the patients who were 
most benefited by systematic chemotherapy 
were frequently the most likely candidates 
to omit intake of their prescribed drugs. 
This was especially true of patients whose 
illness was characterized by catatonic, para- 
noid, depressive or negativistic symptoma- 
tology. As the nursing staffs on drug-con- 
trolled wards for formerly severely dis- 
turbed patients were drastically reduced, in 
many instances, it became a vital problem 
of ward safety to have objective criteria 
for actual drug ingestion. 

Theoretical considerations also pressed in 
the same direction : Controlled studies on 
the therapeutic effects of various pheno- 
thiazine drugs have been undertaken or 
are now in progress, partly to settle con- 
troversies on the effect of drug therapy 
versus placebo or other therapeutic pro- 
cedures. Whatever the goal, it seemed im- 
Perative to know rather than guess what 
was being evaluated in these instances(35). 
Spot checks as well as systematic testing of 
hospital populations showed that from 5 to 
15% of patients in well-staffed hospitals, and 
More in under-staffed and not particular- 
ly drug-minded institutions, successfully 
cheeked” their drugs(2, 35, 37, 45). This 


budgets. For large hospital systems as e.g., 
the New York State Hospital organization 
or the Veterans Administration, which — 
spend millions of dollars annually for 
phenothiazine drugs, the figures for annual 
waste may well amount to hundreds of 
thousands of dollars. 


VALUE OF TESTS IN MEDICAL RECORDS 


In some of our buildings for chronic — 
mental patients the results of rapid urine 
color tests are made part of the medical — 
records, since a patient's individual excre- 
tion factor on a stable drug dose is fairly 
constant. Thus, e.g., a patient on a daily 
maintenance dose of 400 mg. of drug, show- 
ing a urinary color intensity of “4+ +" — 
during his hospitalization, is expected to — 
show the same excretion factor (+ +) on 
periodic return visits. This permits reliable 
evaluation of drug intake by patients on 
self-medication during trial visit or after 
discharge. Spa 


AVAILABLE TESTS AND DIRECTIONS FOR 
THEIR PERFORMANCE 


In 4 years of intensive experience in test- 
ing for phenothiazine and related drugs in 
urine, we found the five tests condensed in 
the summary chart most useful in routine 
testing procedures. These tests are safe even — 
in the hands of operators inexperienced in 
laboratory procedures and can be per- 
formed in any setting, from office desk to 
hospital ward. They involve the use of 4 
different reagents, If only a minimum pro- 
gram is to be carried out, in which the $ 
emphasis is placed on establishing merely 
whether any phenothiazine drug is present, 
test V(5) alone will furnish this information, - 
without yielding the more specific, semi- 

uantitative scales obtainable by tests I, II, — 
and III(1-3) (see chart). Rae’ 

Tests I to V are performed by adding 1 
ml. of reagent to 1 ml. of urine in a test 
tube, shaking gently, and reading promptly 


develop before 20 seconds after mixin, 
urine and reagent, especially at low dos 
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_ We found it practical to dispense equal 
volumes of urine and test reagent by means 
of two graduated, rubber tipped medicine 
droppers, one for urine and one for the 
‘brown reagent bottle, the latter being 
ounted in a plastic screw top as a perma- 
nent tight closing stopper. Color charts 
hould be placed against a light surface 
way from the window, since readings in 
‘ansparent light would be too low. 


URINE SPECIMENS TO BE USED 
Almost any urine specimen may be used 
‘in the high and medium dosage ranges of 
e phenothiazine drugs, i.e., the doses 
und effective in hospital psychiatry. To 
fain consistent and reproducible results, 
it is preferable to perform all tests on morn- 
ing urine specimens obtained on arising, 
efore breakfast and medication. Normally, 
ecimens of adequate concentration are 
tained in this way. However, when 20 
of drug or less per day are given, this 
procedure may yield inadequate color re- 
actions. Testing should then be repeated 1% 
3 hours after drug intake, coinciding with 
eak excretion of drug. 


EVALUATION OF TESTS 


It should be emphasized that any color 
t reflects a momentary drug level, and 
“no distinction between a recently in- 
ested low drug dose and a previously 
taken higher dose can be made. Neither is 
i possible to identify the specific drug in- 
ested by performing a single test, since all 
phenothiazine derivatives react to some ex- 
tent with the various test reagents. Positive 
lentification of a specific phenothiazine 

pound can only be made by spectro- 
hotometric or similarly specific procedures. 


_ STORAGE OF URINE SPECIMENS AND 
TEST REAGENTS 


Urines may be stored for several weeks, 
refrigerated, with a few drops of toluene as 
‘preservative, without appreciable loss of 
drug. Glass containers should always be 
used, since plastic bottles or paper con- 
 tainers adsorb some of the drug content. 


Prolonged storage is best achieved by 
freeze-drying of the specimens. This will 
preserve the original drug content and the 
original ratio of individual metabolites, 
Otherwise, prolonged storage will change 
both of these factors, decreasing total drug 
content and reducing some of the oxida- 
tive metabolites to unoxidized drug, proba- 
bly due to bacterial action. 

Reagents I through V are stored in dark 
glass bottles. They are stable without re- 
frigeration and have a shelf life of a year 
or more. They can be readily and cheaply 
prepared by hospital pharmacies or labora- 
tories, and should be properly labelled “poi- 
sonous” in view of their acid content. 
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LIMITATIONS OF THE INDIVIDUAL TESTS 


Individual statistics on the occurrence of 
false negatives and positives are found in 
the original publications(1-7). In summary, 
it may be repeated that virtually no false 
negatives have been encountered. An oc- 
casional urine specimen may be very dilute 
after fluid intake of more than 2000 ml., or, 
the specific urinary drug level may initially 
be inadequate for satisfactory demonstra- 
tion immediately after institution of low 
dosage therapy. In these cases specimens 
obtained 1% to 3 hours after drug adminis- 
tration should be used. During this opti- 
mum period test V will permit detection of 
as little as 5 mg. of a single phenothiazine 
drug dose in persons without previous 
phenothiazine level. With regard to false 
positives, most of our experiences were pre- 
viously reported(5, 38, 39). Some categories 
of false positives are common to tests II 
and V. Thus the urine of phenylketonurics, 
of persons with impaired liver function or 
on high doses of paraaminosalicylic acid or 
estrogen therapy, register false positives, of 
low color intensity. Tests I for chlorproma- 
zine, II for promazine and mepazine, and 
IV for imipramine are not subject to the 
above false positives. Concerning potential 
false positives due to salicylic acid deriva- 
tives, e.g., aspirin : Urines containing aspir- 
in and its metabolites after intake of up to 
30 grains, the highest dose seen, do not pro- 
duce false positives with any of the tests: 
In vitro tests showed that 10 mg. acetyl- 
salicylic acid added to I ml. of urine, core 
responding approximately to an aspirin in- 
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take of 10 gm. or more, did not produce 
false positives. 

Another source of interference with clear 
test’ colors was recently pointed out by 
Levine, Levine and Small(40). These au- 
thors consider urinary indican as one such 
agent producing false positives. However, 
the color development due to indican ap- 


pears with considerable delay, whereas 


phenothiazine colors appear immediately 
and should be read within 10 seconds, as 
pointed out in the individual test direc- 
tions. With strict observance of these di- 
rections no false positives due to indican 
are seen in tests I to V. Even the addition of 
. 1 mg. of indican—a physiologically unlikely 
amount—to 1 ml. of urine already containing 
high amounts of indican, did not produce 
false positives in properly executed tests. 
Furthermore, a simple procedure, requiring 
only a few minutes, will eliminate indican 
by selective adsorption of this compound 
on an ion exchange resin(12). Adding 100 
mg. Dowex AG 3-X 4 Anion Exchange 
Resin, 200 to 400 mesh, Chloride Form,’ 
to 3 ml. of urine in a test tube, shaking 
vigorously for one minute at room temper- 
ature and filtering, will selectively adsorb 
indican along with a number of other un- 
desirable urine constituents, such as intense 
urine color etc., with negligible loss in 
phenothiazine compounds. The tests are 
performed with 1 ml. of the clear filtrate, 
which usually appears lighter colored than 
the untreated specimen, and yield clearer 
color reactions, conforming more closely to 
those of the charts. The resin adsorption 
procedure is useful in connection with all 
tests, whenever maximum clarity of colors 
can not be otherwise achieved. While this 
Procedure eliminates indican, aspirin, etc., 
it does not eliminate false positives due to 
impaired liver function, conjugated. estro- 
gens, paraaminosalicylic acid, nor a num- 
ber of endogenously produced hydroxylated 
metabolic compounds, as previously re- 
Ported (5, 38, 39). 

The more sensitive the individual tests 
are, the greater the potential sources of in- 
terference and false positives. Thus, the 


chy obtainable from California Corp. for Bio- 
_ Chemical Research, 3625 Medford Street, Los 
Angeles 63, Calif. i i613} 


extremely sensitive test VII(7) for | 
demonstration of piperazine-linked phe 
thiazine drugs, administered in the low 
daily dosage range, shows the highest 1 
centage of false positives, With this te 
Heyman(41, 42) and Posner(43) foun 
higher percentages of false positives in 
ferent hospital populations and contro! 
spectively than seen in our hospital pop 
tion. We therefore recommend the use 
test V instead of VI(6) and VII(7) for 
tection of low dosage phenothiazine drug: 
(up to 100 mg. per day). For unequivoce 
results all color development appearing 
after the 10 second limit should be dis- 


reserved for such research projects as drug 
discontinuation studies, in which minimal — 
amounts of drugs are to be demonstrated, 
and they might then also be suitably supp 
mented by test V. They remain useful d 
to the absence of false negatives, and to 
the formation of optimal colors for the type 
of drugs for which they were designed. 
colors obtained with these two reagent: 
slightly more intense and more stable th 
those of test V, but the incidence of false 
positives is considerably higher, if limit 

to the lowest level of the charts, Details of 
the composition of these sensitive rea; 
for triflupromazine (Vesprin)(6) and 
various piperazine-linked phenothiazine de- 
rivatives(7), their storage, handling an 
color charts are contained in the origin: 
publications, In the special projects in w. 
they may be used, the following preca 
tions should be observed : Periodic testi f 
of the reagents’ potency against a specimen! 
of known drug content should be per- 
formed. These tests are subject to the 
categories of false positives as tests III 
V, and color development due to in 
may again be avoided by pretreatment 0 
the urines with anion exchange r 

specimens containing high amounts 0 
can which has not been filtered out, 
fering color development (brown, 0 
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_ OTHER RAPID URINE COLOR TESTS REPORTED 


Sprogis and coworkers(44) reported a 
color test for chlorpromazine in 1957 call- 
ing for separate additions of concentrated 
hydrochloric acid and a critical, small vol- 
ume of dilute sodium nitrite solution to 
~ urine. Being more cumbersome and produc- 
ing less stable color development, it does 
not have the simplicity and ease of the 
ultaneously published test I (see table). 
Moreover, test I was consistently reported 
to be free of false positives(37, 38, 40), 
whereas Sprogis’ test, due to its extreme 
acidity in this respect compares to test VIL 
(7). Such acidity is unnecessary in the 
demonstration of urinary chlorpromazine. 
A similar rapid urine color test based on 
two separate additions of nitric acid and 
sodium nitrite solution to urine was pub- 
lished by Neve(45) in 1958. He stressed the 
fact that some of the red to purple color 
eactions resulting in the presence of various 
medium to high dosage phenothiazine drugs 
may be so fleeting as to be almost imper- 
ceptible, and cautions against false positives 
due to a pink color reaction of urobilin with 
tric acid. 10.7% of drug “cheekers” were 


V is superior, thus allowing detection of 
smaller quantities of drug. 


= This, however, undoubtedly is an er- 
roneous interpretation : 5% ferric chloride 
solution, without an adequate amount of 
mineral acid, is unsuitable for specific dem- 
~ onstration of chlorpromazine or any other 
phenothiazine derived drug. In exceptional 
cases of extremely high drug intake, it is 
possible to produce a purple color even with 


but the specificity for chlorpromazine would 
have to be verified by the addition of acid, 
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inadequately acid ferric chloride solutions, A 


e.g., sulfuric acid, which would bleach color _ 


development due to aspirin, ketone bodies, 
phenylpyruvic acid, etc. but would enhancé 
the chlorpromazine color. However, a chlor- 
promazine reaction with ferric chloride and 
acid would be purple, rather than green. 
The only instances in which green color re- 
actions have been seen even with test I, 
were caused by the simultaneous presence 
of large amounts of reducing substances, 
e.g., after intake of high potency multi- 
vitamins or ascorbic acid. In these cases, the 
normal purple color reaction could be readi- 
ly restored by adding a few extra drops of 
test reagent I. 

Moreover, phenylpyruvic acid as well as 
other ketonic and aldehydic substances form 
addition compounds with the phenothiazine 
drugs and their metabolites on which we 
will report later(12). In the presence of 
such addition compounds, the characteris- 
tic color reactions of the phenothiazine 
drugs are modified. While these normally 
appear almost instantaneously, they are con- 


siderably delayed in the urine of phenyl- — 


ketonurics. 

The second reagent for urinary chlor- 
promazine reported in Fellman’s article(46) 
is a mixture of sulfanilic and hydrochloric 
acids to be added to urine, to be followed 
by a subsequent addition of sodium nitrite, 
resulting in the appearance of a purple 
color. This test is valid, if not very practical. 

Fellman’s erroneous interpretation of the 
above-mentioned green color reaction ob- 
served in urine containing chlorpromazine 
with 5% ferric chloride solution, gave rise 
to two additional, outright misleading re- 
ports in 1959: Vesell(47) reported 10% 
ferric chloride in 1% hydrochloric acid as a 
suitable reagent for the detection of small 
amounts of prochlorperazine (Compazine) 
in the urine of a child having ingested a’ 
total of 80 mg. of the drug over a period of 
four days, and showing alarming side-effects 
characteristic of piperazine-linked pheno- 
thiazine drugs. We could not confirm his 
findings in the urines of patients containing 
many times the amount of prochlorperazine, 
nor did his reagent prove suitable for the 
detection of other more readily demons- 
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trable phenothiazine drugs in amounts be- 
low 400 mg. per day. Our comments(48) 
were reported promptly, since reliance on 
an incorrect test for differential diagnosis 
between dystonia due to phenothiazine tox- 
icity and muscle spasms due to tetanus 
_ would be a hazardous practice, 

Another simultaneous and incorrect re- 
port was published by Nellhaus(49). He 
added “Phenistix,” a commercial reagent 
strip, as a potential reagent replacing 10% 
ferric chloride solution. Phenistix is equally 
unsuitable for the detection of phenothia- 
zine derivatives, but it yields a good scale 
of green colors for urinary phenylpyruvic 
acid, and a scale of pink to purple colors 
with salicylic acid derivatives, e.g., aspirin 
or paraaminosalicylic acid. 


Nellhaus also states that our tests I and II 
for chlorpromazine and analogous drugs (see 
chart) were “popularizations” of Fellman’s test. 
Since we found Fellman’s 5% ferric chloride 
reagent equally unsuitable for the demonstra- 
tion of urinary phenothiazine drugs, we would 
like to correct this error along with some others 
contained in this short communication : A red 
color reaction between the unsubstituted phe- 
nothiazine and strongly acid ferric chloride was 
first accurately described by Bernthsen(13), 
the discoverer of phenothiazine, in 1883. We 
noted that the intermediary oxidative metabo- 
lites of phenothiazine derived drugs yield in- 
tensely colored, mostly purple reactions, di- 
rectly in the urine, with properly formulated, 
adequately acid ferric chloride solutions. Any 
reddish to purple color shades obtained in 
urines by the addition of excessively concen- 
trated and hence intensely yellow 5 or 10% 
ferric chloride solutions without addition of 
adequate amounts of mineral acid, do not 
indicate phenothiazine derivatives, but as 
previously mentioned, e.g., aspirin and its me- 
tabolites, or “ketone bodies” (50). 


„To sum up the chemical prerequisites for 
direct demonstration of urinary phenothia- 
zine derivatives, an overall acidity of pH 1 
or less, according to quantity and type of 
drug present, must prevail in the mixture of 
urine and reagent. Only under these cir- 
cumstances can rapid urine color tests pro- 
duce specific phenothiazine color reactions. 

n some instances, these may be obtained 
with acids alone, in others with acids con- 
taining small amounts of nitrite or heavy 
metal ions, for instance ferric ions. 


SOME CHEMICAL DATA ON URINARY 
PHENOTHIAZINE DRUGS j 
Among the various phenothiazine dru; 
the metabolic fate of chlorpromazine 
been most thoroughly investigated : ap 
from the unoxidized drug and its sulfoxi 
detected by Salzman and Brodie(8, 9; 
other metabolites, partly in free form an 
partly as glucuronic acid conjugates, wi 
oxidative changes in the nucleus and de 
methylation in the side-chain, have recent 

been reported(51-54). 

According to our own data(12, 55) ci 
cerning chlorpromazine, the average dail 
urinary excretion during continuous dru 
administration, approximates one-half of t 
daily drug intake, and a lesser proportio: 
in single drug doses. The balance is app 
ently excreted in the feces(57-60), 
some storage in various body tissues bet 
obvious from data on prolonged excretior 
after drug discontinuation(10-11). Of th 
amount of drug contained in urine 
about 20% are in the form of the solven 
extractable metabolites, whereas the balance — 
of 80% of urinary drug content was found to 
be in the form of polar, intermediary oxi 
tive metabolites comprising various types € 
hydroxylated derivatives(11, 12, 55). B 
the absolute amounts of individual drug 
tabolites and their ratio were found to v 
substantially from drug to drug, and to 
lesser extent for different patients on - 
same drug therapy. Simple new, quanti! 
tive methods for determining total d 
content and ratio of individual metaboli 
some of which contain free radicals, hav 
been devised and are being prepared 
publication(12, 55). , 

In this connection it might be mentio 
that in the administration of phenothi: 
drugs, no essential differences in therap 
efficacy and urine color tests were noted 
intramuscular and oral doses of chlorpro: 
zine (tablets or syrup) in the same in 
vidual, while spansule type medication 
repeatedly found to require a 30% in 
in dose to obtain the previous clinical 
of tablets and urinary drug level accord 
to test I : 

While investigations on phenothi 
metabolism and excretion are likely to 
tinue in many laboratories for some 

d will extend to newly 
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drugs, the above data might in the mean- 
_ time be helpful to investigators in this field. 

ith regard to rapid urine color testing, the 
wailable reagents and the individual color 
iles of the chart, as summarized here, are 
ly comprehensive and adaptable to the 
rious categories of phenothiazine and imi- 
ramine drugs to be expected. 
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In 1957 and in 1960 I served as the 
Delegate of the American Psychiatric Asso- 
ciation to the Royal Medico-Psychological 
Association of Great Britain(1,2). This 
"article is a summary of the report which I 
_ prepared for the APA Council following 
my latest trip. 

In the 3-year interval between my two 

‘official visits a number of developments, 
present and pending, are worthy of our at- 
tention. The report of the Royal Commission 
on the Law Relating to Mental Illness and 
Mental Deficiency was rendered in 1957. 
‘The new Mental Health Act became official 
n 1959 and operative in the fall of 1960. 
ince 1957 there has been a significant and 
somewhat surprising growth of voluntary 
health insurance plans. 
_ The National Health Service has made 
ia pee and, despite the foregoing, is a 
ze ly entrenched socio-political fact in the 
United Kingdom. The R.M.P.A.’ continues 
to flourish. There is more private practice 
‘of medicine generally and of psychiatry. I 
~ shall comment briefly on these and certain 
other possible areas of interest. 


1. THE ROYAL COMMISSION REPORT 


In 1957, following intensive study of the 
; ingly complex legislative, social, and 

_ medical aspects of mental health areas, this 
multidisciplined group (including psychia- 

_ trists T. P. Rees and D. H, H. Thomas) 
produced a highly significant report. The 
recommendations of this Commission pro- 
vided the basis for revising a great deal of 
existing legislation and procedure, 


2, THE NEW MENTAL HEALTH ACT 

This Act is the legislative consequence of 
the preceding Commission Report. De- 
scribed more fully in an earlier article in 
this Journal by Dr. W. S. Maclay(3), it is a 
fundamental revision of English mental 
health law, replacing or partly replacing 52 
prior Acts. The consequences in the manage- 
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ment, disposition and ‘treatment of the more 
serious mentally sick patients are substan.) 
tial. ; 

The new Act has widespread public and 
professional support and reflects the chang- 
ing public attitudes in the United Kingdom © 
concerning the field of psychiatry. It should 7 
produce a number of constructive changes, 
including : 1. Simplification of commitment 7 
and other procedures; 2. A further shift 
of psychiatric services into the community 5 
3. The local authority to have more of the 
responsibility in patient management, etc, © 
in place of the mental hospital ; 4. A possi- 
ble growth of psychiatric units in general” 
hospitals ; 5. Generally more understanding © 
and humane attitudes toward mental illt 
ness ; 6. Voluntary admissions and minimal 
use of compulsory powers; 7. The estab- 
lishment of a Mental Health Tribunal for 
patient appeals, É 


3. THE NATIONAL HEALTH SERVICE r 

The National Health Service has been in 7 
operation since July 5, 1948 and has become © 
an accepted establishment. The total impact © 
upon medical practice and patient care has 7 
been tremendous. To the American observer _ 
the effects have not been all good by any” 
means, neither have they been all bad. 

In general, British psychiatrists seemed 
less inclined to be critical of the N.H.S.7 
currently than upon prior visits. This may — 
be due to a number of factors, including 
certain improvements in N.H.S. operation, © 
the new Mental Health Act, certain salary 
increases and the passage of time. In recent 
years there has been steady progress in the 
staffing of hospitals generally, including the 
psychiatric hospitals. Although the great ~ 
majority of psychiatrists work in the hos- 
pitals, there is an increasing amount of ~ 
community work underway. : 

The N.H.S. Consultant Psychiatrist : Of 1 
the estimated 2100-2400 psychiatrists in the ~ 
U. K., which comprises England, Wales, — 
Scotland and Northern Ireland, over 700 © 
are N.H.S. consultants, full or part-time. 
Part-time status (giving no more than ~ 
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-9/1lths of one’s time to N.H.S.), is sought 
by some psychiatrists in order to allow 
some private practice, and for tax deduction 
of certain car and utility expenses. As we 
consider N.H.S. salary scales we shall see 
that adding to one’s income leads to an in- 
creasing surtax. 

Salary Scales and Tax Rates: Salary ar- 
rangements for N.H.S. consultants in the 
various specialties are similar, The begin- 
ning physician receives an initial base 
salary of $6400. Over a 10-year period this 
can gradually rise to his maximum base pay 
“of $10,900. All figures are approximate con- 
versions into dollars from pounds sterling. 
They are from the new and improved 
N.H.S. pay scales which became effective 
toward the close of 1960. 

“Award monies” are granted in addition 
to the basic salary. There are four levels : 
“A” —$7700 which is granted to some 4% 
of all consultants; “B’=$3600 which 10% 
receive; and “C”=$2100 received by ap- 
proximately 30% of the consultants. Exactly 
100 super “A” awards, amounting to $8400 
each, are available among all N.H.S. phy- 
sicians, 

Taxes take a substantial bite from earn- 
ings and increase rapidly as one’s salary 
rises. As an example, a married physician 
with two children, having a total N.H.S. 
income of $9400, pays $2240 standard in- 
come tax, plus $280 surtax, leaving him a 
net income of $6880. ; 


4, GROWTH OF VOLUNTARY HEALTH INSURANCE 


It, was most’ interesting to learn of the 
rather remarkable growth of voluntary 
health insurance plans. From a negligible 
total of persons included as recently as 1956, 
various plans in force today already cover 
an estimated 2%-3 million people, some 
1/15th of the total population. 

Over this same period there has been a 
noticeable rise in the national economy. 
This appears to be reflected in the health 
interests and needs of people generally. 
Accordingly they may seek to supplement 
or replace N.H.S. services. Private care can 
be secured. Commercial health insurance 
can be purchased. Many variations of cover- 
age are offered. Some improve N.HS. facili- 
ties; e.g., a private hospital room in the 
event of illness. Some provide complete 


coverage outside of N.H.S. Many 
clude psychiatric services. 


5. INCREASE IN PRIVATE PRACTICE Au 

Economic growth has also helped 
courage the private practice of medici 
Psychiatrists are among those who are 
ing more private patients, More are beci 
ing part-time N.H.S. consultants, alloy 
them also to see patients on a private, 
basis. Some regard the maintenance of 
N.HLS. affiliation as necessary, since 
pital and other staff positions are under i 
aegis and such an appointment may 
prerequisite to receiving referrals. _ 

There is more reserve concerning fees 
England than in America. A few years : 
I was a member of a special APA G 
mittee which had little difficulty secur 
specific data concerning their fees 
come from several hundred colleagues 


($15 to $21) might be made by the Harle 
Street psychiatrist. 


CIATION 

The RMPA is the oldest association 
psychiatrists in the world. Founded in 1841, 
through the initiative of Dr. Samuel Hite 


of 1800. The present name and royal cha 
date from 1926. About 100 new mem 
are elected annually. vce 
Prior to the turn of this century, 
major area divisions were established, 
in England and Wales, and one each 
Scotland and Ireland. Each holds sci 
sessions, and those of Scotland and Ire 
also deal directly with their governmer 
departments. N 
In 1946 the formation of sections 
possible and four have been formed 
Child psychiatry; 2. Mental defici 
3, Psychotherapy and social psychi 
Research and clinical. Sections * 
~2An RMPA member may belong to 
none. He is also free to attend o 
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ing general meetings, hold their own pro- 
grams and elect their own officers. The 
Journal of Mental Science, published since 
1853 (the American Journal of Psychiatry 
was founded in 1844) is the official publica- 
tion of the Association. 
Meetings are marked by a cordial at- 
mosphere and I could hardly have received 
friendlier reception than upon the occa- 
‘sions I have been privileged to meet with 
my U. K. colleagues. The accompanying 
photograph pictures the present and up- 
oming leaders of the R.M.P.A. and con- 
tinues this group without interruption from 
those included in the previous photograph 
in the March 1960 issue of the American 
Journal of Psychiatry. 


, OTHER NATIONAL PSYCHIATRIC GROUPS 
The Psychologic Medicine Division of the 
British Medical Association includes over 
600 members, most of whom are also mem- 
$ bers of the RMPA. This group represents 


the psychiatric viewpoint within the B.M.A, 

The British Psycho-Analytical Society 
was founded in 1913, becoming known by 
this name in 1919. The latest report lists 
101 members and 123 associate members, 
The headquarters address is 63 New Caven- 
dish Street, London, W.1. 

A Group for the Expression of Views of 
Clinical Psychiatrists, also known as “The 
Oedipal Group” has some 150 members, 
There are also smaller Adlerian and Jungian 
societies, with headquarters as follows : The 
Adlerian Society of Great Britain, 42 For- 
tune Green Road, London, N.W. 6, and the 
Society of Analytical Psychology, 30 Devon- 
shire Place, London, W.1. 
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A number of controlled studies have 
been made in which occupational ther- 
apy for chronie schizophrenic patients has 
been contrasted with drug treatment. In 
these studies, occupational therapy has been 
prescribed in much the same way as 
a drug, and improvement in behaviour has 
been described in terms of a global rating 
or score(4, 6). It has not been possible to 
gain from these experiments—because of the 
difficulties in methodology—any suggestion 
as to principles which should underlie the 
rational prescription of social treatments. 
Controlled trials specifically testing these 
measures (particularly group psychothera- 


" py) have been carried out very infrequent- 


ly, and those which have been published 
have not yielded very positive results. One 
very common finding, however, has been 
that deterioration occurs in the control 
group which has not received the treat- 
ment, even where no improvement has oc- 
curred in the experimental group(1, 5, 7, 8, 
13, 14). 

Studies by members of the Medical Re- 
search Council Social Psychiatry Research 
Unit, using output in an industrial work- 
shop as an objective measure of progress, 
have seemed to confirm the lack of effect 
of social measures. Output improves with 
practice, but additional incentives such as 
money, goal-setting, encouragement, and 
routine psychiatric interviews, appear to 


1 An experiment of this kind can only be made 
if the active collaboration of a large number of 
staff can be secured. We were particularly for- 
tunate in this respect and would like to acknowl- 
edge our debt to Staff Nurse Alison, Dr. D. Ben- 
nett (consultant in ‘charge of the rehabilitation 
Programme), Staff Nurse Carr, Dr. A, Catterson 
(ward doctor), Miss A. Constable (senior Occu- 
pational Therapist), Charge Nurse Randall, Miss 
M. Smith (Matron), Mr. O. M. Hughes (Chief 
me Nurse), and the staff of the Resocialisation 


2 Institute of Psychiatry, Maudsley Hospital, 
London S.E. 5, England. 


2 Physician Superintendent, Netherne Hospital, 
Surrey, England. 
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have little incentive effect. In paranoid 
tients, output may even decrease(10, 12). — 
This contrasts strongly with the marked ef- 
fects of such incentives in imbeciles(2,9, ~ 
11). A characteristic of the learning curve ~ 
in the studies of output of schizophrenics ~ 
has been the slow and linear improvement 
due to practice which contrasts with the 
more usual negatively accelerated form seen 
in normal people and imbeciles, ki 
It has not proved possible in any of the ~ 
studies so far published to lay down such 
rigorous conditions of selection, natal 
and procedure that the experiments could 
readily be repeated. The results of each — 
paper, and the interpretations of the au- ~ 
thors, are therefore difficult to compare. — 
There certainly remains a strong clinical — 
impression that the more stimulation (sen- 
sory and social) that a withdrawn chronic 
schizophrenic patient receives, the more ac- | 
tivity he will show, and the better able the 
staff will be to turn this activity to good 
account, The studies mentioned above show 
that there is no question of a clinical cure, < 
but they leave open the question of whether — 
there may be improvement in certain s 
cific aspects of behaviour. The difficulty ¥ 
in devising objective measurements of a 
wide variety of aspects of behaviour, andin | 
controlling the many variables, other than 
those under investigation, which may alter — 
the patients’ responses in an unpredictable 
way. F 
The present experiment was a p proj- 
ect designed to discover whether were 
any obvious changes in output, worksh 
behaviour, and ward behaviour, ina 
group of severely ill long-hospitalized 
ophrenics, when conditions pe 
were experimentally varied. The hypoth 
was put forward that 
to social stimulation, 
stimulation is discontinued 
ulation given was considerably more in 
sive, and more dependent upon the ju 
ment of the supervisor, than in O’Coni 


SEVERELY ILL CHRONIC SCHIZOPHRENIC PA’ 


[ October “a 


SELECTION OF PATIENTS 


Only severely-ill male schizophrenic pa- 
tients who had been in hospital for more 
than 2 years and were under 60 years of age 
were considered for selection. Two special 
hospital villas, under the personal super- 
vision of the clinician (R.K.F.), had been 
organised to provide intensive social treat- 
ment for 70 severely handicapped schizo- 
phrenic men and women. Of the 32 men, 
1 was excluded because of a diagnosis of 
“simple” schizophrenia, 1 because, at the 
time, his symptoms were of moderate sever- 
ity only, and 3 because they were already 
engaged in higher level industrial work and 
would have lost a substantial amount of pay 
if they had taken part. The drug treatment 
of the remaining patients was discontinued. 
Within the subsequent 3 weeks, 3 patients 
showed marked disturbance of behaviour 
which might haye been due to the cessation 
‘of medication, and drug treatment was 
_ therefore resumed in these cases. The re- 
maining 24 patients began work in the ex- 
_ perimental workshops 2 weeks after drugs 
had been stopped. A further 2 patients were 
excluded after 8 weeks because they de- 
veloped very high outputs. They were 
transferred to higher level work and their 
output has not been included in the follow- 
_ ing results. The experiment was therefore 
concerned with 22 severely ill male schizo- 
phrenics, all of whom showed severe flatten- 
ing of affect, and either very severe poverty 
of speech or very severe incoherence of 
speech, so that normal conversation was ex- 
tremely difficult or impossible. No patients 
had coherently expressed delusions as a 
predominant symptom. 


SOCIAL CONDITIONS IN THE WARD 


__ The social and administrative routines in 
the Resocialisation Unit where all the pa- 
tients lived were of a high standard, al- 
though it was what used to be known as the 
4 “deteriorated” ward. A description of these 

social circumstances is included because it 
is thought that, unless demonstration of a 
minimum standard can be made, it is very 
difficult to interpret any changes which oc- 
cur after the introduction of an experimental 
eatment. The two open villas, one for male 
and one for female patients, were adminis- 
tered as one unit, and the patients mixed in 


all their activities during the daytime. Male 
and female staff shared similar duties and 
there was a high staff-patient ratio (1:8.75). 
There were weekly meetings of small groups 
of patients with a nurse and another staff 
member, and regular joint staff conferences, 
There was also a weekly ward meeting of all 
staff and patients. The usual daily routine 
was encouraged, and the patients left the 
ward to do subcontracted industrial work in 
the occupational therapy department from 
9:30-12, and 2-4:30 every day. Various ` 
leisure time activities were organised, and 
patients also helped with domestic activi- 
ties outside working hours. Detailed atten- | 
tion was paid to the re-education of personal 
habits of cleanliness, neatness and good 
manners. A deliberate effort had been made 
to create a unit that was not only a thera- 
peutic milieu for the patients but also at- 
tractive for staff to work in. + 


THE EXPERIMENTAL WORKSHOPS 


Two rooms were used as experimental 
workshops. One was larger and lighter than 
the other. They were connected by a com- 
municating door which remained open 
throughout, and there was considerable 
movement between them. Eleven patients 
worked at two tables in each of the rooms. 
Two 2-hour trials were conducted daily, 
roughly from 9:45 to 11:45 a.m., and from 
2:15 to 4:15 p.m. Times of beginning and 
ending work were noted and all output cor- 
rected to a full 2-hour period. Wednesday 
afternoon was worked by most patients but 
3 or 4 patients regularly had visitors on this 
day, and others occasionally did, so that this 
trial was omitted from the calculations. 
There was no Saturday working. An oc- 
casional day was missed because of a public 
holiday or a coach outing. 

The work consisted of tucking in a small 
triangular flap on each side of a cardboard 
sleeve, so that the glass globe of an electric 
light bulb could rest on the flaps, inside the 
sleeve, with the metal part of the bulb pro- 
jecting through. The sleeves came in bun- 
dles of 50, each secured by an elastic band. 
The supervisor was allowed to keep a sup- 
ply of bundles in front of each patient, if he 
did not supply himself from the carton, and 
to remove the elastic band if the patient did 


do this himself. The supervisor also 
ed that there were 50 in a completed 
le, and put on an elastic band if the 
nt did not do so. No actual sleeve fold- 


adopted a two-handed method which was 
considerably faster. It is well known to in- 
dustrialists that changes in method of work- 
can produce increases in output com- 
with which other changes in condi- 
tions (¢.g., introduction of bonus payments, 
.) may have only marginal effects. It is 
ought that conditions in this respect were 
dard throughout the experiment. 
‘An individual's score for any one 2-hour 
trial consisted of the number of cardboard 
ves he had completed—usually in multi- 
“ples of 50. One patient, whose mental state 
"was characterised mainly by coherently ex- 
" pressed delusions, worked very rapidly and 
” efficiently, and his output over 8 weeks took 


the form of a typical learning curve except 


z i FIGURE 1 
Output Per 2-Hour Trial of Highly Motivated Chronic 
Schizophrenic Patient Whose Leading Symptom Was 
Coherently Expressed Delusions 


OUTPUT PER TWO HOUR TRIAL 


that the flattening noted by O'Connor 

still evident (Figure 1). He and another 

tient, as mentioned earlier, worked so 

that they had to be omitted from th 
periment after 8 weeks. His output per 

at this point was about 3,000, and his p: 

(at 1/3d per 1,000) reached 35/- a week.” 
Figure 1 gives some estimate of the maxi- 
mum possible output for chronic schizo- 
phrenic patients under these conditions. The — 
average pay, over the course of the experi- 
ment, omitting these two highest scorers, 
was 4/- a week. 

Unfortunately, this most suitable work — 
was obtained on a limited subcontract ~ 
which could not be renewed, and it did not ~ 
last for the whole of the experiment, in spite 1 
of the exclusion of the two highest scorers. 
During trials 70-82, j-hour sessions were 
adopted. The remaining hour was occupied — 
with coil-stripping—a much less skilled form 
of work with very low pay. However, ang 
9-hour trial was compared with the 1-hour — 
trial immediately preceding and following ~ 
it, and it was found that no significant dis- 
tortion would be introduced if the outputs 

doubled to make 


across them to 
Three initial training sessions were n 
scored, 


THE MEASUREMENT OF WARD 
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~ corded in the form of brief descriptive 
= notes. The investigator later rated these 
- notes on the scales of Appendix A. 

__ The notes made by the investigator dur- 
_ ing trials 37 and 40, and by the ward doctor 
during trials 35 and 38 (i.e., 4 consecutive 
‘mornings during one week) were typed out 
T on slips of paper. Identifying material was 
"removed and the slips placed in random 
order. They were then rated, on the 4 
“scales, by an independent rater. Correlation 
coefficients were calculated, for 3 of the 
scales, between the 4 sets of ratings made 
at the time, and the 4 sets of ratings made 
by the independent rater subsequently. Too 
few patients were noted as showing man- 
_ nerisms during the 4 periods of observation 
_ to make parametric statistics applicable— 
there was practically complete agreement 
- on this point. The mean coefficients for the 
other 3 scales were 0.86, 0.96, and 0.62. 

_ A simple 12-item ward behaviour rating 
_ scale was completed by the ward charge 
nurse at the end of each week of the ex- 
periment, except for 3 weeks when he was 
on holiday. Two scores were derived from 
_ this schedule. The first score (“Social With- 
_ drawal”) was composed of ratings on 8 
_items—social withdrawal, disinterest in lei- 
_ sure activities, lack of conversation, slow- 
_ hess, underactivity, poor personal hygiene, 
" poor mealtime behaviour, poor personal ap- 
“pearance—which all correlated together. 
The second score, “Socially Embarrassing 
Behaviour,” was composed of ratings on 4 
_ items—overactivity, laughing and talking to 
self, posturing and mannerisms, threats or 
_ violent behaviour—which also correlated to- 
ether. The two scores were not intercor- 
related. There was satisfactory reliability 
as between raters. 


PRELIMINARY MATCHING AND 
_ EXPERIMENTATION 


The 22- patients were divided into two 
equal groups, one in each workshop. The 
_ two groups changed rooms at the beginning 
of each week throughout the experiment be- 
“cause of the pleasanter working conditions 
_in the larger room. There was no evidence 
that either room stimulated greater output 
than the other. A male and a female staff 
nurse were chosen as supervisors and, dur- 
ing the preliminary 2 weeks, they alternated 


daily between workshops, so that all pa- 
tients were supervised as much by one as 
by the other: At the end of 2 weeks it was 
possible to look for the effect of each super- 
visor on output, but no differential effect 
could be found. 

The output during these 2 weeks could 
therefore be used to match two groups of 
1l patients. This was done by obtaining 
mean scores for trials 1-7 (during the first 
week in the workshops) and allocating al- 
ternate patients, in rank order, to one of 
two groups. After two small adjustments, 


` there was no significant difference between 


the two groups, and they were also ade- 
quately matched for trials 8-16. In fact, no 
further adjustment could be made which 
would improve the existing equivalence of 
the two groups in respect of age, length of 
stay in hospital, and ward behaviour scores. 
The values are shown in Table 1. A rating 
of predominant mental symptoms had been 
made by the investigator before the begin- 
ning of the experiment. All patients were 
severely ill and all showed symptoms which 
markedly interfered with their conversation 
on neutral topics. Nine patients in each 
group showed severe blunting of affect and 
poverty of speech, the remaining patients 
showed severe incoherence of speech. The 
scales used for rating the patients on mental 
state will be described elsewhere. The group 
allocated to the female supervisor was la- 
belled Group A. The other group was called 
Group B. 


CONDITIONS OF WORKSHOP SUPERVISION 


Following the preliminary two weeks in 
the workshop, each group was allocated its 
own supervisor. The supervisors were re- 
cently qualified staff nurses chosen by the 
clinician because they were representative 
of a good average standard of nurse in the 
hospital, and because they could be released 
from other duties for the period of the ex- 
periment. It was thought that any results 
they obtained could be reproduced by the 
majority of their colleagues. 

Two conditions of supervision were de- 
fined. During “passive” supervision, the 
supervisors were instructed to carry out the 
administrative procedure described earlier, 
so that patients always had work in front of 
them ready to do. Otherwise they were to 


“concern themselves only with collecting 
work, checking it and entering it in the 
“record book. They could correct mistakes 
‘but make no other comment on the work. 
“They could deal with any incident which 
required intervention in any manner that 
seemed best to them. The behaviour of the 
supervisors under these conditions was ob- 
served during a period of 15 minutes fol- 
lowing the investigator's time-sampling of 
patients’ behaviour. In general there was 
silence during these sessions unless the 
supervisor wanted help in stacking the work, 
and the passive conditions of supervision 
were adhered to very closely. 

Simple written instructions for active su- 
pervision were given to the supervisors. Pa- 
tients who were already working well were 
to be praised and encouraged, and told what 
their output was and what their previous 
best had been. They were also reminded of 
the money value of their work. Patients 
who worked intermittently were to be en- 
couraged particularly during periods when 
they stopped work. Patients who did not 
work at all were to receive special demon- 
stration and attention. In no case was more 
than a few minutes to be spent with any 
patient, and whenever there was any sign 
of irritation the supervisor was to desist. 
_ The supervisors were to adopt the method 

of approach and choice of words which 

seemed to them best for each individual. 

In no circumstances was any work to be 

done for the patient. Time-sampling during 

the periods of active supervision showed 
that the supervisors kept closely to their in- 
structions, in that there was little other 
verbal comment apart from praise, en- 
couragement and goal-setting. 

An initial period of 4 weeks (trials 1-32) 


“active supervision for group B but not for 


TABLE 1 


Preliminary Matching of Two Groups of Patients 
(Age, length of stay, behaviour, output) 


was allowed to overcome practice effects. 
Since, at the end of this time output wai 
still increasing, it was decided to introdu 


group A. After a fortnight of these. con- 
ditions (trials 33-50), passive supervision 
was resumed in both groups for a further 
2 weeks (trials 51-69). Active conditions 
were then reintroduced for both groups and 
continued until the contract had been — 

worked out (trials 70-82). This design al- 
lowed for a comprehensive test of the hypo- 
thesis that additional social stimulation in- 
creases output in this type of patient. A 
further check was provided by the subse- 
quent introduction of more complex work, 
first under passive conditions of supervision 
(trials 83-86), then active (trials 87-91), 
and finally passive again (trials 92-94). Be- 
tween trials 82 and 83, while the new work 
had not come in, the patients worked for 2 
weeks at coil-stripping, under passive con- 
ditions of supervision. E 


RESULTS 

1. Output: The mean scores per indi- 
vidual for each 2-hour trial are shown, 
separately for Groups A and B, in Figure 2. 
The peak output for any individual was — 
1,600 sleeves (on the 74th trial). This was 
only 50% of the peak output (on the 56th 
trial) of a highly motivated patient who 
demonstrated little handicap (Figure 1). 
The general level of functioning was thus 
extremely low. During trials 1-16 (before 
the groups had been finally chosen and — 
supervisors allocated ) there was no overa! 
tendency towards improvement in output. 
However, when the mean scores are seen — 
in conjunction with the figures for trials 
17-32, during the subsequent 2 weeks, a 


Trials 8-16 


GROUP B 
a GROUP Ae MEAN RANGE 
Age (years) 41.0 Zee 140 oa 
Length of stay (years) 14.3 seu 38 612 
- Social withdrawal score 73 wes 30 6 
Socially embarrassing behaviour 25 15 A i 
Group output per trial : 
Trials 1-7 1550-2500 
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FIGURE 2 
Mean Output Per 2-Hour Trial for Individuals in 
Groups A and B 


——— Group A 


_ trend does become apparent. This can rea- 
-sonably be attributed to a practice effect. 
When active supervision is introduced for 
Group B (trial 33) there is an immediate 


increase thereafter. A sudden increase is 
so seen in Group A but there follows a 
marked drop in output throughout this 
eriod. When passive conditions of super- 
‘Vision are resumed (trial 51) the output in 
troup B drops sharply, while that in Group 
A increases equally sharply. The output 
‘hen remains stable until the reintroduction 
of active supervision, this time in both 
_ groups (trial 70). The immediate increase 
‘in output in Group A is of the same order 
s the earlier increase in Group B. There is 
an even more marked increase in output in 
sroup B. A natural experiment was con- 
lucted when the male supervisor fell ill 
suddenly. During trials 80, 81 and 82, 3 
_ different student nurses deputised for him 
and endeavoured to keep up the active 
supervision, The output dropped markedly, 
while output in Group A was not affected. 
_ The output of more complicated work 
(trials 83-94) is not shown in Figure 2, 
There is a smaller proportionate effect of 
active supervision, but the rise in output 
when active conditions are introduced, and 
the fall when they are terminated, is again 
striking. 
_ The output figures for the two groups are 
“summarised in Table 2. Mean output scores 


were derived for each group, representing ay 
the output over blocks of trials during which 
the experimental conditions did not vary. 


TABLE 2 
Group Output Per Trial During 9 Blocks of Trials 


BLOCK TRIALS GROUP A 


GROUP B 


Sleeve folding 
1 1-16 2140 2617 
2 17-32 2854 3362 
3 33-50 3262 4771* 
4 51-55 3660 3850 
5 56-69 3945 4219 
6 70-79 6000* 8300* 
Box nesting 
F 83-86 858 915 
8 87-91 1087* 1110* 
9 92-94 954 904 


* Active conditions of supervision. 


The data in Figure 2 and Table 2 seem 
to indicate clearly that there is a relationship 
between social stimulation and output, The 
fall in output, which occurs consistently 
whenever the extra stimulation is removed, 
is particularly striking, because it cannot 
be accounted for in terms of practice effects. 
However, it is clearly important to allow for 
any overall trend due to a practice effect 
before investigating the significance of the 
changes induced by varying the type of 
supervision. Seven patients in Group A and 
4 patients in Group B increased in mean 
score from Block 1 to Block 2. These pa- 
tients improved from a mean of 391.7 during 
the first period to a mean of 558.8 during the 
second. The remaining 11 patients actually 
declined from a mean of 39.9 to a mean of 
20.3, There is a higher than expected cor- 
relation between the mean score per indi- 
vidual for Block 1 and the mean increment 
or decrement in Block 2 (1=+0.84, 
p=<.001). Apart from one case (ranked 
13 on initial output) those patients who 
increased in score from Block 1 to Block 2 
were the highest initial scorers, while those 
who decreased were the lowest initial 
scorers. (Four patients who did no work in 
either period were included in the latter 
group.) However, although the 11 high 
initial scorers accounted for 91% of the total 
output in Block 1, and 95% in Block 5 (both 
under passive conditions of supervision), 
they accounted for only 73% of the total 


“output in Block 6 (active conditions). It is 
clear therefore that the 11 low initial scorers 
"were responsible for a disproportionate 
amount of the increase in output when 
T active conditions of supervision were in- 
troduced. 
Thus the 11 patients who initially had a 
> high output contributed most of the prac- 
tice effect, while the remaining 11 patients 
were responsible for a substantial proportion 
_ of the increase in motivation. The two 
groups must therefore be analysed separate- 
ly. : 

So far as the 11 who showed a marked 
practice effect are concerned, a maximum 
~ point was selected for each one, defined as 

© the first trial following which there were 
15 trials with no further increase in output. 
Slopes and levels were calculated for these 
15 trials together with any other trials to the 
end of the current block. An extrapolation 
from these slopes and levels allowed the 
calculation of an expected mean score dur- 
ing Block 5, assuming that the trend had 
continued without interruption. In 2 cases 
the calculated level was higher than the 
observed level and the increase during 
Block 6 could be explained on the basis of 
a continuation of an earlier trend. The re- 
maining 9 individuals showed an increase, 
from Block 5 to Block 6, which could not be 
so explained, The correlated t-test showed 
a significant increase for these 9 patients 
(t=5.63, p=<.001). 

Turning to the analysis of the scores of 
the remaining 11 patients, there is no prac- 
tice effect to allow for, and any increase 
during periods of active supervision can be 
provisionally attributed to the effect of in- 
creased motivation. A 2 x 6 analysis of 
variance of the scores was carried out and 
showed very highly significant effects be- 
tween blocks of trials, between the two 
groups, and also a very highly significant 
interaction. Subsequent t-tests showed no 
Significant difference between any of the 
blocks of trials for the 4 patients in Group 
A. The 7 patients in Group B showed a sig- 
nificant increase from Block 2 to Block 3 
(t=2.34, p—<.05), a significant decrease in 
Block 4 (t=2.50, p=<.02) and a further 
_ Significant increase in Block 6 (t=7.54, 
_ P=.001), This is confirmed by examination 


of the output data for each individual p; 
tient. s 
Thus 9 out of 11 initially high scorers, and 
7 out of 11 initially low scorers, showed a — 
significant response to active supervision, 
irrespective of practice effects. j 

When the more complicated work was in. 
troduced, there was still a significant in: 
crease in output under active (Block 8) 
compared with passive (Block 7) conditions” 
of supervision (t=2.85, p=<.01). More ~ 
important, because practice effects are al 
lowed for, there was a significant decrease _ 
on reversion to passive conditions (t=2.33, 
p=<.05). 

Throughout the experiment, there was no 
evidence that sex of supervisor had any in- 
fluence on the results. There was the usual 
wide variation in output from trial to 
trial which is characteristic of schizophrenic 
patients. Apart from a fairly constant rise 
in output on Friday afternoons (pay day) 
and fall on Monday mornings, which these 
patients shared with their colleagues in — 
open industry, no systematic interpretation 
of the diurnal variations can be offered, 

2. Time-sampling of workshop behaviour : 
The workshop behaviour ratings made 
during each of 5 consecutive fortnightly 
periods were summed, giving total scores 
for each group of patients representing — ; 
their behaviour during that fortnight. The 
first 4 periods corresponded to trials 17-32, 
33-50, 51-69 and 70-82 respectively. The 
fifth period was the intermediate fortnight 
between trials 82 and 83, during which the 
patients were occupied in coil-stripping. 
Eight observations (lasting one quarter of 
an hour) were made during each fortnightly 
period and the total scores for each group 
are shown in Table 3. 

The decrease in “immobility” score, when 
active conditions of supervision were in- 
troduced, and the subsequent increase when 
passive conditions were resumed, is ob: 
vious. The decrease in total score from | 
period 3 to period 4 is significant (t=4.95, 
p<=.001). The subsequent increase in 
period 5 is also significant (t=3.8 
p=<.001). There is no significant change 
in the behaviour scores on the other 3. 
scales, but there is a small and consistent 
improvement in each one during the periods 
of active supervision. 4 
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TABLE 3 


Total Workshop Behaviour Scores, for Groups 
A and B, During 5 Fortnightly Periods 


CONDITIONS LAUGHING AND 
PERIOD OF IMMOBILITY MANNERISMS: TALKING TO SELF 
SUPERVISION A B A B A B 


Passive 113 116 28 18 69 66 
Active 123 102 24 4 66 49 
(Group B) 
Passive 122 124 23 13 64 47 
Active 88 16 2 62 36 
' (Both groups) 
5 Passive 129 13 20 66 46 
Mean per fortnight : 
Passive conditions 122 22 17 66 53 
Active conditions 88 75 16 3 62 43 


3. Ward behaviour scores : The mean be- 
haviour scores for Groups A and B during 
_ the 14 weeks in the workshop, are shown in 
Table 4, The scores representing Socially Discussion i 
Embarrassing Behaviour show little change The statistical analysis confirms the i 
roughout this period and there is no sig- pression given by Figure 2, that there is 
nificant difference between the groups. So immediate increase in output in 16 out ¢ 
far as Social Withdrawal scores are con- 22 severely ill long-hospitalized  schiz 
_ cerned, Group B has slightly higher mean phrenic patients, in response to additio 
scores throughout, though the difference social incentives, and that this increase 
_ between groups is not significant, There is motivation lasts only as long as the st 
‘a gradual decrease in score in both groups is applied. Such an unequivocal ri 
from weeks 4 to 8, but this is clearly not raises the question as to why a similar resu 
ated to the activity of the workshop su- was not found in the experiments of O'Co 
pervisors, The factors responsible for the nor, et al.(10) and O’Connor and Ra 
_ temporal trends which can be seen in these (12). There may be two explanations. I 
‘data are almost certainly complex. Since no first place, it has been shown that there ai 
hypothesis was put forward concern- two subgroups in the present series of pa 
ng them, no further statistical analysis has tients, Half the patients accounted for o) 
undertaken, It should be noted, how- 90% of the initial output of the group, 
, that the improvement in ward be- i 


Mean Weekly Ward Behaviour Scores for Individuals in Groups A and B 


SOCIAL WITHDRAWAL SOCIALLY EMBARRASS! 
SCORE BEHAVIOUR SCORE 
GROUP A 
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this subgroup contributed only 40% of the 
increase in output in response to additional 
social stimulation. The remaining patients 
who had a very low initial output, and who 
showed no improvement with practice 
alone, accounted for 60% of the increase in 
output under active conditions of super- 
vision. O’Connor’s patients were probably 
functioning at least at the level of the for- 
mer group. In the second place, the social 
conditions of the present series were much 
more rigorously controlled, and a more 
sustained and intensive social stimulus was 
applied. In O’Connor’s work the stimulus 
was applied uniformly at specified intervals, 
during 20-minute trials, by experimenters 
with whom the patients were unfamiliar. In 
the present project, most stimulation was 
given to patients who were working least, 
though every patient was encouraged, and 
the whole group was aware of the change 
in routine throughout the period of active 
supervision. The 2 supervisors were familiar 
staff nurses who were with the patients all 
day and every day for several months. 

The flat learning curve, to which O’Con- 
nor drew attention, is clearly evident in the 
present work, There is a very marked handi- 
cap as measured by the output on the very 
simple industrial work provided, The fact 
that, though output was increased under 
conditions of social stimulation, it did not 
remain at the higher level when the stimula- 
tion was withdrawn, differentiates these pa- 
tients from the imbeciles in O'Connor's ex- 
periment(11). 

The decrease in immobility concomitantly 
with an improvement in output during peri- 
ods of active supervision is to be expected. 
Three of the scales which were rated ac- 
cording to observations made during time- 
sampling of the patients’ behaviour, con- 
cern activities which are, in part, alternatives 
to working, If the patients work harder, the 
time spent in inactivity, mannerisms or rest- 
lessness is likely to be diminished. When 
these ratings are summed for trials 56-79, 
the resulting scores show a very high cor- 
relation with mean output over the same 
period (r=—0,93). 

Ward behaviour did not show any cor- 
responding fluctuation during periods of 
active, compared with periods of passive, 
supervision. This accords well with the ex- 


periences of the other investigators to who 
reference was made earlier. There is no 
generalisation of response from the specific 
situation in which extra stimulation is pro- 
vided, to other social situations, The overall 
improvement and later fluctuation in ward ~ 
behaviour may possibly be explained in 
terms of the type of work done—in particular ~ 
the degree of interest shown by the patients 
in the different types of work—or it may re- 
sult from a complex of factors including ~ 
changes in the attitude of the rating charge 
nurses, W 
There is a significant increase in the out- — 
put of relatively complex work (box nest- 
ing) as well as in performance on sleeve 
folding when active supervision is intro- ¥ 
duced. The increase is not, however, propor- 
tionately as great. The importance of the re- — 
sults with complex work lies in the fact that 
not only does output increase under active ~ 
conditions of supervision but it decreases 
significantly when passive conditions are re- 4 
sumed. r 
The clear cut way in which these patients 
responded, with very little latent period, to 
extra social stimulation, and particularly the 
sharp drop in output when the stimulation 
was discontinued, is difficult to explain in 
terms of learning theory. A physiological 
process is suggested. Cozin, et al,(3) have ` 
described something similar in senile pa- < 
tients. Tizard and Venables(15) and Ven- 
ables(16) have described the improved 
ficiency of performance of withdrawn | 
chronic schizophrenic patients under con- t 
ditions of increased background stimulation, 
and Venables(16) has since postulated a 
change in level of reticular activity to ac- 
count for this. However, it is premature to 
speculate further along these lines in ac- ~ 
counting for the present findings. Er 
The way in which other changes in the 


A, while 

aged, and n 
Group B when substitute supervisors 
be introd ials. There is 


ed 
e high reactivity which many ; 
in this series show, may account for the fact — 
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P: 
_ that the performance of schizophrenics is 
= always found to be extremely variable. 

The clinical value of active, as compared 
with passive, supervision for these patients 
in an occupational therapy department or 
_ sheltered workshop is difficult to assess. It 
7 is a sound principle of rehabilitation to give 


exercise to functions which have become 
disused following illness or injury, in the 
hope that partial or complete recovery 
may eventually occur. “Institutionalism,” in 
chronic schizophrenics, may be largely due 
_ to the fact that apathetic patients do not 
-actively use their faculties and, in a crowded 
"and understaffed ward, it is difficult to give 
q the proper medical and nursing attention 


` which would keep residual mental and phys- 
ical functions at the optimum level. 

Whether such active remedial care is, in 
_ itself, therapeutic, cannot be decided from 
f _ such a short experiment as this one. There is 

no evidence, over 16 weeks, that the pa- 
tients are much different in mental state or 
_ behaviour from when they started, though 
the measures used are admittedly extremely 
crude. On the other hand, improvement in 
~ output was still taking place in certain pa- 
-tients after 200 hours of practice, and it is 
unlikely that these experimental conditions 
‘provided the optimum environment for im- 
provement to occur. Further experimenta- 
_ tion is needed in order to discover whether 
_ chronic schizophrenic patients may reveal 
__ unexpected residual assets under conditions 
of prolonged and intensive re-education of 
specific faculties. 


SUMMARY 


~ Twenty-two long-stay severely ill male 
_ schizophrenic patients were employed in a 
hospital workshop for 16 weeks. They all 
__ lived in one villa where the standard of 
social treatment was high. The two work- 

_ shop supervisors were a male and a female 
staff nurse. The sex of the supervisor did 
not influence the results. The conditions of 
supervision were varied experimentally. 
There was a sharp increase in output (on a 
simple sleeve folding task) whenever social 
incentives were introduced, and a sharp fall 
whenever passive conditions of supervision 
were resumed. The 10 patients with the 
highest initial output, together with 1 other 
(ranked 13 on initial output), accounted for 


4 


over 90% of the output under passive con- 
ditions, and for all the improvement due to 
practice. However, they contributed only 
40% of the improvement due to additional 
social incentives. The remaining patients, 
therefore, functioned at a very low level 
relative to the initially high scorers and 
showed no practice effect, but 7 of them 
responded very markedly to encouragement. 
Time-sampling of workshop behaviour 
showed that the increase in working activity, 
under active conditions of supervision, was 
accompanied by a significant decrease in 
various abnormalities of behaviour (immo- 
bility, mannerisms and restlessness). Ward 
behaviour was unaffected. 


APPENDIX A 
ImMosinity 

3. Sitting or standing with minimal move- 
ment, e.g., head sunk on chest, eyes closed or 
half-closed, only very occasional movements 
such as lifting head or shifting position. 

2. Some movement, e.g., staring round 
workshop, a little work, some fiddling with 
scraps, rubbing face or yawning, or rare man- 
nerisms. Mainly just sitting. 


1. Moving most of the time, e.g., working, 


fiddling, shifting position, but occasionally re- 
mains in one posture without movement. 

0. Constantly moving—either working or 
restless movements. 

Mannentsms (stylised movements which are 
clearly not random as in fiddling with a scrap 
of paper, but meaningful to the individual) 

3. Practically continuous during observation 
period. 

2, Frequent mannerisms, or for more than 
half the observation period. 

1. Occasional manneristic movements. 

0. No mannerisms seen, 

Movutu AND ip MOVEMENTS, TALKING AND 
LAUGHING TO SELF 

3. Frequently talks or laughs out loud 
throughout observation period. 

2. Occasionally laughs or talks out loud. 
And/or : overt continuous obvious lip move- 
ments, but soundless, 

1. Occasional obvious muttering, or con- 
tinuous chewing, teeth clenching or covert lip 
movements, 4 

0. No mouth or lip movements. 
Restixssness (include all movements not con- | 
nected with efficient work but excluding man- 
nerisms) , 


3. Wandering around workshop throughout 


observation period. 


t 


J. K. WING, AND 


1961 | 


R. K. FREUDENBERG 


2. Some wandering around, or constant 
fiddling (e.g, playing with elastic band or 
scraps of paper, rubbing face and hands, etc.) . 

1. Some fiddling or staring around. 

0. No restless movements. 


AppENDIx B 
OUTPUT ON AN INDUSTRIAL TASK AS AN OBJEC- 
TIVE MEASURE OF IMPROVEMENT IN CHRONIC 
SCHIZOPHRENIC PATIENTS 


In the preceding paper an experiment was 
described in which 22 severely ill chronic 
schizophrenic patients were occupied on 
industrial tasks under varying conditions of 
supervision, All drugs were removed 2 weeks 
before the patients entered the workshops. 
The output the patients achieved through- 
out the experiment was very low, but it was 
clearly demonstrated that 11 of them im- 
proved with practice, and that 16 out of 22 
improved further when extra social in- 
centives were introduced. It was intended 


__ to combine this exercise with a drug-trial, 


but the supply of work ran out after the pa- 
tients had been receiving trifluoperazine or 
placebo for only 3 weeks, and an adequate 
trial was not therefore possible. The method 
used, however, is thought to be of sufficient 
interest to justify a technical note on pro- 
cedure, 


Two groups of patients were matched on 
their industrial output during 18 2-hour 
trials (33-50). These groups were not sig- 
nificantly dissimilar in respect of age, length 
of stay in hospital, ward or workshop be- 
haviour scores. One group (6 Group A and 
5 Group B) received trifluoperazine 10 mg. 
bid. The other group received similar inert 
tablets. Only the clinician (R.K.F.) was 
aware of the identity of the experimental 


TABLE 1 


Group Output per Trial, During 9 Blocks of Trials 


a Group Receiving Placebo f 


introduced on the evening before trial 
Trials 56-69 were conducted under pa 
conditions of supervision, and trials 7 
under active conditions. After the patie 
had been receiving tablets for 6 weeks, mi 
complicated work was introduced ( 
83-94). 

The output of the two groups in respe 
simple sleeve folding (trials 33-79) and 
nesting (trials 83-94) is shown in Tabl 


during trials 33-50, they diverge somew! 
so that the placebo group is superior, durin 
trials 51-55 (before tablets were started) — 
the difference is not, however, significar 
(t=0.89). During trials 56-69 (passive con- 
ditions of supervision) there is no chang 
in the relative outputs of the experime: 
and control groups. When active supervision 
is introduced (trials 70-79), the 2 groups 
again become equivalent in output. There 
is no hint of a drug effect in these figures, — 
When the more complicated work is in 
troduced, the group of patients receiving 
trifluoperazine achieves a higher output 
than the placebo group, under both aci 
and passive conditions of supervision. The 
difference is not, however, statistically sig- — 
nificant (under passive conditions, t=0.82, 
Clearly the conditions of the experiment 
do not allow for a conclusion as to whethe: 
there is an improvement due to trifluopera- 
zine after 6 weeks on the drug, since output — 
on the two kinds of work is not comparabl 
However, the reversal of the relative levels 
of output in the 2 groups does suggest a 
drug effect. ea 
This method is potentially valuable for 
testing the efficacy of new drugs in this typ 
of patient, where the handicap is so sevi 


in a Group of Patients Receiving Trifluoperazine and 


BLOCK TRIALS TRIFLUOPERAZINE 
Sleeve folding 3 33-50 3954 
4 51-55 2880 
5 56-69 3278 ‘ 
ae 6 70-79 6910* 
Box nesting 7 83-86 1113 
8 87-91 1304* | 
9 92-94 ESN 
mt | 56.) 


* Active conditions of supervision. (Drug or placebo tr 
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that even small degrees of improvement 
should be noticeable. It should also be pos- 
sible to discover whether there is any in- 
' teractive effect between drug and social 
treatment. ` 

- Future-trials should only be undertaken 
when a long run of work is available. Plenty 
_ of time is needed for preliminary matching 
before drugs are introduced, and at least 8 
weeks trial on the drug should be allowed 
_ for. Matching should take account, not only 
- of initial level of output, but also of practice 
effects and the effect of social stimulation 
‘unless this is rigorously controlled). Prac- 
tice effects are difficult to avoid by waiting 
until all patients have reached a plateau, 
In this experiment, several patients were still 
improving after 200 hours of practice. 
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The purpose of this study is to compare 
the use of paraldehyde alone, promazine 
(Sparine) alone, and a combination of 
paraldehyde and promazine in the treat- 
ment of the alcohol withdrawal syndrome. 

This syndrome follows prolonged use of 
alcohol and includes anxiety, agitation, trem- 
or, loss of appetite, and insomnia. Other 
more severe symptoms that may be present 
are nausea and vomiting, convulsions, and 
delirium tremens. Experimental work con- 
firming this view of the alcohol withdrawal 
syndrome is presented by Fraser(1) and 
Wikler(2). 

Delirium tremens was diagnosed in this 
study when the patient manifested simul- 
taneously, while he was in the hospital : 1. 
Hallucinations and/or delusions ; 2. A sen- 
sorial deficit. Alcoholic hallucinosis, which 
differs from delirium tremens by the ab- 
sence of the sensorial deficit, was excluded 
from this study. I feel, as do many others, 
that alcoholic hallucinosis is a release of an 
underlying psychoses rather than a symp- 
tom of alcohol withdrawal. Bleuler(3) gives 
a description of the peculiar nature of the 
hallucinations of the patient with delirium 
tremens and indicates how they differ from 
those of alcoholic hallucinosis. He points 
out that the combination of anxiety with 
euphoric humor (grim humor) is a path- 
ognomonic sign of delirium tremens. He 
states that when auditory hallucinations are 
present the diagnosis of schizophrenia must 
always be considered. Finally he finds in 
patients with alcoholic hallucinosis that a 
long-standing schizophrenia is invariably 
present, 

Convulsions during the period of with- 
drawal were of particular interest because, 

1Drs. Orris Clinger, Elmer Gardner, Gerald 
Glaser, Harold Miles, and Holland Taylor assisted 
in the collection of data from patients and made 
many helpful suggestions. Drs. Elmer Gardner and 
Howard Iker helped with the statistical analyses. 

2 Monroe County Psychiatric Hospital Unit and 
the Dept. of Psychiatry of the University of 
Rochester School of Medicine and Dentistry, 
Rochester, N. Y. 


TEA TEAN ANE; wae 


A COMPARISON OF PROMAZINE AND PARALDEHYDE 
IN 175 CASES OF ALCOHOL WITHDRAWAL * 


f 


although not a frequent complication, they 
are a serious complication. Also, there have 
been indications in studies by Szatmari, 
Barsa, Reinert and Fazekas, that the use of — 
phenothiazine derivatives increases the pos- 
sibility of convulsions(4-7). 

There have been many treatments of the — 
alcohol withdrawal syndrome. Romano(8) 
reviews the early studies on delirium tre- 
mens and the concepts of its etiology and 
therapy. Block(9) reviews current therapies — 
of the alcohol withdrawal syndrome and 
emphasizes the value of the phenothiazine 
derivatives. The more recent literature de- ` 
scribes the use of both the phenothiazine 
derivatives and other agents(10-17). Fried- 
holf and Zitrin(13) indicate that treatment 
with the phenothiazine derivatives or with 
paraldehyde is equally effective. Also, in 
view of some clinical impressions that I 
had regarding seizures as a complication 
of phenothiazine therapy, I wished to eval- 
uate this problem in the treatment of the al- 
cohol withdrawal syndrome with the vari- 
ous drug therapies used in our study. 


MATERIALS AND METHODS 
The Monroe County Psychiatric Hospital 
Unit is a diagnostic unit where patients are 
admitted for short-term screening and diag- 
nosis of psychiatric illnesses. The Unit also 
admits alcoholics on a voluntary basis from 
the community and under commitment from’ 
the courts and jails. Alcoholics constitute 
about 450 admissions per year or approxi- 
mately one-third of our total admissions. Men 
comprise most of these alcoholics and our 
study was limited to men only. The bulk of 
the alcoholics from the community seek ad- 
mission to terminate their alcoholic epi- 
sodes, usually because they are in physi 
distress, The courts and jails send alcoholics 
that are too sick medically or psychiatrically 
for their facilities. The function of the Unit 
with respect to the alcoholic is to terminate 
the withdrawal syndrome, and then the pa- 
tient is referred to his private physician, the | 
alcoholism clinic, alcoholics anonymous, OF 
returned tosthe court or jail. There is no 
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_ systematic psychotherapy in the hospital 
although an attempt is made to maintain a 
psychotherapeutic attitude among personnel. 

On admission, each patient had a physical 
examination and routine laboratory work, 
and during his hospital stay was seen re- 
petitively by both internists and psychia- 
trists, 

Patients were excluded from the study 
for the following reasons : 1. If they had a 
severe physical or psychiatric illness other 
than that due to the alcohol withdrawal ; 
2. If they were taking large amounts of 
other drugs ; 3. If they were drinking less 
_ than 5 days out of the previous 10 days be- 
fore admission. 

All the patients admitted during the first 
4-week period of the study were treated 
ith promazine and paraldehyde. During 
e second 4-week period all were treated 
with promazine alone, and during the third 
4-week period with paraldehyde alone. This 
rotation of treatment was then repeated, the 
tudy lasting a total of 24 weeks, 
All the patients in all groups were given 
itamin B complex intramuscularly for 3 
days and multivitamins orally, daily while 
in the hospital. The basic orders, which could 
be varied to fit the patient’s needs, were 
follows for the different groups : 1. The 
romazine-paraldehyde group had an initial 


paraldehyde group had 6 ce, of paraldehyde 
by mouth every 3 hours, as needed, 
_ A form was used for recording results, 
entering “yes” or “no” for the following 
_ Categories : 1, Slept well; 2. Ate well; 3, 
Agitated and anxious ; 4. Vomited ; 5. Con- 
vulsed ; 6. Confused ; 7. Delusions and/or 
hallucinations. 
_ Each shift of nurses recorded their ob- 
servations on the form at the end of their 
shift. Thus in the course of the day the pa- 
tients were observed by three different shifts 
-of nurses. Six days a week the patients were 
seen by one of our two internists and their 
observations recorded. The internist saw all 


patients on the days he made rounds and — 
each internist made rounds 3 days per week 
Each patient was also followed by one psy- 
chiatrist who saw his patients about 3 times 
per week and recorded his observations, 
The study grew out of an interest of both — 
psychiatrists and internists involved in the — 
study, as to the relative effectiveness of 
paraldehyde and promazine in the treat- 
ment of alcohol withdrawal. The nursing 
staff were told of the study and its purposes 
and the recording of information was an ex- — 
tension of their nursing notes. i 
The measurement of the various cate- 
gories was gross; if the patient slept con- 
tinuously between midnight and 7 a.m. he 
slept well; if he cleared his tray, he ate 
well. Agitation and anxiety were recorded — 
as positive if there were any indications of 
either on gross inspection. Confusion was 
positive if the patient was disoriented for 
time and/or place. Delusions and hallucina- 
tions were positive when observed in the ~ 
patient while he was in the hospital. The 
day of discharge was determined by the 
psychiatrist and was primarily a reflection i 
of the categories of sleeping, eating and — 
anxiety, and agitation returning to normal, — 
Also involved was the clinical judgement — 
that the alcoholic had temporary control of ~ 
his drinking. 
RESULTS 


During the 24-week period of the study, ~ 
222 patients with alcohol withdrawal were 
admitted to our Unit. Of these, 47 patients $ 
were excluded from the study (see Table 
1). This group was 21% of the total (in- 


TABLE 1 


Number of Patients Excluded from the Study and 
Reasons for Exclusion 
Reason for Exclusion Number of Patients 

1. Other drugs before admission 5 
2. Primary psychiatric illness 7 
3. Severe medical illness 7 
4. Not drinking sufficient time 11 
5. Chronic brain syndrome 14 
6. Left before study completed 3 

Total 47 


cluded was one patient from the promazine : f 
group who had had several seizures before — 
admission. After admission he had several 
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more seizures with temporary respiratory 


broken down into sub-groups of alcoh 


arrest. Because of the severity of his illness,- withdrawal, with and without delirium 


he was transferred to another hospital for 
acute care. Another patient included in this 
group had a seizure before medication and 
sustained a basilar fracture of the skull with 
subarachnoid hemorrhage. He was treated 
with paraldehyde and also was transferred 
to another hospital. Both patients survived 
but were not followed in our Unit and so 
were excluded from the study). Table 2 


TABLE 2 
Total Number of Patients in Treatment Groups and 
Numbers with and without Delirium Tremens * 


Paralde- Promazine- 


Promazine hyde Paraldehyde Total 


Total patients 

withdrawal 

syndrome 57 56 62 
Withdrawal syndrome 

without delirium 

tremens 44 47 45 
Withdrawal syndrome 

with delirium 


tremens 13 9 39 


* The total number of patients (175) represents 157 indi- 
viduals of whom 12 had two admissions, and 3 had 3 
admissions. 


shows the total number of patients studied 
in the various treatment categories. This is 


FIGURE 1 
Percent of patients in the hospital on each hospital day 
with different therapies * 


PROMAZINE 
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ghe hospital day number indicates the end of that day. The 

$ a day was of varying length, depending on the hour of 

zee mission. For purposes of compilation the day of admission 
as counted and the day of discharge was not counted. 


mens. 3 
Figure 1 plots the per cent of patients rei 
maining in the hospital at the end of each — 
hospital day for the different therapies. It ~ 
can be seen that the promazine group left 
the hospital earliest and that the paralde- 

hyde and promazine-paraldehyde group fol: 
low approximately the same curve. At the 
end of the fourth day, for example, 28% of 
the promazine group, 66% of the paralde- | 
hyde group and 61% of the promazine- ~ 
paraldehyde group were in the hospital. 
The average stay of the promazine gr 
was 4.09 days and that of the paraldehyde 
group 5.18 days. When analyzed statistically 
there is a significant difference between the ~ 
promazine and paraldehyde groups.’ 

Graphs with similar curves were obtained 
when the following categories were plotted : 
1. Per cent of patients agitated and anxious 
on each hospital day with different thera- 
pies. 2. Per cent of patients sleeping poorly 
on each hospital day with different thera- 
pies. 3. Per cent of patients eating poorly 
on each hospital day with different thera- 


jes. 
? At the end of the fourth day, 12% of the 
promazine patients and 55% of the paralde- — 
hyde patients were anxious and agitated. © 
When the paraldehyde and promazine 
groups were compared as to duration of © 
anxiety and agitation, the promazine group N 
showed statistically significantly shorter. 
duration.“ s 

Promazine was also found to be signifi- 
cantly more effective in controlling sleep- 
lessness than paraldehyde.* A similar dif- 
ference was found in patients returning to 


ing more effective 
not as effective as in 

The-groups of patients with delirium tre- 
mens treated with different therapies. were 
graphed for days in the hospital and for 
duration of anxiety and agitated. The 
graphs were similar to those of the total 
groups. Under promazine therapy, there — 


3T is 4.30 with 111 df. P. is less than .01. 
4T—5.02 with 111 df. P is less than .01. 

5 T=3.15 with 111 df. P is less than 01. 
6T—2.50 with 111 df. P is less than .05 end) 


_ greater than .Q1. 
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was earlier discharge from the hospital and 
earlier disappearance of agitation and anxi- 
ty but the difference was not statistically 
significant. In these cases again the sta- 
tistical comparison was between the pro- 
‘mazine and the paraldehyde groups. 
Convulsions and Vomiting : In the com- 
‘bined groups, a total of 14 patients had 
seizures of the grand mal type. However, 
patients had seizures in the hospital be- 
‘ore any medication had been given and are 
not included in our figures. Table 3 shows 


TABLE 3 
Number of Patients with Grand Mal Seizures in 
Various Treatment Groups 


Promazine- 
Promazine Paraldehyde Paraldehyde 


Withdrawal syndrome 
without delirium 
tremens 2 2 0 
Withdrawal syndrome 
with delirium 
tremens 3 0 5 
~ Total number of 
seizures ‘ 5 2 5 


oups. There is not a statistically signifi- 
t difference between the various treat- 
ment groups." 

One of the promazine group had con- 
sions before admission and 2 convulsed 
; ‘a few minutes after receiving the initial in- 
ction of promazine. Most of the proma- 
zine seizure group were treated with bar- 

Diturates after they convulsed, but 2 were 
continued on promazine alone without fur- 
er seizures. The paraldehyde and proma- 
zine-paraldehdye groups were treated only 
__ by increasing the paraldehyde, after sei- 

zures occurred. 

‘Vomiting was approximately the same for 
at all groups. There were 6 patients in the 
__-promazine group who vomited at some time 
_ during their hospital stay, 7 in the paralde- 

hyde, and 7 in the promazine-paraldehyde 
_ group. 

Clinical Impressions : A complication of 
promazine therapy that offered difficulty 


7 Comparing all three groups : Chi2=1.318. P is 
greater than .5 and less than .7 with 2 df. Com- 
aring the promazine and paraldehyde groups : 
hi2—1.287. P is greater than .2 and less than .3 


was postural hypotension. This was very 4 
common and was manifested as “lighthead- _ 
edness” and/or “dizziness,” and occasion- 
ally a patient would fall to the floor. Blood 
pressures were not taken routinely as — 
part of the study. However, when blood 
pressures were taken on patients with the 
above symptoms, the readings were found 
to drop markedly when the patient went 
from the lying to standing position. This — 
was most prominent the first day or two of 
promazine therapy and would disappear at 
times without changing dosage or with 
lowering the dosage. We did not have to 
discontinue treatment on any patient be- 
cause of hypotension. 

All personnel involved with the patients 
found them much more manageable and co- 
operative without paraldehyde, whether it 
was given with or without promazine. With 
paraldehyde, patients were constantly ask- 
ing for more and upsetting ward routine. 
Also, they were more agitated, wandered ~ 
about more, and disturbed other patients. 
Overall, the ward was more disturbed and — 
tense. Of the patients who had experience 
both with paraldehyde and with promazine 
alone, comments varied. Some patients pre- — 
ferred the treatment with promazine while 
others preferred treatment with paralde- 
hyde. E 


COMMENTS 


The results of the study indicate that — 
promazine is preferable to both paralde- — 
hyde and promazine-paraldehyde therapy 
in the treatment of alcohol withdrawal. It 
should be noted that in the treatment of 
delirium tremens, there was not a significant 
difference between promazine and paralde- 
hyde therapy, though there was a trend 
favoring promazine therapy. In the categor- 
ies of early discharge, duration of anxiety — 
and agitation, and time required to be eat- 
ing and sleeping well, promazine by itself 
showed the greatest efficacy. In terms of — 
ward management, all personnel agreed that 
problems were decreased with the use 
promazine alone. With the use of proma- 
zine therapy, it seems to me that the major- P 
ity of our patients could have been managed 
in a general hospital. Eo 

Convulsions were more frequent in both | 
treatment groups in which promazine was 


4 
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-In very recent years it has become a rath- 
“er common practice both on the Island of 
Puerto Rico, in areas of the Continental 
_ United States such as New York City where 
there are large concentrations of Puerto Ri- 
can patients, and in the Armed Services 
where Puerto Rican troops are frequently 
< seen medically, for physicians to make a di- 
agnosis of Puerto Rican syndrome or “ata- 
que.” Indeed, although few articles have 
een written describing these syndromes in 
detail, most of these articles and the con- 
census amongst those who make the diag- 
~ nosis regularly is that the syndrome is a cul- 
tural phenomenon which is especially prev- 
alent in this particular group of people(1, 
2, 3). It has also become a take-off point for 
at least one treatise upon the subject of so- 
cial psychiatry or cultural psychiatry and 
has been linked with pleas for further un- 
‘derstanding and investigation of cultural 
phenomena and their impact upon psychi- 
tric disease(1). 
‘The syndrome has been variously des- 
ribed but in general there are several cri- 
a which are characteristic, Certainly the 
st prominent is the bizarreness combined 
with extreme fright, agitation and personal 
violence. The descriptions include syn- 
‘dromes mutism, pseudoepilepsy, violent 
ement, bizarre detached uncommunica- 
ive violent attitudes, self-mutilation, and 
the full range of psychotic behavior from 
" posturing of a catatonic sort to coprophagia 
i 2,3). is the most spectacular aspect of 
this syndrome and in this lies the key to un- 
derstanding the confusion that has arisen 
with the evolution of this new term. 
The following are sample case histories 
_ written from Rodriguez U.S. Army Hospital 
files. All of them were referred to the hos- 
pital with the diagnosis of “Puerto Rican 
_ syndrome.” 


Case 1.—The patient was a 23-year-old Army 
| private who became acutely disturbed suddenly 
one day while sitting in his barracks. He got 


= 1Chief, Psychiatrie Section, Rodriguez U. S. 
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up, ran around the room, jumped on every- 
body's bed, screamed and yelled and had to be 
restrained. In the process of being subdued, 
the patient became almost rigid, was breath- 
ing very heavily, rolled his eyes up so that 
only the whites were visible, foamed at the 
mouth and trembled all over. He was admitted 
to an Army hospital in the Continental United 
States where he remained for several weeks, 
During his hospitalization, there were several 
similar episodes somewhat milder but always 
marked by subsequent amnesia and mild con- 
fusion. From each of these episodes he experi- 
enced a complete and spontaneous recovery. 
During subsequent examinations, the patient 
reported that he had intermittent headaches 
and giddiness for approximately 4 years al- 
ways in relationship to his feelings of anger. 
He stated that every time he seemed angry at 
somebody, the feelings would come over him. 
During subsequent examinations, the patient 
began to recollect that during the course of his 
training at his last station, prior to his hos- 
pitalization, he had become terribly angry at 
his sergeant who, he said, was unfair but 
towards whom he was not particularly para- 
noid. He detailed many complaints about the . 
sergeant and with a great deal of anger. During 
the examinations, the patient again began to 
experience giddiness, headache, and had trou- 
ble finding words. When the subject was 
dropped and he was allowed to go back to the 
ward, he experienced a complete remission of 
his symptoms. 

Shortly after being transferred to this hos- 
pital, the patient was discharged back to a 
trial of duty and very soon thereafter experi- 
enced an episode similar to the ones described 
above making it clear that he could not func- 
tion on duty under ordinary conditions. 

Subsequent information elicited from pro- 
longed diagnostic interviews with this patient 
revealed that his symptom formation, prior to 
his entry into the service, was almost always 
exclusively centered around his anger towards 
his father and he described many relevant in- 
cidents. Indeed, during his trial of duty, de- 
scribed above, the patient had gone home on 
leave and experienced again angry feelings in 
relation to his father which he was able to 
describe in considerable detail before again 
experiencing his symptom in the interview. 

This patient was evidently suffering from 40 _ 
acute dissociative reaction of an hysterical sort 
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from which he recovered rather rapidly with 
proper treatment. 


Case 2—The patient was a 20-year-old 
Puerto Rican recruit who had gone AWOL 
for several days. He was brought to an Air 
Force base hospital on another part of the 
Island because he was running down the street 
with no clothes on and experiencing a great 
deal of anxiety, bizarre behavior and was 
screaming incoherently. 

During hospitalization he settled down rath- 
er quickly and several attempts to send him 
home on convalescent leave were made. During 
each of these there was an exacerbation of 
the acute syndrome. At one time, while driv- 
ing along the street in a public taxicab he tried 
to get out of the car at high speed because, he 
stated, he had a tremendous fear of staying in 
the car. He stated it was not the speed but that 
he just felt the need to get out and go home. 
During each of these acute exacerbations 
there was a great deal of violence and bizarre 
behavior, as noted above, associated with hy- 
perventilation, anxiety, and confusion, 

In later prolonged diagnostic interviews, it 
became clear that the patient was actively 
hallucinating almost continuously and that 
whenever he was away from home, he heard 
voices which told him terrible things were 
happening at home. Specifically, the voices 
were those of his mother who said that the 
furniture was being moved out of his house. 
As the patient was able to verbalize further, it 
became clear that his acute panic had been 
precipitated by concern over his wife's im- 
pending delivery of her first child and that 
many of the fantasies and delusions the patient 
talked about were related to this. He had fan- 
tasies of his wife running around with other 
men and was tentatively paranoid about every- 
body who had anything to do with her, He 
was particularly concerned with his relation- 
ship with his father from whom he was inade- 
quately secking financial help in order to 
finance the setting up of an adequate house- 
hold. During the period of his acute upset, 
the patient was unable to verbalize coherently, 
had a flight of idea’ and was grossly tremulous 
and obviously very much frightened. At times 
on the ward, he smeared feces all over himself 
and appeared almost catatonic. He was able to 
return home after several weeks hospitalization. 

Here it is equally clear that the patient was 
suffering from an acute dissociative response 
which was part of an acute hi panic 
or an acute schizophrenic turmoil from which 
he again recovered in the course of time to his 


premorbid state where psychosis was not 
ly evident. 


Case 3.—This patient had been AWOL from 
his unit for several days, Shortly after being | 


mutism, that he did not know who he was. He 
would pull his testicles and stated that he did — 
this in order to see blood because he liked to 
see blood. He would occasionally hold his head 
as if he had a headache but there was no ex- m 
planation of this forthcoming from the patient. 
During the course of hospitalization, it was 
clear that he was not eating and another pa: 
tient was asked to encourage him to eat. 
patient gradually began to eat more although 
he only very slowly gave up his symptoms. His 
entire symptom pattern returned each time he 
was approached by a new interviewer and in- 
deed when the question of his going back to 
duty was raised, he stated that he 
burn all his clothing and made numerous 
threats about what he would do if this course — 
of action was taken. At this point it became 
evident that the patient was malingering. 
confronted with this, he became very angry, 
turned around to the patient who had been 
feeding him and said, “See, if you hadn’t been — 
so insistent I would have gotten away with it.” 
Here again the patient manifested much 7 
the same symptoms but was not suffering 
from a psychiatric disease as we know it but 
was feigning the so-called “ataque” for 
ary gain. r 
Case 4.—The patient, a 19-year-old recruit, ~ 


examined the patient stal 
entire stay in the Army, 
tinual trouble particularly 
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ore comfortable talking about this, he stated 
that the people in his left ear turned the world 
- around each morning in order that he would 
not see them and that he was turning it back. 
_ He said that they have been doing this to him 
_ for many years. During his hospital stay, there 
were intermittent periods of inappropriate 
laughter and the patient indulged in various 
estures that were incomprehensible to the 
ward personnel. He would respond to his 
hallucinations actively. 

” On questioning the patient’s parents, it was 
clear that he had been withdrawn, isolated and 
had made some reference to the voices and the 
world being turned around many times, and 
that although symptoms had been present since 
e was about 13 or 14 years old he had never 
been so acutely upset as at the time of his 
T admission. 

_ This patient is a chronic schizophrenic, who 
was diagnosed as suffering from an “ataque” 
ce he manifested almost the same symptoms 
as all the others so diagnosed, but who was 
found to be suffering an acute upset in his 
chronic schizophrenic illness. 


Case 5.—The last patient was an 18-year-old 
cruit who was found wandering around the 
post on the night of his admission to the hos- 
ital, When an effort was made to talk with 
he began to fight and struggle hitting out 
: the persons who attempted to talk with him 
d struggling violently. He bit, kicked, and 
led and when finally apprehended became 
sly tremulous, hyperventilated, foamed at 
the mouth and became mute. Following this, he 
appeared to make futile efforts to speak and 
would write incomprehensible symbols when 
offered a pencil and paper. The patient had re- 
covered substantially by the next day and 
when questioned closely about what had been 
going on in the last several days, he stated that 
_ just prior to the period of his acute upset for 
which he had complete amnesia, he had failed 
his English language test after not trying very 
hard, primarily because he wanted to get out of 
the service and return to his father’s farm 
where he was needed to work. 
| Subsequent interviews indicated a great deal 
f ambivalence about his return to work and it 
ecame clear that the conflict involved lay be- 
tween returning to the protective but sub- 
ervient position of working for his father 
and the independence of being in the service 
which he wanted a great deal. 
` This fifth example is very similar to the 
first in that the patient was neurotic but instead 
this time represents an acute conversion symp- 
tom. 2 


All these cases were seen by several phy. 
sicians as outpatients as well as inpatients 
before being referred to Rodriguez U. S. 
Army Hospital, psychiatric service. They 
were taken from a series of 400 patients 
seen during the course of a two-year period 
at this hospital. During this entire time, no 
patient was seen whose case was not readily 
diagnosable in terms other than Puerto Ri- 
can syndrome and no need was felt to use 
this term. Morever, when these patients are 
considered in the situations under which 
they were referred to the hospital, it be- 
comes evident why the tendency to invent 
a new name for a psychiatric syndrome 
based upon cultural phenomena is disturb- 
ing to the clinical psychiatrist. 

These patients diagnosed as Puerto Rican 
syndrome represent the most diverse forms 
of psychiatric disease. Perhaps the major 
quality they do have in common is the fright 
they elicit amongst those who are unaccus- 
tomed to such phenomena in patients which 
usually stems from violence, the severe dis- 
sociation and the extreme momentary iso- 
lation of the patient involved in an acute 
psychotic process. Beyond this point, how- 
ever, there are a very few similarities. To in- 
vent or use a term which tends to class all 
these individuals in one category poses the 
ever present danger, first of failing to be 
aware of what the real disease process is; 
secondly, the failure to understand the dif- 
ference amongst these various syndromes 
makes it impossible to apply the appropri- _ 
ate means of treatment. 

Certainly, efforts to help the patient in — 
the past on the basis of the superficial diag- — 
nosis of Puerto Rican syndrome can have 
been successful only by accident and by 
reason of the relatively self-limited nature 
of the acute upset and not through calculat- 
ed and effective maneuvers on the part of 
the physician. For instance, the man suffer- 
ing from the acute dissociative reaction on 
a neurotic basis, who indeed is only momen- 
tarily psychotic, must be confronted with 
his disease very quickly and helped to ac- 
cept responsibility for that which he is ca- - 
pable of accepting responsibility for. In Puer- 
to Rican patients very often the issue in this 
situation involves the overwhelming aware- 
ness of the patient’s own anger which, as in 
our patient above, lit up earlier unresolved _ 
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feelings with respect to anger and feelings 
towards his parents. He had never worked 
out his feelings with respect to his father 
and his anger towards his sargeant was 
quite clearly a displacement of these un- 
resolved feelings. Every time the patient 
came close to awareness of his wish to kill 
his father, he had an acute “ataque” or dis- 
sociative reaction., Any effort to help this 
man must take cognizance of the fact that 
this is an acute effort to avoid responsibility 
for certain feelings, and help the patient ac- 
knowledge, accept, and bear responsibility 
for them in order that he might then go on 
to effective integration of the feelings as 
part of his total personality. 

The second patient, who was suffering 
from an acute schizophrenic turmoil state 
or an acute homosexual panic, was clearly 
frightened in a way that only a person in an 
acute panic state can be frightened. He had 
clearly felt that he had died at the point of 
his acute upset. Any effort to treat this as a 
mature, genital situation and failure to see 
the oral dependent aspects, in relationship 
to the acute illness, would be a failure to 
basically understand what was happening 
to this man. Certainly if he were treated in 
the same way as a person suffering from the 
acute dissociative reaction or the acute con- 
version reaction, one could only make him 
sicker in that he was unquestionably a per- 
son with an overwhelmed ego attempting 
to deal with issues of a very primitive and 
primary nature. The approach to this man 
had to involve the combination of limit-set- 
ting and attempting to form a relationship 
over a reasonably long period of time before 
he could give up his psychotic process. In 
contrast, the neurotic suffering from the 
acute dissociative reaction who could re- 
constitute as soon as the demand that he ac- 
cept responsibility for that aspect of his 
feelings he was clearly capable of bearing 
was made effectively enough through clari- 
fication, was a far different person and this 
attitude could only be taken to the patient 
suffering from the acute turmoil state. 

: With the third patient who was unques- 
tionably malingering, the only appropriate 
move was the one which was made, namely 
that the matter was immediately clarified 
with the patient and he was discharged from 


the hospital with the complete resolution 
his symptoms. 

The fourth patient, the chronic schizo 
phrenic, who, in having an acute episode, 
was not becoming sicker but, if anything 
making an effort towards dealing more E 
fectively with people, had to be handled 
according to his special needs. If he wer 
discharged from the hospital, as was the © 
psychopath, or matters clarified with him i 
as extensively as is necessary with the neu: 
rotic, and his symptom formation ignored | 
as it had to be with the neurotic, he would 
unquestionably have withdrawn once again 
to his hebephrenic state and given up his 
awkward, abortive move in the direction 4 
help. He also had to be separated ame 
from the acute schizophrenic who was suf- 
fering from a turmoil state in that ate 
many of the symptoms were bound to 
quite similar, the chronic underlying disease ~~ 
must be recognized as the premorbid state 
and the efforts to reach out to people must” 
be dealt with most specifically. The sick, 
awkward efforts in this case are not regres- 4 
sive phenomena but efforts to reach out, 
and must be treated as such along with the 
necessary efforts to limit-set and help t 
patient be less frightened. 

Attempts to formulate the treatment and 
the theory behind the treatment of these — 
various kinds of diseases above can only be 
partial here and involve many potential 
areas of disagreement. However, regardless 
of the school of psychiatry or the manner of 
approach to this problem, these are separate 
disease entities just as the patients are sep 
arate and the issues involved are unique to 
the patient even amongst the disease cata- 
gories. 

The danger here is over-generalization, 
over-simplification, over-modernization tha 
takes us away from the patient. This is in- 
deed a danger of social psychology or social 
psychiatry as a science(4) in clinical prac- 
tice in that as soon as one steps away from 
the individual patient in psychiatry, the 
dividual is lost and the perceptions bec 
inaccurate. This does not mean that gener- 
alizations or theoretical considera’ 
should not be made but it does mean th 
they can only be used with the greatest care ~ 
to maintain respect for the indi pê- 
tient and his own dynamic disease process. 
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When cultures are considered and cer- 
tainly the Puerto Rican culture may be con- 
sidered along the lines that have been at- 
tempted with respect to the Puerto Rican 
syndrome, it becomes very clear that certain 
_ special aspects of the culture do have their 

_ effect upon the psychiatric health of many 
of the individuals concerned. However, in 

= considering the individual patient, one dis- 
covers, for example, not that special disease 
entities are present but that the configura- 
tion of the phenomena which have been so 
universally observed in all peoples becomes 
somewhat colored by the culture. For ex- 
ample, one becomes aware, working with 

_ Puerto Rican psychiatric patients, that much 
of what is presented in the clinic or appears 
in the office in so many diseases centers 
around various aspects of anger as noted 

~ above. This is not unique but it is unques- 
_ tionably a phenomenon that involved in so 


on responses in the neurotic population of 
erto Rico the hostility towards an imme- 
diate object as a displacement, very much 

_ 4s in our first patient. In understanding 
these patients further, the connection with 


is might be expected, quite reluctant to 
lelve into such matters without further con- 

_ Version or dissociative phenomenon. In ad- 
“dition, in the other syndromes, particularly 
_ in schizophrenia, one sees an extraordinary 
number of people whose acute schizophren- 

_ Ie process was precipitated again by the in- 
ability to manage anger. This time, how- 

_ ever, the anger lights up a much more prim- 


itive process and even in those cases where 
the major issue was separation which is so 
often true with schizophrenic patients, one 
sees the medium of anger through which so 
much of this has become activated. 

In summary then, it is felt that the Puerto 
Rican syndrome is a misnomer and that it is 
not a disease entity in itself but is rather 
distortion of certain useful perceptions in 
the area of social psychiatry. It would ap- 
pear, from the experience at Rodriguez U, S. 
Army Hospital, that what has been called 
the “Puerto Rican Syndrome” in the past, is 
really a collection of various disease proc- 
esses that tend to be superficially deceiy- 
ingly similar in a particular culture. ‘The 
tendency to coin a phrase to fit a disease en- 
tity such as this in clinical psychiatry ap- 
pears to be a confusion of social and clinical 
psychiatry which points away from the im- 
provement of patient care and leads us, as 
physicians, further away from the facts con- 
cerning our patients. 


BIBLIOGRAPHY 

1. Maldonado-Sierra; Eduardo D., and 
Trent, Richard D.: Am. J. Psychiat., 117: 
239, Sept. 1960, 

2. Ramirez de Arellano, R., Ramirez de 
Arellano, M., and Garcia, L. : Attack, Hyper- 
Kinetic Type: The So-Called Puerto Rican 
Syndrome and its Medical Psychological and 
Social Implications. San Juan: Veterans Ad- 
ministration Report, 1956. 

3. Rubio, M., Urdoneta, M., and Doyle, 
J. L. : U. S. Armed Forces Med. J., 6: 1767, 
1955. 

A. Redlich, F. C., and Pepper, Max P. : Am. 
J. Psychiat., 116 : 611, Jan. 1960. 


PSYCHIATRIC SYNDROMES, ANXIETY SYMPTOMS AND 
RESPONSES TO STRESS IN MEDICAL STUDENTS 
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INTRODUCTION 


An unusual opportunity presents itself in 
medical students to study the prevalence 
and nature of psychiatric disease. The gen- 
erally high level of intelligence and verbal 
facility among students tend to make their 
observations about their experiences more 
incisive. Further, because of the numerous 
stresses inherent in the medical students’ 
course of study, there is ample opportunity 
for them to observe the effect of these 
stresses on their personalities. It is possible 
to answer the questions of whether the 
symptoms produced by these stresses are 
the same as those of psychiatric syndromes, 
particularly anxiety reactions, or deserve to 
be classified separately. Such a study affords 
the chance to see the individuals prior to 
the time they have had psychiatric care, 
which might conceivably influence either 
or both the symptoms and the clinical 
course, In addition it is of interest to note 
the psychiatric status of a typical medical 
school class. These factors appear to bear 
directly on the individual’s success in medi- 
cine and might be considered in screening 
for a career in this field. 

This paper, then, is concerned with the 
incidence of psychiatric illness in a medical 
school class, aspects of its nature, the inci- 
dence of isolated symptoms and the question 
of the differentiation of anxiety reaction as a 
mate diagnosis and the response to 
stress, 


SUBJECTS AND METHODS 


Forty of 86 sophomore medical students 
were selected for, detailed psychiatric inter- 
view after the entire class had volunteered 
for study without remuneration. Selection 
was alphabetical by surname ; the terminal 
50 were selected and the first 40 reached by 
phone for appointments were studied. 
Thirty-five are male; 5 are female. Age 


1From the Department of Psychiatry and 
Neurology, Washington University School of Medi- 
cine, St. Louis 10, Mo. 


range at interview was 21 to 26, with mean, 
median, and mode all 23 years. rs 

Interviews ranged from 1-3 hours and in — 
each instance medical, social, educational, = 
and psychiatric data were obtained by one 
examiner (FNP) who inquired specifically z 
about psychiatric symptoms and illnesses in 
family members, ‘ 

A standard interview outline was used to | 
insure that questions were consistently — 
asked concerning symptoms of every psy- ~ 
chiatric syndrome save homosexuality, Posi- 
tive responses to any question led to detailed 
queries in that particular area, For the pur- 
poses of this study 25 specific and open- 
ended questions were added to assess anx- 
iety symptoms and behavioral responses to | 
the stress of major examinations. In the 
course of the interview a mental status 
evaluation was made and recorded, 

Each record was thoroughly reviewed by 
the authors in group session ; a unanimous = 
vote was required for psychiatric diagnosis. 
Diagnoses were made according to 
Standard Nomenclature of Mental Disorders 
of the American Psychiatric Association. 
Specific criteria for the diagnosis of anxi 
reaction are those of Wheeler, White, R 
and Cohen(1); for manic-depressive re- € 
action those of Cassidy, Flanagan, Spellman, 
and Cohen(2) ; and for alcoholism those of — 


Jellinek(3). 


symptoms but did not fit reai 
the major diagnostic categories listed a 

The classification of personality disorders — 
laid down in the ae ee bb not | 
used in this survey, though a cons 
amount of data as obtained which related 
to the subjects’ personality traits. a 
The authors rated each subject on the 16 
most common anxiety symptoms of 
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symptoms in response to stress were noted, 
_ The family history of psychiatric illness 
» was carefully assessed by the authors in 
int session. Each subject had been asked if 
y blood relatives (“and by relatives we 
ean siblings, parents, grandparents, aunts, 
uncles, cousins, and others”) had ever re- 
ceived psychiatric in- or outpatient care, 
psychiatric illnesses, had nervous break- 
owns, attempted or committed suicide, 
een regarded as peculiar, or had any evi- 
dence of mental illness, The family histories 
ere either positive or negative. When posi- 
tive an attempt to accurately assess the na- 
ture of the relatives’ illness was made by 
assessing attending physicians’ diagnosis, 
‘age at onset, chronicity, treatment, course, 
degree of recovery, symptomatology, etc. A 
entative diagnosis, admittedly second-hand, 
was thereby obtained for relatives, Family 
tory played no part in the diagnosing of 
ie subjects, 
The incidence of certain symptoms com- 
monly associated with psychiatric illness 
was abstracted and tabulated for this popu- 


LD depressive reaction 


l 3 
_ Anxiety reaction 1 25 
Chronic alcoholism 1 25 
-Iil but not diagnosed 1 25 
‘Total ill 6 15 
i Not psych. ill 34 85 
Total group 40 100% 


nxiety Reaction 


` One subject met criteria for anxiety reaction, 
e admitted recurrent anxiety attacks at fre- 
uent intervals for at least the preceding 12 
" years ; these attacks were marked by palpita- 
tions, breathlessness, rapid respiration, sub- 
_ jective feelings of smothering, and a feeling of 
_ impending death. These attacks occurred fre- 


quently seemingly without cause but also often 
precipitated by closed places, crowds, church, 
or embarrassment in front of a group. Other 
symptoms reported by this subject were chest 
pain, easy fatigability, fear of authority figures, 
frequent tension headaches, dizziness and gid- 
diness, sighing, shakiness, trembling, excessive 
sweating, easy flushing, irritability, frequent 
yawning, over-concern with responsibility, fear 
of snakes and insects, insomnia for 3 hours 
twice in life, and depressive spirits for “a day 
or so every now and then.” His rating on an 
anxiety scale was 22 out of possible 32; on 
anxiety symptoms in response to the stress of 
examination he scored only 10 of possible 32, 
He ranked in upper quarter of his class ; there 
were no other positive responses on history or 
mental status. His mother had been clearly 
depressed for the preceding 5 years after a 
lifetime without prior evident psychiatric 
symptoms or illness. 


Chronic Alcoholism 


The one subject meeting the criteria for 
this diagnosis gave a history of drunkenness 
at least once weekly for approximately 10 
years. He began drinking in his early teens 
with a group of comrades 5-10 years older 
than he ; members of this group were involved 
in “a couple of robberies” and “some used 
drugs” but “drag races were as far as it went” 
with him. His parents and spouse considered 
him an alcoholic and had remonstrated with 
him many times to stop drinking. He admitted 
repeated blackouts, some early morning drink- 
ing, and missing both school and work because 
of drinking. Additionally, he admitted mild 
anxiety symptoms, trembling and flushing with 
embarrassment, a Sensitivity to sulfa drugs, 
epigastric pain with alcoholic ingestion, some 
impulsiveness “but never do anything serious 
without thought,” and 30-90 minute initial in- 
somnia nightly. He denied DT’s, hallucinations, 
paranoid ideas, confusion, serious suicidal 
thoughts or attempts. On mental status he ap- 
peared somewhat guarded and deliberately 
vague even while admitting excessive alcoholic 
intake and “nervousness” which had led him 
to consider psychiatric treatment. This patient's 
mother had gotten “depressed periodically 
over the drinking” ; he described her having 
several weeks of sleep disturbance, anorexia, 
weight loss, crying spells, and ruminative 
thinking with recriminations over his drinking 
even after his marriage and separate residence. 


Manic-Depressive Reaction—Criteria for sig- 
nificant depressive episodes were met by 3 
subjects. 


č 
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The first had had a 6-month episode of de- 
pression the preceding school year; prior to 
that time he maintained he’d had no psychi- 
atric symptoms and that they were entirely 
gone at interview. He found he “suddenly felt 

different from classmates” for 3 months; was 
unable to concentrate or retain information 
even though he spent many hours attempting 
to study ; and felt blue, hopeless, and agitated. 
His appetite disappeared and he lost 15 Ibs. ; 
he had great difficulty getting to sleep and 
“tossed and turned all night.” His school work 
fell precipitously near failure. Somatic symp- 
toms included dull frontal headaches, “lump in 
the throat,” trembling, shakiness, and “tense 

" feeling” all over body relieved only by ex- 
treme exercise. He denied suicidal thoughts, 
alcohol or drug ingestion, or family history of 
psychiatric illness. 

The second student had had several episodes 
of depression in the preceding 7 years but had 
managed to avoid psychiatric care and com- 
piled an enviable scholastic record till about 4 
months prior to interview when an episode of 
marked depressive mood with hopelessness, 
suicidal thoughts, retardation, ruminative 
thinking, anorexia with 10 Ibs. weight loss, 
blurred vision, anxiety attacks, crying spells, 
palpitation and other somatic manifestations 
developed. Constipation and sleep disturbance 
were denied ; an inability to feel rested or to 
get up in the morning were particularly 
troubling. Drug and alcohol ingestion were 
denied. Subject felt “nothing” in response to 
threat of upcoming exams “except already 
hopeless depression.” This subject’s mother had 
had several typical depressions with complete 
recovery between episodes. 

Four years previously the third manic-de- 
pressive subject had had a 12-month episode of 
Severe depression in which he was “unable to 
concentrate or study or think straight.” He “lost 
interest in schoolwork and everything,” “had to 
fight and work to overcome inertia,” and his 
grades fell from A to C average for that one 
year. He suffered ruminative preoccupation 
with an auto accident, developed marked 
anorexia and constipation, lost 25 lbs., had 


ability to arise in the morning so that he o 
missed class. “The future looked black” 
he contemplated suicide. At the end of on 
year he recovered completely from this syn- 1 
drome and again did well academically till in- 
terviewed. At time of interview he was over © 
talkative, euphoric, talked for two hours about 
family and personal history, and d 
sleeping only 2-3 hours per night for prior 6 ~ 
months during which time he had been dating — 
frequently, reading many novels in addition ta 
schoolwork, having interpersonal difficulties at 
home, and lost 25 Ibs. In short, he was at least 
hypomanic. This subject's father and paternal 
grandfather had experienced episodes of the 
depressive phase of manic-depressive reaction 
with recovery. 


Ill But Not Diagnosed 


One subject described episodes of euphoria 
“without regard to facts” lasting sever: days- 
every 1-2 months ; he also reported experienc- 
ing 2-3 day periods of exhaustion and depres- 
sion every 1-2 months. When depressed he re- 
ported withdrawing from all social and scho- = 
lastic activity : “just sick of the whole mess.” ~ 
He reported frequent obsessive concern 
routine problems, infrequent anxiety attacks 
and sleep disturbance, infrequent headaches, 
excessive sweating, but denied all other symp- 
toms. A maternal aunt in her early 60's de- 
veloped “persistent hoarseness without cause 
as far as doctors could tell,” became withdrawn 
and peculiar, and “went through two lifetime 
memberships with Arthur Murray.” The father 
was described as “very gregarious, C 
and active” in a constant round of conserva- 
tion activities in spite of a 100% government 
disability pension awarded because of chronic 


present. 


2, Family History of Psychiatric Illness i 
Data for psychiatrically ill and not psychia- 
trically ill subjects are presented in a 2 by pA 
table (Table 2). Fisher's exact probability 
formula for paired data gives probability of 


marked sleep disturbance which was charac- k j i 
terized by 3-4 hoùrs initial insomia and in- 0.0001, indicating that a positive 
TABLE 2 j 
NEGATIVE 
te POSITIVE 
FAMILY 
 Psychiatrically ill subjects 5 5 3 


Not psychiatrically ill subjects 
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TABLE 3 
Diagnosis of Family Members with Psychiatric Syndromes 


RELATIVES OF 6 ILL SUBJECTS 


ILLNESS AS BEST WE CAN DETERMINE 


. Mother 
Mother 
. Mother 
. Father & paternal grandfather 
. Father 
Maternal aunt 
+ One subject no family history of psychiatric illness 


aPonr 


> 


Manic-depressive reaction 

Depressive reaction, M-D or reactive? 
Manic-depressive reaction 
Manic-depressive reaction 
Undiagnosable, 

Undiagnosable 


RELATIVES OF 34 SUBJECTS NOT PSYCHIATRICALLY ILL 


. 25 subjects negative family history of psychiatric illness 
. Paternal uncle 

. First cousin (paternal) 

. Maternal grandmother & mother 

» Maternal grandfather 

Great uncle, maternal 

. Maternal aunt 

. Paternal uncle 

. Paternal uncle 

. Maternal uncle 


Soon anaRone 


ro 


Schizophrenic 

Schizophrenic 

both cyclic manic-depressive reaction 
Manic-depressive reaction 
Manic-depressive reaction 
Manic-depressive reaction 

Alcoholic 

Alcoholic 

Alcoholic 


history for psychiatric illness is quite re- 
liably associated with having a psychiatric 
illness in this study. 

The ill relatives of ill subjects were 
_ genetically closer than those of well subjects 
and different diagnoses predominated as 
depicted in Table 3. 
Anxiety ratings, The 16 most common 
symptoms (Table 4) of anxiety neurosis as 
reported by Wheeler, White, Reed and 
Cohen(1) were utilized to rate the entire 
group of subjects for anxiety ; scale range 
was 0-32, scores ranged from 0-22 with 
“mean of 3.9 and mode of 0. An identical 
_ scale was used to rate the subjects on these 
_ symptoms in response to pre-exam stress ; 
here the score ranged from 0-22 with mean 
a of 7.3 and mode of 8, 
__ The anxiety ratings were compared with - 
_ responses to stress of upcoming examina- 
_ tions. This was tested by a rank-order cor- 

relation for the entire group and a rho of 


0.35 was obtained, indicating little relation- 
ship between these symptoms in this group 
before exams and at other times. 

When anxiety ratings of the psychiatrical- 
ly ill subjects and the responses to stress be- 
fore exams were separated from those not 
psychiatrically ill (Table 5) interesting dif- 
ferences are immediately apparent. 

Thus it would appear that ordinarily the 
psychiatrically ill subjects had many more 
anxiety symptoms than those not psychi- 
atrically ill, but that no increases occur in 
anxiety symptoms for the psychiatrically ill 
prior to major examinations. Before exams, 
however, the well subjects developed anxi- 
ety symptoms with group incidence not very 
different from those found at all times in 
the ill subjects. 

The additional symptoms of sudden ap- 
petite change, frequent small bowel move- 
ments, urinary urgency and/or frequency, 
hausea or “queasiness,” and confusion were 


TABLE 4 
List of Anxiety Symptoms 

1, Anxiety attacks 9. Paresthesias 

2. Headache 10. Trembling 

3. Chest pain 11. Shakiness 
~ 4. Palpitation 12. Weakness 
- 5. Dizziness 13. Fears 

6. Dyspnea, breathlessness 14. Trouble sleeping 


7. Tiredness, easy fatigability, fatigue 
8. Sighing 


. Depressed, discouraged 
. “Nervousness”—apprehension 
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TABLE 5 
Mean Anxiety Ratings 


ANXIETY SYMPTOMS 


RESPONSES TO 
OF EXAMINATIO! 


_ neurotic in our group reported half as many 
anxiety symptoms in pre-examination peri- 
ods, stating that they were “not upsetting 
and a relief because I can work and do 
_ something about them by working.” 
Comparison of the incidence of symptoms 
characteristic of anxiety neurosis reported 
by our subjects with those reported by 
White and Cohen(1, 4) for anxiety neu- 
rotics, controls, and “scared soldiers” (Table 
6) demonstrated that ordinarily our group 
resembled the control population. In re- 
= sponse to stress or threat of upcoming major 
_ exams they resembled “scared soldiers” rath- 
er than anxiety neurotics. 
_ Other Psychiatric Symptoms. The group 
incidence of certain other symptoms and 
~ behavior often found in psychiatric illness is 
tabulated in Table 7. 
Many of these require clarification. The oc- 
currence of these at any time in life was 


Psychiatrically ill (n=6) 10.5 9.5 
-Not psychiatrically ill (n=34) 24 7.0 

responses to stress of exams reported in TABLE 7 

equal frequency by both psychiatrically ill Frequency in Percent of 40 Subjects 

and well subjects. On 0-10 rating mean for Dream 

ill was 5.7 and not ill was 4.6. Nightmares 

“On an anecdotal level, the one anxiety Syncope 


TABLE 6 
Percentage of Group Reporting Symptoms 


Loss consciousness 
Auditory hallucinations 
Phobias 
Obsessions 
Compulsions 
Suicidal thoughts 
Any use alcohol 
ever drunk 
blackouts 
Drugs’ usage 


accepted as positive response. Loss of con 
sciousness include syncope and trauma bu 

not anesthesia. Auditory hallucinations in- 
variably meant hearing name called in cor- — 
ridor, crowd, or other situation—nothing — 
more marked than this was reported. Fear 
of dark qualified as phobia even thoug! 4 
subject reported this didn’t discomfort him 
unduely. Suicidal thoughts included 3 ex. 
amples of serious consideration and 7 o 
reportedly idle reflections on order of “what | 
it would be like.” Obsessions and compul- — 


ANXIETY 


WHITE AND COHEN(1, 4) 


THIS STUDY N=40 
MEDICAL SCHOOL SOPHOMORES 


BEING SCARED(4) RESPONSES TO STRESS 


ANXIETY 
RETO PROTA), N=50 SOLDIERS SYMPTOMS OF EXAMINATION: 
Dyspnea 28 75 
I 99 7 i i 
Palpitation 92 P 82 12.5 
Irritability 91 32 20 
Dizziness -86 16 125 
Insomnia 84 36 15 
Faintness 82 20 125 
Weakness 81 56 0 
Chest pain 77 2 10 
Trembling 74 72 225 
Headache 71 16 7.5 
Anxiety attacks 70 14 12.5 
ania 55 34 25 
£ GI symptoms 45 4 125 
_ Urinary frequency 42 64 5 
Syncope Al Oct 325, 
Oir igk ; 
+ a Se eae KS 
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sions had to do with such things as excessive 
neatness, concern that doors locked at home 
and lights off; however, ruminative de- 
pressive thinking accounted for 3 of 4 
instances of obsessions. 


Discussion 


Psychiatric Illness. The 15% incidence of 
psychiatric illness in this group of 40 sopho- 
more medical students is not, in itself, 
startling, but the distribution is not that 
previously reported for such samples. Heath 
(5) reported 75 of 100 cases in a Health 

Service (composed mainly of medical stu- 
dents and professional personnel) to be 
schizophrenic, In our small sample we found 
no schizophrenics ; indeed only 2 cases of 
schizophrenia have been seen in Washing- 
ton University Medical students in the past 
16 years, 

White, Cohen and associates(1, 4) sug- 
“gest an overall urban incidence of ap- 
proximately 5% for anxiety neurosis and 
have indicated that much higher incidences 

might be found in educational settings ; cer- 
tainly one anxiety neurotic out of a sample 

- of 40 (2.5%) is not significantly different 
from this 5%. 

The diagnosis of chronic alcoholism in a 
23-year-old student implies a guarded pro- 
fessional and medical prognosis ; at time of 

_ interview this subject was in serious aca- 
demic and marital difficulties and subse- 
quently withdrew from school. It was not 
until several months after the interview that 
his behavior brought him to the attention 
of the psychiatric service, Saslow(6) re- 
ported no alcoholism in 200 medical stu- 
dents seen by the psychiatric service of 
Washington University from 1944 to 1956. 

_ The prevalence of manic-depressive dis- 

ease is approximately 0.5% for the general 

_ population(7), but other writers(8, 9, 10) 
have suggested that only one in 3 to 5 in- 
stances of endogenous depression is ac- 
curately diagnosed. The 7.5% incidence of 
manic-depressive reaction in our sample is 
more in keeping with this latter idea ; cer- 
tainly 2 of our 3 subjects so ill were undiag- 
nosed prior to interview. 

As stated in the introduction our subjects 
should be considered reliable informants 
by reason of intellect and training. The dif- 
ferences found in positive family histories 


of psychiatric illnesses between ill and well 
subjects is highly significant on a statistical 
level but the degree of closeness of re- 
lationship of these ill relatives is perhaps 
equally important. The ill subjects giving 
positive family history (5 of 6) all reported 
that at least one immediate relative (parent) 
evidenced symptoms of psychiatric illness, 
None of the relatives was examined so that 
our diagnoses are only tentative but a strik- 
ing difference in their quality can be noted 
(Table 2). Thus, it appeared that psychi- 
atrically ill second-degree relatives (aunts, 
uncles, cousins) suffered such diverse ill- 
nesses as alcoholism and schizophrenia, 
while manic-depressive reaction is the only 
likely diagnosis for relatives of these ill 
subjects. 

Our attempt to demonstrate a relation- 
ship between anxiety symptoms in ordinary 
life and those in response to psychologic 
stress by means of a rating scale and rank- 
order correlation resulted in a rho of 0.35 
which indicates that these “anxiety” symp- 
toms are of quite different populations (or 
nature). The evidence that mean anxiety 
ratings for the psychiatrically ill do not 
change with stress but that mean ratings for 
the well subjects approach those of the 
ill with stress, after having been initially 
quite different, further supports this idea. 
This might lead some to such suggestions as 
“the psychiatrically ill are obviously under 
constant stress—hence the anxiety” ; against 
this we cite the negative rank-order cor- 
relations and the anecdotal description of 
qualitative difference reported by our sub- 
ject with anxiety neurosis. i 

The comparison of the incidence of anx- 
iety symptoms in our group with those 
found by Cohen and White(1, 4) in their 
anxiety neurotics, controls and “scared sol- 
diers” was made to corroborate our impres“ 
sion that ordinarily our group represents a 
normal or control sample but that wi 
stress of upcoming exams it shifted toward 
that of the “scared soldiers.” The qualitative 
and quantitative differences between threat 
of combat and medical school examination 
account for the discrepancies in incidence 
of certain of the symptoms reported. i 

The difference between the configuration 
of symptoms of anxiety neurosis and those 
seen as a response to the stress of examina- 
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tion should not be neglected. It has been 
suggested that each attitude is intimately 
connected with a group of specific physio- 
logical responses and evidence may be ad- 
duced to support this contention(11, 12). 
Just as it would be expected that sexual 
stimuli would produce different physio- 
logical responses than a death in the family 
or the joy over a fortuitous event, so might 
it be expected that the stress of examination 
would be associated with quite different 
3 attitudes and physiological responses than 
I those seen in a paratrooper ready to jump 
out of a plane (the “scared soldiers”) or a 
patient with anxiety neurosis. There is clear- 
ly an area of overlap but there is also an 
area of differentiation. Sexual excitement in 
the male, for example, is associated with 
‘rapid pulse and increased respiratory rate 
as well as genital changes, whereas anxiety 
neurosis is characterized by the presence of 
the first two of these symptoms but not of 
the third. 

Utilizing our own data as well as those of 
7 . the White and Cohen study on anxiety neu- 
rosis and “scared soldiers” we note a marked 
increase in the incidence of dyspnea, diz- 
ziness, faintness, chest pain, headache and 
syncope in the patients with anxiety neurosis 
as opposed to those subjects responding to 
examination or the “scared soldiers.” The 
differentiation between the “scared soldiers” 
and the students responding to examination 
is less striking but there appear to be dif- 
ferences in palpitations, weakness, trem- 
bling and G.I. symptoms. 

The high incidence of symptoms com- 
monly considered of psychiatric import such 
as dreams, nightmares, syncope, hallucina- 
tions, phobias, obsessions, compulsions, and 
Suicidal thoughts was tabulated to sub- 
stantiate their ubiquitous nature and to re- 
emphasize that it is the quality of the symp- 
i tom rather than the occurrence which 
i indicates psychiatric illness. The use of 
alcohol was of high incidence but of little 
importance to all but one of this relatively 
young population. Twenty percent of the 
subjects used large doses of caffeine or dexe- 
drine when studying for exams, but at no 
Other times ; such ingestion could account 
for some of the “anxiety” symptoms at these 
Periods but most subjects reported the same 
symptoms with or without their ingestion. 


CONCLUSIONS 


1, A random sample of 40 sophomore 
medical students out of 80 was given struc- 
tured psychiatric interviews. 

2. Six (15%) of the group were psychi- 
atrically ill; of these 3 were manic-depres: 
sives, one an anxiety neurotic, one a chronic © 
alcoholic, and one ill but undiagnosed. 

3. The psychiatrically ill subjects had an 
incidence of positive family history of psy- 
chiatric illness that was markedly greater 
than that of the well subjects ; this differ 
ence was statistically significant to the 
0.0001 level. In addition, the ill relatives of 
ill subjects were not only genetically much 
closer than those of the well subjects but | 
appeared to suffer different illnesses. 

4. Anxiety symptoms did not increase in 
pre-exam periods in the psychiatrically il; 
but those of well subjects, previously quite 
different, approached those of the ill in Pa 
exam periods. pi 

5. Anxiety ratings in ordinary circum 
stances do not correlate with those of pre- 
exam periods for the group. 

6. In ordinary circumstances our group 
resembled a control population rather than 
anxiety neurotics in terms of incidence of 38 
anxiety symptoms, In pre-exam periods the 
group resembled the “scared soldiers” re- 
ported by Cohen, White, et al. Differences, 
however, were present. uy 

7. The incidence of psychiatric symptoms 
such as dreams, nightmares, hallucinations, — 
suicidal thoughts, and phobias was quite 
high in our subjects but the quality of such — 
symptoms was innocuous in all but the 6 
ill subjects. 
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In these days of advanced techniques, 
psychiatric examiners have gone beyond a 
patient’s verbalizations in their search for 
material of diagnostic importance. Various 
other means of self-expression have been 
tapped, such as drawing, playing, and sing- 
ing. We feel that the patient’s writing, when 
adequately focused and thoughtfully stud- 
ied, can yield fruitful data for diagnosis. 
We have special interest in forms for gather- 
ing social history information. 

But when would a social worker use a 
form to gather social history data ? Is not 
one of the main techniques and skills of a 
social worker his interviewing ability ? 

This reaction is somewhat typical, and it 
has prevented social workers from develop- 
ing good history questionnaires. In this arti- 
cle we hope to present the pros and cons of 
using such questionnaires. Further, we will 
include many of the questions we have used 
in our various history-gathering question- 
naires with the hope that our experience 
will stimulate professional interest in this 
tool or technique. Psychiatrists in private 
practice have used social history forms in an 
effort to save their own time and the pa- 
tient’s money. An inadequate questionnaire 
is certainly of limited value and could pos- 
sibly be harmful to later psychotherapy. 

Our social history questionnaire came out 
of the need to handle a heavy work load 
with a minimum:of fully trained personnel. 
The authors worked for 2% years in the psy- 
chiatric department of a military hospital 
with about 120 full patient beds (average 

| - patient stay was about 45 days). We also 
E participated in a fairly large outpatient psy- 
chiatric clinic. The professional staff con- 
sisted of 9 psychiatrists, 2 psychologists, and 
2 social workers. In the social work section 
we had approximately 4 partially trained 
technicians. A complete diagnostic evalua- 
tion and disposition was the main focus of 
our inpatient psychiatric facility. A detailed 
—.. aee 

pect Psychiatric Social Worker, U.S.A.F. 

ospital, Wiesbaden, Germany. 
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and accurate social history was of prime — 
importance in fully evaluating our military — 
patients. Many members of our professional 
staff were frankly skeptical that a social 
history questionnaire would be of any value, 
Therefore, our present questionnaires hav 
undergone a “baptism through fire” in staff 


Prior to going into the more concrete 
aspects of our pro and con discussion we- 
will briefly attempt to answer our main in- 
troductory question, If social workers and 
psychiatrists are frequently opposed to 
questionnaires, as our recent experiences 
have shown, we must ask why. Among the 
many possible answers we have found are 
that the therapeutic orientation of social ‘a 
workers combined with their rather arduous _ 
training in sensitive diagnostic interviewing 
may predispose their using only the tools — 
with which they are most familiar. Thus 
when called upon to fill their role in a diag. 
nostic setting, they are sometimes prone to 
slow things down with long and careful ex- _ 
plorations. We believe that this, unfor 
nately, means that they are missing an oppor- 
tunity to better use their time, which leads — 

into the first and probably most important 
of our “pro” arguments. $ 


PRO SOCIAL HISTORY QUESTIONNAIRE 


1. We believe that social history ques 
tionnaires save time. Where time is an im- 
portant factor this advantage may be oi 
critical importance. Many of us have had to 
establish treatment priorities from referr: 
with a history gleaned from a brief hal pe 
hour or hour contact with the patient or his” 
relative. Frequently, it is only possible 
obtain factual information, or perhaps, 
hurried and anxious explanation of what 
considered to be the most pressing problem. 
This is operating under quite a disadva - 
tage, but it is a situation with which m 
of us are very familiar. We have develop 
a high degree of sensitivity to the subtleti : 
of the human personality and the interv 
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ing process in order to make the best use of 
our time. 

' We have found that the social history 
- questionnaire can serve as a good starting 
point for a detailed life history or it can add 
a valuable perspective to the patient’s im- 
_ mediate problems. The time saved by using 
a questionnaire can be used to see more 
_ patients or more thoroughly evaluate those 
_ we are presently seeing. 
2. The questionnaire offers a standardized 
method for gaining prime material. Famil- 
_ iarity with the form and the comparison of 
"numerous responses enables the worker to 
' gain a wealth of information aside from the 
= factual answers. Just as an interview has 
A the added features of non-verbal communi- 
i cation, gestures, tone, expressions, blocking ; 
~ so a written document has its erasures, 
_ pressures, omissions, evasions, and comple- 
tion time(6). Much of this material can be 
- further explored by the worker in the fol- 
_ low-up interview. 


o 
i 
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supervisory feature. This is especially im- 
if portant in the military where one makes ex- 
_ tensive use of social work technicians. They 
" give the technician a structured base for 
“interviewing some patients. They also give 
‘the supervision and added control, because 
dynamic personality variables can readily 
be postulated from the factual questionnaire 
information. One can be assured of a history 
with a certain comprehensiveness and qual- 
ity. 
i. _ 4, Life history forms may keep patients 

_ constructively occupied, Where patients are 
„hospitalized with little to keep them busy 


tailed autobiography using the question- 
naire as an outline. 

5. Finally, there is the pragmatic argu- 
ment that social history questionnaires are 
and will be used in some situations where 
time and personnel are limited. So we might 
_ just as well work to develop good ones. 


j THE ARGUMENTS AGAINST SOCIAL 
HISTORY QUESTIONNAIRES 


Of course, the use of history question- 
naires has its negative features. Some of 


8, Good questionnaires have a built-in 


these can be modified. The two main objec- 
tions are: 1. They are impersonal. 2. They 
are superficial. 3. Some felt that the ques- 
tionnaires haye patterned the patient's re- 
sponses in a rigid, stereotypical fashion and 
thereby destroyed the spontaneity of later 
history-taking. There is a danger in writing 
something down that some persons will feel 
what they have written becomes irrevokably 
affirmed. 4. It was also believed by some 
that this rigidity could damage later thera- 
peutic attempts. 5. Finally, a few felt that 
history questionnaires helped a patient pre- 
pare for psychological testing in such a way 
that he was better able to mask his person- 
ality symptoms. 

All of these arguments have some validity, 
However, we have found that we can great- 
ly diminish the impersonal and superficial 
nature of the questionnaire by a sensitive, 
personable introduction and administration, 
and by a good follow-up interview by the 
historian. Further, our psychologists have 
tested 90% of all the patients that have re- 
ceived the questionnaire and have reported 
no deleterious patterning or rigidity that 
could be attributed to the questionnaire. 
We have found that patients having a para- 
noid or a passive aggressive diagnosis tend- 
ed to give bare factual information. These 
same patients occasionally refused to answer 
the questionnaire. While this is a limitation, 
here again the productivity of the instru- 
ment can be raised by anticipating this 
problem and correcting for it in a good in- 
troductory and follow-up interview. 

The very impersonality of a form can be 
an advantage in certain cases, Where the 
patient is fearful of interpersonal contact, 
the objectivity of a form may provide a less 
threatening medium for self-expression. This 
however, is more the exception than the 
tule. Finally, it should be noted that the 
history questionnaire is not meant to replace 
the psychiatric interview wherein the here- 
and-now of adjustment and personality dy- 
namics are probed. Rather the questionnaire 
in mainly intended to supply factual back- 
ground information with as much feeling 


tone as can be coaxed from a patient by a 
form. 


DEVELOPMENT 
The first step in the development of tech- 


nique is a study of the purpose for which 
the technique is intended. Our purpose 
was diagnostic. Could the men be retained 
in the military ? If not, under what provi- 
sions and with what benefits ought they to 
be discharged? The questionnaire must 
help fulfill the purpose of the hospital or 
clinic. Thus an all-purpose history question- 
naire would probably be undesirable. The 
questions contained might differ from clinic 
to clinic, from year to year, dependent al- 
ways on the purpose. 

Our next step was to review the literature 
(1, 2, 3, 4,5). We also wrote to a number of 
state hospitals and many agencies for copies 
of their forms. Then we gathered all the 
questions we thought might prove useful 
and administered them to a group of about 
20 patients having mixed diagnoses. We 
modified the questionnaire and again ad- 
ministered it. 

Our questionnaire has developed into its 
present state through 4 major revisions over 
a period of 3 years. To encourage informal- 
ity we have attempted to keep a conversa- 
tional tone throughout, and have entirely 
eliminated the purely projective questions 
found in our earlier versions. Further, we 
have noted the trend through our revisions 
to ask more specific questions and request 
more specific answers. This counteracts an 
earlier tendency to ask several stimulating 
questions in a group and then leave a space 


open for a discussion of the life area con- 


cerned, ¢.g., parents, marriage, job. It was 
found that in this latter case, patients would 
avoid certain problem questions. 

We call our social history questionnaire 
the SASH (Self-Administered Social His- 
tory). In its present version it is 12 pages 
long with space left for answers. It is given 
in conjunction with a military medical his- 
tory form, and we feel that we have had ex- 
cellent results. We have given approximate- 
ly 500 and know of no situations where it 

as caused any difficulties ; there were less 

than 10 instances where cooperation was 
lacking to an extent to make the SASH 
worthless, 

Later we modified the SASH for use 
With relatives where direct contact was im- 
Possible. In the good military tradition of 
abbreviation we called this modified ver- 


Sion SQUARE (Social Questionnaire An- 


turn envelopes we have received a su 
ing 90% plus return on over 300 SQU: 
mailed out. The data returned were ri 
in quality and more extensive in qi 
than what we had been receiving in 
SASH. No doubt this was due to the 
that it was easier for one person to ri 
on another. The SQUARE is presently 
dergoing a thorough item analysis and y 
be reported on later. $ 


SUMMARY 


The social history questionnaire is no 
substitute for, nor can it be favorably cor 
pared to history-taking in a personal int 
view. Yet we feel that it is a legitima 
diagnostic instrument in certain situations. 
That is to say, the questionnaire is pr y 
able to sparse information gathered 
hasty manner or to no history at a 
time it saves, the prime material it offers, its 
þuilt-in supervisory features, and its thera 
peutic possibilities may counterbalance t 
impersonality and superficiality of a form; 
We are presenting our SASH (Self-Ad 
istered Social History) in the hope tl 
others will do likewise, and that 
optimum history questionnaires and ques- 


tions might be developed. 
APPENDIX 


ADMINISTRATION 
The SASH begins with a brief written 
planatory introduction. - 
“The purpose 
tory of your earlie 
are able to give 


ain a 


complete the qu 
takes from 45 minutes to 2 
patient has finished, the 2 
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_ through the SASH with him and makes any 
larifying additions in red pencil. This usually 
requires 5 to 10 minutes. When necessary, the 
_ SASH can be administered to groups, provid- 
ing patients have a certain privacy in filling 
_ out the forms. We found that it was not a good 
idea to let the patients return to the psychiatric 
_ wards with the SASH. They usually produced 
less when filling out the SASH in the proximity 
of their wardmates. 


SASH 


___ The SASH begins.with the usual identifying 
“data. We have omitted these in the present 
"article. However, we felt the questions we de- 
‘veloped in the SASH might prove interesting 
to others. So we have reported them in full. In 
the actual questionnaire, sufficient room was 
left between the questions for the patient's 
_ written answers. 


= l. Tell us about your problem(s). Explain 
A why you are in the hospital. 
Re 2. Have you ever needed or received med- 
ical care for a nervous breakdown, nervousness, 
emotional upset, worrying, or extreme sadness ? 


-Dates—Place—Type of Treatment and Condi- 
tion. 


j MEDICAL HISTORY 


ILITARY HISTORY 


1. Describe briefly your military career. (IE 
emale, describe husband’s military career since 
marriage). Dates—Base—Type of Duty. 

2. Where did you enter service P—Why did 
"you enter service ? 
3 apg tour of duty did you like best ? 

y 

4. Tell us about any ribbons, letters of com- 
endation, or decorations which you have 
awarded. Have you ever lost rank, had 
a court-martial, or received an Article 15 ? Ex- 


3 


plain. Date—Award or Punishment—Reason. 
_ FAMILY HISTORY 


1. Father’s age—Year parents married—, 
2. Father's education (grade completed and 
year)—. 
3, Father’s job—Average salary—. 
4, Tell us about your father, what kind of 
a man was he ? Describe him. (Include habits, 
uch as drinking, smoking or using drugs.) 

5. What did your father do for recreation 
-and relaxation ? 
_ 6. Mention your father’s attitudes toward 
religion. 
_ 1. Mother's age—Mother’s education (grade 
‘completed and year)—. 


ay 
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8. Did your mother work ? Years—Type of 
Job—Reason for working. 

9. Tell us about your mother, what kind of 
woman was she ? Describe her. (Include habits, 
such as drinking, smoking or using drugs.) 

10, Mention your mother’s attitudes toward 
religion, 

11. What did your mother do for recreation 
and relaxation ? 

12. What nationality were your parents ? 
Father—Mother—. Was a foreign language spo- 
ken in your home ? What was it ? 

13, Name any step-parents or persons who 
took care of you as a child. Tell us how old 
you were then. Describe these persons. 

14. Explain here any separations of your 
parents due to divorce, illness, death, etc. Give 
the year and reason. 

15. When you were growing up, who dis- 
ciplined the children in your family ? How was 
it done ? Give examples. 

16, How did your parents solve family prob- 
lems and differences ? Please give an example. 

17. Who handled the family bills, rent, 
food, car, ete. ? 

18. Tell us about your brothers and sisters. 
Names—Age—Marital Status—Occupation—If 
Deceased Give Year and Cause of Death. 

19. Which brother or sister do you write or 
visit most often P Why ? 

20. With which brother or sister did you 
have the most problems ? 

21. With which brother or sister did you 
get along best? Why? 

22. Who else lived with you besides your 
parents, brothers and sisters? How old were 
you then ? 

How did they get along with the family and 
how did you get along with them ? 

23. Have any family members had an emo- 
tional illness or a nervous breakdown? Ex- 

plain. 

24. Have any of your family members been 
severely injured or suffered from a physical 
handicap ? N; ame—Relationship—Date—Type of 
Illness and Treatment. 


CHILDHOOD 


1. What kind of neighborhood (s) did you 
grow up in? Tell us what you thought of it 
(them). 

2. About how many children were there 
around for you to play with before you went to 
school ? What games do you remember playing 
at that time ? 

3. How would you describe yourself as a 
child ? (quiet, active, shy, nervous, etc). 

4. Did you change while growing up? 
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Please tell us how old you were and why you 
changed. 

5. Tell us about the games you played dur- 
ing grade school. 

6. About how often did your family attend 
church ? 

7. What was the size of the town(s) in 
which you were raised ? 

8. If you lived in more than one town, 
which one did you like best ? Why ? 

9. How many different houses did your 
family live in before you were 15 years old ? 

10. As a child, did you have a temper? 
What sort of things made you angry? . 

11. Did you cry much as a child ? When you 
nay in grade school, what things made you 
cry 


SCHOOL HISTORY 


1. Tell us when and where you attended 
school from the first grade to the present. 
Dates—Name of School—City and State. 

2. What kinds of marks did you get in 
school ? (excellent, good, average, fair, poor). 
Grade school—, Junior High—, High School—, 
College or Technical School—. 

3. Tell us about any special classes in which 
you have been, any grades you have repeated, 
or any grades you have skipped. Explain. 

4. Describe your schooling and education. 
Mention any favorite teachers. Tell us your 
favorite subjects ; also any subjects you had 
trouble with or did not like : 

a. Grammar School (grade and junior high) 

b. High School 

c.. College or Technical School 

5. List the extracurricular activities that you 
were in (sports, music, clubs). 

6. What did you like about school ? 

7. What did you dislike about school ? 

8. Why did you leave school? What were 
your plans ? 


DATING AND MARRIAGE 
1. How old were you when you began 
dating ? 
2. Tell us about-your first date. Did you 
go alone Where did you go? What did you 
o 


3. How frequently did you date as a teen- 
ager ? 

4. What did you like to do on a date ? 

5. Tell us what type of woman (man) you 
prefer. 

6. Did you usually date 
were younger, the same age, 


women (men) who 
or older than you ? 


7. Tell us how you learned about si 
tercourse. When ? From whom ? ; 

8. Tell us about your present marriage. D 
scribe your spouse. 

9. How long had you known her (him 
and when did you marry ? 

10. What do you enjoy most about yo 
marriage ? 

11. Who handles the finances ? (paying ren 
food, car, etc.) Are there ever any difficuli 
over the arrangement ? Explain. 

12. What adjustments did you make £ 
marriage P 

13. Tell us about your children, Name 
Birthdate—Sex—Grade in School or Occupati 
—Marital Status. 

14, Have your children ever had any s 
accidents or illnesses P Name—Date, Conditio 
or Injury—Treatment or Outcome. ` 

15. Which child seems to be the easiest to 
get along with ? Why ? 

16. Which child seems to be the most diffi 
cult to get along with ? Why ? r 

17. Who disciplines the children ? How 


it done? Sy 

18. Have you ever lost any children throu 
miscarriage or death? Please give dates ani 
explain. 

19, Tell us about any previous marriages. — 
Date of marriage—and divorce. k 
* 90. Reasons for divorce. 

21. Please list the name, age, and 
children of previous marriages. 


sex of an 


JOB HISTORY 
1. Tell us about the first job you had 
which you got paid, What did you do 
the money ? 
2. What was your usual civilian occupatio: 
3. What is your usual job in service ? 
4. Were the people on your last (or pres 
ent) job easy to get along with ? Please explain 
with either the people or- 


Why ? j 
jobs you held 
of work—Sa 


Reason for Leaving. 


PERSONAL ATTITUDES AND RECREATION 
1. Tell us about any clubs or organizatii 


Do you ( 
pray, attend church ? s 
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4. Tell us about your personal habits, such 
as drinking, smoking, and using drugs. Men- 
tion when you started, why, and how much 
you drink, smoke, or use drugs now. 
5. Mention any foods that disagree with 
you. Do you have any allergies ? 

6, Mention any trouble that you have been 
in with the law. Date—Place—Offense—Out- 
come. ` 

7. Where would you go and what would 

- you do if you were to be discharged from the 

service P 
f 8. Has your present hospitalization created 
any problems in your family ? Explain. 
= 9. Tell us anything else that you have not 
mentioned about your feelings, friends, or life 
history that you believe is important. 


is 
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A “DOUBLE BLIND” 


ANTIOCO BARRON, M.D., 


LESTER H. RUDY, M.D., AND 


As the flow of new psychotropic drugs 
continues a comparison of these new prod- 
ucts with established therapeutic agents is 
one method of evaluating their potential. 
The following “Double Blind” study com- 
pares a new drug RO 4-0403 (Taractan) 
with Trifluoperazine (Stelazine),* an ex- 
tensively used compound, and a placebo. 

Thirty chronic female patients from a 
continuous treatment ward in a large state 
hospital, selected because of their aggressive 
or agitated behavior and the chronicity of 
their illness, composed the patient group. 
Their ages ranged from 22 to 60 years. 
had been hospitalized for a year or longer 
with an average of 10.5 years (10 patients 
over 15 years). Twenty-four were diag- 
nosed as schizophrenics and 6 were con- 
sidered to be involutional psychotics. 

The project was carried out as a “double 
blind” with a cross over. The patients were 
randomly selected and divided into 3 groups 
of 10 each, designated A, B and C ; similarly 
preparation A was RO 4-0403 (Taractan), 


1 This study was done at the Chicago State Hos- 
pital and the cooperation of Dr. H. Matlz, Super- 
intendent, is appreciated. 

2 Staff of the Illinois State Psychiatric Institute, 
Chicago, Illinois. 

3 Appreciation is expressed to the Smith Kline 
and French Laboratories for the supplies of tri- 
fluoperazine (Stelazine), and to Hoffmann-La 
Roche Inc. for RO 4-0403 (Taractan). 

B was trifluoperazine (Stelazine) and Cc 


Dosage and Administration 


RO 4-0403 Trifluoperazine 
1st week 75 mg. daily 6 mg. daily 
2nd week 150 mg. daily 10 mg. daily 
3rd week 300 mg. daily 10 mg. daily 
4th week 600 mg. daily 20 mg. daily 


STUDY COMPARING RO 4:0403, 
TRIFLUOPERAZINE AND A PLACEBO IN CHRONICALLY 
ILL MENTAL PATIENTS + 


BARBARA BECKERING, R.N., 


JACKSON A. SMITH, M.D? 


each prepar 
to the disturb 

48 to 72 hours was 
tween drugs. The two medications and 
placebo were prepare 
sules, Neither the patients nor the obse 
were aware which medication was be: 
given. ith 

A research nurse, who was an experi- 

enced observer, utilized standardized eval- 
uation forms previously described * ; 
record any change in the patients’ behavio: 
She had been in contact with this group oF 
patients and was familiar with their reac- 
tion patterns and behavior on and off the 
ward, In addition to weekly progress notes ” 
she made a complete control evaluation of © 
each patient immediately prior to the sta t 
of the project and at the end of each moni 
A psychiatrist worked with her and evalu- 
ated side effects from the drugs : complete 
blood counts and liver function tests (al 
line phosphatase and thymol turbidity) 
were done weekly throughout the length of 


the study. 


B 
4 Smith, Jackson A., Christian, Dorothy, Ma 
field, Elaine, and Figaredo, Alfredo : Am. J. Psy- 


chiat., 116 : 392, Nov. 1959. 
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RESULTS 
_ The patient’s clinical response during the 
tudy was tabulated and the final results 
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CONCLUSIONS 


1. RO 4-0403 (Taractan) produced a 
beneficial response in 7 of a group of 30 
extremely chronic psychotic patients. Those 


No Slightly Moderately Markedly 

Worse Change Improved Improved Improved 
Drug A (Taractan) 10 13 7 0 0 
Drug B (Stelazine) 0 11 12 7 0 
Drug C (Placebo) 13 16 1 0 0 


_ The criteria used for evaluation was de- 
rived from observing a decrease or increase 
in the following variables of behavior : over 
hostility, tension, agitation, attempts to com- 
 municate, cooperation, friendliness, atten- 
“tion span and alertness, interest in personal 
appearance, mannerisms, participation in 
activities or a change in delusions and hal- 
lucinations. Patients considered slightly im- 
proved showed favorable change in 2 or 3 
variables. Moderately improved patients 
_ showed this change in at least 4 or 5 varia- 
bles. Marked improvement reflected change 
in 6 or more of the listed variables. No pa- 
tient was considered markedly improved 
id a patient was considered worse if an 
favorable change was noted in 2 or more 
the variables. 


fle 


EFFECTS 

_ No serious side effects were encountered 
with either of the 2 active drugs used. The 
lowing mild side effects were observed : 


patients who responded showed a decrease 
in agitation, appeared more friendly and 
expressed the subjective sensation of “feel- 
ing better.” Undesirable side effects were 
observed in only 2 of the 30 patients treated. 
From these results it would appear that this 
compound can be safely and effectively 
used in acute psychiatric disorders. 

2. Trifluoperazine (Stelazine) is a potent 
drug that is effective in reducing the symp- 
tomatology in chronic psychotic patients. In 
this study more than half the patients who 
received trifluoperazine showed a desirable 
change of behavior during the study but 
side effects were noted in 40% of those 
treated. These side effects usually appeared 
at a high dosage and disappeared promptly 
after the administration of anti-Parkinsonian 
drugs. 

3. Since only 1 patient out of 30 showed 
a slight improvement while receiving a 
placebo, it is presumed that suggestion and 


Tremor and mild Drooling & Mask- Short period of 
di muscular rigidity like facies increased agitation 
Drug A (Taractan) ; 1 1 0 
Drug B (Stelazine) 8 1 3 
ug C (Placebo) 0 0 0 


The observed side effects with both active 
drugs were controllable with anti-Parkin- 
nian medication. _ % 


i Reports appeared recently in psychiatric 
terature of therapeutic value of a new psy- 


1 Clinical Director, Hudson County Hospital for 
Mental Diseases, Secaucus, N. J. $ 


attention were of minimal importance in 
producing the changes observed with the 
active compounds. 


CLINICAL OBSERVATIONS OF THERAPEUTIC EFFECT OF 
CHLORPROTHIXENE (TARACTAN) IN PSYCHOSES 


LEON REZNIKOFF, M.D. 


chopharmacological agent, chlorprothixene,’ 
attributing to it both tranquilizing and anti- 


2 Chlorprothixene was supplied by Hoffmann- 


LaRoche Laboratories, under trade name, Taractan. 


rote 
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depressant properties. Chlorprothixene has 
a chemical formula similar to chlorproma- 
zine, except that nitrogen in the phenothia- 
zine ring is replaced by unsaturated carbon 
atom. 

The present report deals with observa- 
tions made during the use of chlorprothix- 
ene for 2 to 8 months in 60 hospitalized 
psychotic patients. The following diagnostic 
categories were represented : schizophrenic 
reaction—50 patients ; manic-depressive, de- 
pressed type—7 patients ; mental deficiency 
with psychotic reaction—2 ; sociopathic per- 
sonality with psychotic reaction—l. 

Schizophrenic patients were subdivided 
into following types : paranoid 35, catatonic 
5, hebephrenic 4, simple 1, and chronic un- 
differentiated type, 5. 

The average duration of schizophrenic 
psychosis was about 6 years. Most of the 
patients had been previously treated with 
ECT and different phenothiazine drugs, but 
either failed to" maintain improvement or 
did not improve at all. 

Chlorprothixene was administered orally. 
The initial dose of 25 mg. b.i.d. was gradual- 
ly increased to 200 mg. to 300 mg. bid. ; 
only 6 patients received maximum dosage 
of 600 mg. per day ; in most cases 150 mg. 
to 200 mg. b.i.d. was sufficient. After what 
appeared to be maximum improvement the 
dosage was gradually reduced to a mainte- 
nance of 25 mg. or 50 mg. per day. 

There were no cases of agranulocytosis, 
jaundice or skin rash, Transaminase tests, 
urinalysis and frequent blood counts were 
carried out in all patients, and showed no 
significant changes. There was no marked 
change in weight, Two patients had moder- 
ate hypotension, and when a third de- 
veloped marked hypotension, the drug was 
discontinued for 2 days and then resumed 
at half dosage ; his blood pressure returned 
to normal. Four complained of dizziness, 
but were able to continue with the therapy. 
Two developed mild extrapyramidal symp- 
toms which had been easily controlled by 
Akineton. In no case had treatment to be 
discontinued because of side effects. 

Chlorprothixene apparently produces 
tranquilizing and sedative effects in anxious 
and agitated patients, and also has anti- 
depressant effect on apathetic and depressed 
patients. Generally improvement had been 


A: 


gradual ; no dramatic results had 
served. Be : 

Of the 50 schizophrenics 20 (40% 
proved sufficiently to be released for 
valescent care; another 13 (26%) madi 
fairly good institutional adjustment and 
gan to participate in occupational and r 
reational activities; 17 (34%) showed 
slight, or transient improvement and the: 
fore classified as unimproved. 

The results in non-schizophrenic patie 
were as follows : of the 7 manic-depressi 
depressed patients 4 achieved remission, ' 
other 3 were unimproved ; the 2 mentally 
deficient patients with psychotic reactio 
became free of psychosis; the sociop 
with psychotic reaction also recovered fr 
psychosis after a few weeks on chlorpi 
thixene. Four uncooperative schizophreni 
patients and one manic-depressive, 
pressed had to be placed on ECT aft 
trial with chlorprothixene was unsuccess: 

The small number of psychotic depr 
sions is not sufficient for statistical eval 
tion ; however, it is our impression that 
is not a drug of choice for treatment 
deep psychotic depressions, since better re- 
sults are obtained with ECT, MAO inhibi- 
tors, or imipramine. 


SUMMARY AND CONCLUSIONS 


-Sixty psychotic patients have b 
treated with chlorprothixene for 8 to 
weeks; most of the patients were chro: 
schizophrenics. Twenty (40%) schizophre 
nics improved or achieved a remission to b 
released for convalescent care ; 13 ( 
improved sufficiently to participate in ho: 
pital social, occupational and recreation 
activities and 17 (34%) remained uni 
proved, The number of non-schizophren 
patients was too small to be statis 
significant. Frequent blood counts an 
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transaminase studies revealed no significa 


fects are gradual ; 
have been observed. j 
Chlorprothixene might be 
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3 
ment of schizophrenic patients who have 
some depressive features, or become de- 


-This study was conducted to obtain data 
‘concerning the recurrence rate of pheno- 
thiazine-induced extrapyramidal reactions 
following withdrawal of maintenance anti- 
_ parkinson drug. 
___ Sixty-three chronic schizophrenic patients 
from 5 continuous treatment wards com- 
prised the patient sample. These patients 
were each receiving a phenothiazine? as 
well as a maintenance antiparkinson drug ; 
the antiparkinson drug having been given 
_ for the control of phenothiazine-induced ex- 
_ trapyramidal reactions, A placebo and tri- 
_ phenidyl,? the identity being unknown to 
patients and personnel, were randomly as- 
_ signed to the patient population so that 2 
_ out of 3 patients (41 patients) received the 
jlacebo and the third patient (22 patients) 
eceived triphenidyl. The unknown medica- 
ions were abruptly substituted for the 
“maintenance antiparkinson drug in dosages 
of 1 tablet t.i.d. (6 mg. of triphenidyl). Prior 
‘to the start and at frequent intervals during 
the study, the patients were assessed for 
_ clinical manifestations of the extrapyramidal 
= reaction, When such manifestations re- 
curred, the dosages of the unknowns were 
_ increased to 2 tablets tid. (12 mg. of tri- 
_ phenidyl) ; if the reaction became more 
severe, the unknowns were discontinued 
_and replaced with the previous maintenance 
a antiparkinson drug. The duration of the 
~ study on the 5 wards ranged from 28 to 38 
: days, the mean being 34 days. 
} 


__ 1 Respectively, Chief of Research, and Associate 

Superintendent, Napa State Hospital, Imola, Cali- 

_ fornia. 

_. 2The five phenothiazine derivatives were: 

_ chlorpromazine, fluphenazine, perphenazine, pro- 
chlorperazine, and trifluoperazine. 

= Placebo and triphenidyl (Artane) were sup- 

_ plied by Dr. William Sweeney, Lederle Labora- 
tories. 

_ 4Data on the age- and sex of the patients, the 


pressed from large doses of other tranquil- 
izers. 


WITHDRAWAL OF MAINTENANCE ANTIPARKINSON DRUG 
IN THE PHENOTHIAZINE-INDUCED EXTRAPYRAMIDAL 
REACTION 


WILLIAM MANDEL, M.D., anp W. A. OLIVER, M.D.1 


RESULTS 


Replacement of the unknown medication 
by the previous maintenance dosage of anti- 
parkinson drug was not required in 24 
of the 41 placebo-treated patients (59%) 
and in 21 of the 22 triphenidyl-treated pa- 
tients. Clinical manifestations of the extra- 
pyramidal reaction were controlled in the 
18 patients in whom the unknowns were 
replaced by the previous maintenance anti- 
parkinson drug. 


Discussion 


The recurrence rate in the thioperazine- 
induced extrapyramidal reaction following 
placebo substitution for maintenance anti- 
parkinson drug was reported(1) to be 80%. 
Thioperazine is a phenothiazine derivative 
which produces a rapid onset and high in- 
cidence of extrapyramidal reactions. These 
results are in contrast to a report(2) of a 
21% recurrence in patients treated for chlor- 
promazine- and reserpine-induced extra- 
pyramidal reactions. In this present study, 
the recurrence rate in phenothiazine-in- 
duced reactions following placebo substitu- 
tion for maintenance antiparkinson drug 
was 41%. These differences are the result of 
the many variables in the study situations. 

Depending on the clinical situation, main- 
tenance antiparkinson drug is not required 
to prevent recurrence of clinical manifesta- 
tions of phenothiazine-induced extrapyram- 
idal reactions in from 20 to 80% of pa- 
tients. Trials are recommended in which 
maintenance antiparkinson drugs are with- 
drawn and antiparkinson treatment restarted 


phenothiazine and maintenance antiparkinson drug 
and- dosages, the length of prior treatment with 
these drugs, the days on which the unknown medi- 
cations were increased to 2 tablets t.i.d. and were 
discontinued, are available on request. 


recur. 


SUMMARY 


A placebo was substituted for mainte- 
nance antiparkinson drug in 41 patients who 
had been given this medication for the con- 
trol of phenothiazine-induced extra-pyram- 
idal reactions. These reactions did not re- 
cur in 24 of the 41 patients (59%). Although 
recurrence rates will v with different 
clinical situations, it is probable that a large 


RECURRENT 


This report describes the incidence and 
time of recurrence of the thioperazine-in- 
duced extrapyramidal reaction in 20 pa- 
tients in whom placebos were substituted 
for maintenance antiparkinson drug. The re- 
sults were obtained during a study in which 
a new antiparkinson drug (UK-738) * was 
evaluated. 


MATERIALS AND METHODS 


Forty chronic schizophrenic patients, 20 
men and 20 women, receiving thioperazine * 
in sufficient dosage to produce extrapyrami- 
dal reactions and who were maintained on 
antiparkinson drug (triphenidyl) to control 
this phenothiazine-induced reaction were 
studied, All patients received thioperazine 
for 4 months and triphenidyl ? for at least 3 
months. The range of thioperazine daily 
dose was 4 mg. to 120 mg. (mean—31 
mg.). The range of triphenidyl daily dose 
was 5 mg. to 20 mg. (mean—13 mg.). Ages 
of patients ranged from 18 to 59 years 
(mean—41). 


ae Respectively, Chief of Research, Staff Psy- 
chiatrist, and Consultant, Napa State Hospital, 
Imola, Calif, 
i 2 UK-738 _ (N-ethyl-nortropine-benzhydrlether- 
Fao) supplied by Sandoz Pharmaceuti- 
cals ; thioperazine supplied by Ives-Cameron Com- 
Te triphenidyl (Artane) supplied by Lederle 
boratories, 


THIOPERAZINE-INDUCED EXTRAPYRAMIDAL 
REACTION FOLLOWING PLACEBO SUBSTITUTION FOR 
MAINTENANCE ANTIPARKINSON DRUG 


WILLIAM MANDEL, M.D., BESSIE CLAFFEY, M.D., anv 
LESTER H. MARGOLIS, M.D.* 


proportion of patients do not requir 
tenance antiparkinson drug for contin 
clinical control of phenothiazine-indu 
extra-pyramidal reactions. Trials are reco; 
mended to determine which patients should 
or should not continue to receive mainte- 
ance antiparkinson drug. . 
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A placebo and UK-738 were randomly 
assigned so that 10 men and 10 women re- 
ceived each preparation ; 


kept constant, 
substituted for tril 
one tablet t.i.d. Reassessm 


the unknowns were replaced with the pr 
vious triphenidyl dosage ; if symptoms re- 
curred and were not as marked, dosages — 
of the unknowns were increased to 2 tal 
lets tid, The study was concluded af 


20 days. 


RESULTS 
Within 20 days, the 10 women and 6 of 
the 10 men (80%), in whom placebos w 
substituted for triphenidy] developed suffi s 
ciently marked recurrence of extrapyrami- 
dal reactions to necessitate resumption of 
their triphenidyl dosage. 
of the investigation, 
still receiving placeb 


the 10 wa 
recurrent reaci mark at 
placebo was dis prior os 
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crease in dosage; the remaining 6 women 
and the 6 men had a more gradual recur- 
ence and were first tried with 2 placebo 
ablets t.i.d. The time of discontinuation of 
lacebo and return to triphenidyl is shown 
in Table I. Table II shows the time when 


TABLE | 
Day Placebo Was Discontinued 
and Triphenidy! Was Restarted 


Day 
Sd ah eth 7th 10th 13th 19th 


4 1 Ve An 1 
1 eerie! 3 
TABLE II 
Day Placebo Dosage Was 
Increased to 2 Tablets t.i.d. 
Day 

a 4th Sth oth 
4 1 1 
3 3 


_ the placebo was increased to 2 tablets t.i.d. 
By the fourth study day, the placebo had 
been discontinued in 5 patients and 7 pa- 
nts were receiving 2 tablets t.i.d. ; thus, 
of 16 patients in whom the placebo was 
scontinued had recurrence in 4 days. The 
ent reactions were controlled with re- 
mption of triphenidyl. 


Discussion 


_ Despite many reports dealing with pheno- 
azine-induced extrapyramidal reactions, 
few have described the recurrence rate 
en maintenance antiparkinson drug was 


re 
S1 


Thirty-one adult criminally insane male 
patients at Atascadero State Hospital (a 
maximum security hospital) who required 
close custody because of aggressive or com- 

Louis R. Nash, M.D., Acting Superintendent 
id Medical Director of the Atascadero State Hos- 
tal. 


TRANYLCYPROMINE AND TRIFLUOPERAZINE IN THE 
TREATMENT OF DANGEROUS HOSPITALIZED PATIENTS 


ANTHONY LAPOLLA, M.D.1 


stopped. Cahan and Parrish(1) reported re- 
currence in the chlorpromazine- and re- — 
serpine-induced parkinson syndrome after — 
discontinuing antiparkinson drug in 17 of © A 
83 patients (21%) stating, “the majority of ` 
patients with drug-induced parkinsonism, 
after a period, no longer need the antipar- 
kinson drug they are receiving.” Their re- 
sults differ from ours but single studies — 
cannot set limits for the universe of pa- 
tients nor for many treatment situations, e.g. 
thioperazine is a phenothiazine which pro- 
duces a rapid onset and high incidence of — 
extrapyramidal reactions(2). Recurrence in 
specific situations can only be determined 
by clinical trials; such trials should clari- — 
fy the relative need for maintenance anti- — 
parkinson drug in phenothiazine-treated pa- — 
tients. 


SUMMARY 


A placebo was abruptly substituted for 
maintenance antiparkinson drug in 20 pa- 
tients who had previously shown evidence ~ 
of a thioperazine-induced extrapyramidal — 
reaction. Within 20 days of this controlled — 
study extrapyramidal reactions reappeared 
in 16 patients (80%). The recurrence rate 
phenothiazine-induced extrapyramidal re- 
actions following withdrawal of mainte: 
ance antiparkinson drug will vary with dif 
ferent situations and their incidence can 
only be determined by clinical trial. 


BIBLIOGRAPHY a 

1. Cahan, R. B., and Parrish, D. D. : Am, J. 

Psychiat., 116 : 1022, May 1980. ae 

2. Denham, J., and Carrier, D, J. E. L. a 8 
Am. J. Psychiat., 116 : 927, April 1960. 


bative behavior. were treated with tablets 
containing 10 mg. tranylcypromine, an anti- 
depressant, and 2 mg. trifluoperazine, a- 
tranquilizer, for 3 months. These men, age — 
range 23 to 65 years (average : 40 years), 
had been hospitalized for an average of over 
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to previous therapy with various phenothia- ease (mitral insufficiency), suffered a h 
zine drugs, including trifluoperazine alone. failure and died during the eighth week 
Diagnoses varied (see Table 1) but all the evaluation but there was no eviden 


TABLE 1 
DIAGNOSIS NUMBER Marked 

Schizophrenic reaction : 

Catatonic type 2 0 

Paranoid 8. 2 

Chronic undifferentiated 2 0 

Schizo-affective 10 2 
Psychotic depressive reaction 5 0 
Reactive depression 1 0 
Manic-depressive psychosis 

Depressed phase 1 1 
Chronic brain syndrome : 

Post traumatic 1 0 

Cause unknown 1 0 

TOTALS 31 5 

PERCENTAGES _ 16 


2 Patient died after course of ECT during eighth week of evaluation. 


were depressed or presented evidence of 


withdrawal and marked asocial behavior. liver damage) in him or in any 


Initial dosage for all patients was one tablet 


at breakfast and one at 4:00 p.m. All pa- aggressive an 
tients were observed daily by the technical there was no ac 


staff and the ward physician and staff meet- 
ings were held every 15 days to review and 


crease in aggres: 
bative behavior appeared. ; 
in 19 (61%) of these patients — 


discuss the progress of each patient, and to improvement 
decide whether changes in dosage should whose symptoms 
be made or additional therapeutic measures months and 
introduced, In 8 patients who did not re- vious therapy was s 
spond, and 12 who showed only marginal in view of the short 


improvement after 2-4 weeks of therapy, 


had been present for many 

ho had not responded to pre- — 
urprising—particularly 
duration of the study 
However, while it 


the dosage was increased to 2 tablets, bid. is probable tha 


While no other psychopharmaceuticals were have 


used, 9 patients also received electroshock increased the dosage, it 


therapy 6 weeks to 2 months after the study 
began. 
At the completion of the study, 5 patients 


creased too. h 
effects were reported by 
atients. Transient insomnia or jitters — 


(one had received concomitant ECT) were 10 p 
markedly improved, i.e., complete remission was reported by 


of psychotic and depressive symptoms ; 14 


3 patients at a dosage of- 


one tablet b.id., and by 6 at a dosage of 2 


(2 had received concomitant ECT) were tablets bi.d. These symptoms disappea 


moderately improved, i.e., significant but 


as treatment continued and no changes i 
necessary. One other pati 


incomplete remission of symptoms ; 5 were dosage were 
slightly improved ; and 7 (6 had received in whom the 
concomitant ECT) were not improved at tablets a day began 


dosage had been raised to 
to complain of mil 
ninth week. Althoug 


all. Results by diagnosis are shown in Table drowsiness during the 
1. One of the patients who received ECT, a the drowsiness 
32-year-old patient with catatonic schizo- with therapy, 


persisted it did not int 
and the dosage was not 
phrenia who also had a cardiovascular dis- duced. There were no other side effects. 
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BEHAVIORAL EVALUATION OF IMIPRAMINE AND 
NIALAMIDE IN REGRESSED SCHIZOPHRENIC PATIENTS 
WITH DEPRESSIVE FEATURES * 


CARL A. LEUTHOLD, Pu.D., F. J. BRADSHAW, JR., M.D., 
G. W. ARNDT, M.D., E. F. HOFFMAN, M.D., anp 
VLADIMIR PISHKIN, Pu.D.? 


This study was designed to test the ef- 
fects of imipramine? and nialamide* in 


“treatment of regressed schizophrenics with 


depressive features. These agents have gen- 
erally been evaluated by global clinical im- 
pression(1, 2, 3, 4, 5, 6, 7). The present 


" study employed objective measures of be- 


havior change in addition to clinical judg- 


= ments. 


The subjects were 52 regressed schizo- 


_ phrenic patients characterized by at least 


three of the following features : 1. Psycho- 
motor retardation, 2. Despondency-sadness, 


= 8. Lack of interest, 4. Helplessness-pessi- 


mism, 5, Suicidal drive. 

Milieu and over-all treatment program 
were uniform for all subjects. Subjects were 
divided into 4 treatment groups: imipra- 
mine (I), imipramine placebo (IP), niala- 


_ mide (N), and nialamide placebo (NP). 
A double blind crossover design was em- 
ployed. The 4 research medications were 


g 
4, 200 mg., 5. 300 mg., and 6. 400 mg. 


rest period nialamide and imipramine were 
exchanged in the drug groups and placebos 
exchanged in the placebo groups. The dos- 
ages for each sequence of 6 weeks were as 
follows : 1. 50 mg., 2. 100 mg., 3. 150 mg., 


The subjects were evaluated by the 


_ MACC Behavioral Adjustment Scale(8, 9) 


on motility, affect, cooperation, communi- 
cation and total adjustment. MACC evalua- 


1 Portions of this paper were presented at the 


- Veterans Administration Research Conference on 


Cooperative Studies in Psychiatry, Cincinnati, 


~ June 6, 1960. 


2 Respectively, Chief, Psychology Service; Di- 


rector, Professional Services; Staff Psychiatrist ; 


Staff Physician; Director, Research Laboratory, 
Veterans Administration Hospital, Tomah, Wiscon- 


sin, 
8 Supplied as Tofranil through the courtesy of 


Geigy Pharmaceuticals. 
4Suppied as Niamid through the courtesy of 
Pfizer Laboratories. 


> 


tions and independent clinical evaluations 
by a psychiatrist were made before and 
after the first 6-week treatment period, at 
the end of the rest period, and again at the 
end of the second 6-week treatment period. 

The McNemar Test(10) for significance 
of changes was used to determine clinical 
and behavioral changes as functions of the 
4 treatment conditions. 


RESULTS AND Discussion 


The first drug phase. During the first 6 
weeks each of the active drug groups sig- 
nificantly improved in clinical condition 
(p<.005) as measured by the psychiatrist’s 
ratings. The imipramine group improved 
significantly in motility (p<.05). Improve- 
ment in affect was measured for the niala- 
mide group (p<.05) and for the placebo 
groups, IP (p<.01) and NP (p<.025). 

The rest period. When measures taken at 
the end of the rest period were compared 
with pretreatment measures the active drug 
groups no longer showed improvement in 
clinical condition, In contrast, both placebo 
groups had significantly improved in clini- 
Seep IP (p<.05) and NP (p< 
.025). 

Clinical ratings differentiated the active 
drug groups from the placebo groups at 
the end of 6 weeks of treatment and again 
at the end of the rest period but with a 
reversal in relative condition of the active 
drug and placebo groups. The active drug 
groups lost their earlier gains over the rest 
period, but the placebo groups were im- 
proved at the end of the rest period. It 
appeared the milieu had a slower but more 
lasting effect on the placebo patients who 
operated without the crutch of active medi- 
cation. 

The second drug phase. At the end of the 
second drug phase clinical evaluations again 
differentiated the drug groups from the 
placebo groups. Only the drug groups had 
significantly improved (p<.005). As in the 


TNTA 


1] 


first drug phase, the imipramine group also 
made significant gains in motility (p<.025). 
It should be noted that these significant 
changes were obtained only when measur- 
ing the change over the entire 16-week 
period and not when the pre- and post- 
measures for the second drug phase were 
compared. g 

MACC scale findings differentiated the N 
and I groups on some factors but did not 
reveal differences between the combined 
active drug groups and the combined place- 
bo groups as were found in the global 
clinical evaluations. 

The I group manifested increased motil- 
ity at the end of each 6-week treatment 
period, i.e., there was an increase in general 
motor activity including more frequent and 
more forceful verbal productions, 

Affect scores for the four groups con- 
trasted sharply with the motility scores dur- 
ing the first drug phase. The I group, which 
alone showed increased motility, was the 
only group which failed to gain in affect. 
Higher affect scores are associated with 
patients who are, in general, easier to get 
along with, i.e., less irritable, bitter or sullen. 


SUMMARY 
Imipramine and nialamide were found to 
be comparable as measured by psychiatrist's 
clinical ratings of over-all improvement in 
patients with depressive symptoms. On 
Measures of specific behavioral factors on 


COMPARISON OF EST AND ANTIDEPRESSANT DRUGS 
IN AFFECTIVE DISORDERS 


JANE E. OLTMAN, M.D., AND SAMUEL FRIEDMAN, M.D." 


Considerable interest has been displayed 
recently in the comparative value of EST 
and drugs in the treatment of depressive 
states. It has been intimated that antide- 
Pressant drugs are inferior to EST with 
respect to incidence of relapses and length 
of remissions. However, relevant, well- 
crystallized statistical data have been lack- 
ing. In an effort to answer this problem we 
have reviewed the records of all female pa- 
tients with affective disorders who received 

1 Respectively Ass’t. Supt., and Clin. Dir., Fair- 
field State Hospital, Newtown, Conn. 


‘the Evaluation of Behavioral Adjustments. 


the MACC scale the two drug groups wer 
differentiated by improved motility in p 
tients on imipramine and by positivi 
changes in affect in patients receiving niala- 
mide during the first 6 weeks of drug ad- 
ministration. : 
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EST or antidepressant drugs, admitted to 
this hospital during the past decade, The — 
following specific data were recorded for 
each case. 

Age at episode of illness. The data were 
categorized into three significant periods : 


later). x 
Diagnosis. The standard nomenclature 


was followed. } 
Type of treatment. In the case of EST thi 


[ October 


number of treatments was recorded, spe- 

_ cifically whether less than 6; in the case of 

_ drugs whether therapy was continued ona 
aintenance basis. 

Multiplicity of attacks. Specifically Khake 
er multiple attacks had already appeared or 
whether the episode represented the only 
illness thus far. 

“Incidence of Relapse. Intervals between 
rehospitalization and/or retreatment on an 
extramural basis were classified as follows : 

0-6 months ; 2. 6-12 months; 3, 12-18 

_ months ; 4, 18-24 months ; and 5. 2 years or 
longer. 

Inasmuch as antidepressant drugs have 
been used extensively for 2 to 3 years only, 
intervals beyond that period were not per- 
tinent. Essentially, then, this study is a 

comparison of how well patients maintain 


their status during a 2-year post-treatment 
phase. The antidepressant drugs used were 
Tofranil and Marplan. 

Approximately 650 individual patients 
and over 1200 treatment episodes were in- 
cluded in the study. Of the latter, approxi- 
mately 250 consisted of antidepressant 
drugs, which have been used practically 
exclusively here in the treatment of afféctive 
disorders in women during the past 2 or 
more years. It might be indicated that the 
great majority of patients who received an- 
tidepressant drugs have been followed at 
our outpatient clinic, thereby affording us 
detailed knowledge of their progress. To 
avoid unnecessarily detailed statistical pres- 
entation in this brief communication, the 
accumulated data have been summarized 
as follows. 


TABLE 1 
Comparison of Length of Remission Following EST and Drug Therapy 


EST 
Duration of Remission 


6-12 m. 12-18 m. 18-24 m. 


Psychoneurotic 
reactive depression 


13 H 


Psychotic depressive 
reaction — 


Involutional psychotic 
reaction 


Manic-depressive 
reaction 


36 


ANTIDEPRESSANT DRUG 
Duration of Remission 


6-12 m. 12-18 m. 18-24 m. 
In- in- In- 
Com- com- Com- com- Com- com- 
plete plete plete plete plete plete 


Psychoneurotic 
reactive depression 


Psychotic depressive 
reaction 


Involutional psychotic 
reaction 


Manic-depressive 
reaction 


“Direct comparison of data in the two 
groups is somewhat difficult because the 
“majority of intervals in the drug-treated 
"group are still incomplete ; consequently, 
“the full duration of remissions cannot be 
“determined as yet. In the EST group, in- 
F tervals are either complete or the incom- 
T pleted ones are beyond the 2-year limit. 
The most precise comparison can be made 
with respect to relapses within the first 6 
" months. 
> Inthe EST “neurotic” depressive group it 
T is noted that 68 of 151 treatment episodes 
T (45%) were followed within 6 months by 
"relapse that required rehospitalization or 
| retreatment. (This will be designated as 
“treatment relapse.”) This represents the 
poorest results in the EST group and con- 
T firms the generally held opinion that EST 
is least satisfactory in the treatment of 
" “neurotic” depression. In the drug-treated 
group, 18 of 80 episodes (23%) were fol- 
C lowed by treatment relapse. It should be 
" noted also that in 6 of these 18 instances 
(33%) the drug had been discontinued with- 
“in the 6-month period, either through self- 
discontinuation or other factors. 
Ih the group of psychotic depressive re- 
action, 33 of 93 EST-treated episodes (35%) 
were followed by treatment relapse as com- 
pared with 7 of 33 (21%) in the drug- 
_ treated group. Again, 2 of the 7 (29%) had 
discontinued the drug. In the involutional 
group treated by EST, 56 of 169 episodes 
(38%) ended in treatment relapses, as com- 
pared with 5 of 22 (23%) in the drug-treated 
group, One of the 5 patients (20%) had 
discontinued the drug. In the manic-de- 
Pressive group, EST was followed by treat- 
Ment relapse in 148 of 571 instances (26%) 
Pc was identical with the percentage for 
; io: drug-treated group, with 27 relapses in 
dise episodes. Five of the 27 (19%) had 
Es, ontinued the drug. The manic-devres- 
os mixed” sub-group was too small for 
a “age analysis ; however, in general, the 
“den ts were similar to those observed in the 
pressed” sub-group. 
E n to note that superior re- 
Bith both astra) to relapses were obtained 
attack oth EST and drug therapy in the first 
ck of manic-depressive illness. Thus in 


the EST group only 19% of first attack 
were followed by treatment relapse, as com- | 
pared with 32% for all recurrent attacks 
There was no treatment relapse within 6 
months in the 10 patients whose first at- 
tack was treated with antidepressant drugs 

In over-all comparison within the EST 
group, it is noted that treatment relapse oc- 
curred in 45% of “neurotic” depressions as 
compared with 28% for all “psychotic” de- 
pressions. In the drug-treated group, the 
corresponding figures were 23% and 24%, 
respectively. In general, EST in which the — 
number of treatments was less than 6 (or ~ 
unknown) was followed by a greater inci- — 
dence of relapse. However, such treatment i 
episodes were relatively few and did not 
significantly affect the over-all results. 

Tt may be noted that the results with EST 
observed in this study are similar to those 
previously recorded,” when appropriate al- 
Towance is made for the fact that the earlier 
study used rehospitalization as the only 
measure of the relapse phase whereas the 
current study also included extramural ad- 
ministration of EST as a criterion. 


SUMMARY AND CONCLUSIONS 


Because of limited temporal factors, it is 
difficult at present to compare the incidence _ 
of “long-term” remissions (2 years or more) 
in patients treated by EST and those treated 
with antidepressant drugs. In “psychotic” 
depressions, treatment relapses, as defined, 
are certainly not more frequent in drug- 
treated patients than in the EST group. In 
“neurotic” depressions, results, with respect 
to relapses, are definitely more favorable 
following drug therapy- Premature discon- 
tinuation of the drug will lead to a greater 
incidence of.relapses. As a corollary to this, 
patients treated with drug therapy require — 
more continued follow-up care than those — 
treated by EST. Contrary to our earlier — 
hopes, it is evident that drugs will not af- : 
fect the recurrent pattern of affective dis- 
orders—no more than EST has done. The 
pattern of repetition of attacks varies great- 


ly from one patient to another. 


2 Oltman, J. E., and Friedman, S. : Am. J. Psy- 


chiat., 107 : 57, July, 1950. 
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E -Piperazine phenothiazines, prior to aceto- 
phenazine, were roughly similar in their 
action( 1) and found to work best on intro- 
verted or schizoid neurotics or on incipient 
~ schizophrenics with primarily neurotic 
_ symptoms(2, 3). Reports on the use of 
_ phenothiazines generally in neurosis, if one 
takes a general overview of the literature, 
would seem to favor the aliphatic pheno- 
thiazines and thioridazine but unfortunately 
these drugs are prone to cause hematopoi- 
_ etic damage, and in the case of the latter a 
_ tendency to leukopenia as high as 10% has 
__ been reported (4). The writer has used phe- 
i "RNS * *, . 
_nothiazines other than piperazines with 
hesitation in private practice and only when 
other drugs failed, for the reason that lab- 
oratory followup is difficult for both psy- 
chiatrist and patient. Both chlordiazepoxide 
and chlorprothixine have been used by the 
writer, the former especially with remark- 
~ able results in many cases, but there is still 
a significant group of psychoneurotics who 
seem to need phenothiazines, although they 
often make temporary improvement on 
other drugs. 
Acetophenazine has been used by the 
" writer in psychoneurosis and the purpose of 
_ this study is to compare it with one of the 
older piperazines. Therefore 70 psycho- 
neurotics given acetophenazine have been 
tabulated and compared with 70 given 
thiopropazate in previous years. All cases 
were on medication at least 3 months. Better 
results were obtained with acetophenazine 
primarily because there was a relative free- 
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spread of action with the drug and the less 
introverted patients did better on it. How- 
ever it did work better on a larger propor- 
tion of introverted and preschizophrenic 
_ patients than with nonintroverted patients ; 


1The Tindal for this study was supplied by 
the Schering Corp. The writer wishes to thank the 
company and in particular W. Wesley Herndon, 
M.D. for their many courtesies. 
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ACETOPHENAZINE (TINDAL) AND THIOPROPAZATE (DARTAL) 
IN AMBULATORY PSYCHONEUROTIC PATIENTS ' 


i HARRY F. DARLING, M.D.? 


but a significant proportion of the latter 
type did react to acetophenazine who did 
not react to other antianxiety agents. There 
is a larger proportion (two-thirds) of the 
former type in the study leaving only a 
sampling of the latter ; frank schizophrenics 
were excluded, 

Drowsiness was the primary disturbing 
side effect from acetophenazine; there 
would have been a smaller percentage had 
the writer used a smaller initial dose on his 
earlier patients ; it was usually controllable 
by reduction of dose, Parkinsonism, which 
occurred in a few cases, was controlled by 
reduction of dose or by the addition of an 
antiparkinsonian agent, or both. 


SuMMARY 


Acetophenazine is compared with thio- 
propazate in its action on psychoneurotics. 
It was a more effective drug primarily be- 
cause more patients could tolerate it due to 
a low incidence of parkinsonism. Drowsi- 


COMPARISON BETWEEN ACETOPHENAZINE AND 


THIOPROPAZATE 
Acetophenazine Thiopropazate 
Mean age 34 31 
Diagnosis : 
Anxiety neurosis 80.0% 88.5% 
Reactive depression 18.6 11.5 
Obsessive-compulsive 1.4 0.0 
Duration (in years) 1.9 15 
Side effects : 
Drowsy 18.6% 5,7% 
Parkinsonism 4.3 25.7 
Akathisia 1.4 7.1 
Depression 14 57 
Polyuria PETA 0.0 
Neurocirculatory collapse 0.0 14 
Dry mouth 14 0.0 
Blurred vision 14 27 
Improvement : 
Marked 47.1% 35.7% 
Moderate 41.4 30.0 
Slight or none 11.5 34.3 
Average initial dose 30.2 mg. 16.7 mg. 
19.9 mg. 11.2 mg. 


Average maintenance dose 
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CASE REPORTS 


; SEVERE HYPERTENSION WITH PARNATE 


MARIANO F. SONGCO, M.D.1 


Parnate, like the other MAO inhibitors, 
has been known to cause postural hypoten- 
sion in some cases. Indeed it is a major 
_ side effect to watch out for particularly in 
patients with a history of hypertension. This 
is a report of a case where sudden and 
severe hypertension appeared to have been 
paradoxically provoked by the administra- 
tion of moderate doses of Parnate. 


~ The patient is a 67-year-old male who was 
returned to the Norwich State Hospital for 
recurrence of depressive symptoms. On admis- 
sion he was moderately depressed but other- 
wise asymptomatic. Routine physical examina- 
__ tion did not reveal anything remarkable. Blood 
= pressure was 166/92 sitting and 158/84 
standing. 
ia) He has had three previous admissions with- 
_ in the past 10 years. In each instance, hos- 
~ Pitalization was due to excessive drinking re- 
sulting in disturbed thinking and behavior ac- 
companied by depressive symptoms. He has 
< also been known to: suffer from convulsive 
_ seizures ever since he suffered a fracture of 
_ the skull 11 years ago. While in the hospital 
6 years ago, he had a posterior myocardial in- 
farct from which he recovered uneventfully, 
Upon admission, the patient was placed on 
Dilantin, gr. 1%, Phenobarbital, gr. %, and 
~ Parnate, 10 mg., all given t.i.d. His blood pres- 
~ sure was checked routinely b.id. and, in the 
~ next 2 days, ranged between 160-170 over 
80-90 sitting, and 150-174 over 80-84 stand- 
~ ing. On the third hospital day, at about 8:30 
p.m., he first complained of severe frontal- 
occipital headache. About 10 minutes later, he 
complained of lower chest discomfort and he 
suddenly developed dyspnea and cyanosis. He 
was immediately started on oxygen from a 
portable ward unit. His blood pressure, which 
was last recorded 3 hours before to be 170/80 
sitting, was now 260/90. TPR was 97.2, 120, 
and 28. He was fully conscious, apprehensive, 
orthopneic, markedly cyanotic, and had cold, 


1 Physician-psychiatrist, Norwich State Hospital, 
Norwich, Conn. 5 
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clammy perspiration. The chest was full of 
coarse, bubbling rales; heart sounds were 
mufiled, fast, but regular. He was given mor- 
phine sulfate, gr. % to allay his apprehension, 
Meanwhile, in the next 15 minutes, while 
being transferred to the medical ward, he 
lapsed into coma. Respiration by this time had 
become extremely labored and gasping ; rate 
dropped to 14/minute. He was rapidly digi- 
talized intravenously with Digoxin, 0.5 mg. 
and oxygen was continued through the night. 
Blood pressure, which was constantly being 
checked, remained at very high systolic levels 
for about an hour after which it gradually re- 
ceded thus: 1 hour from onset, 240/90; 2 
hours later, 192/90 ; 3 hours later, 168/88 ; 6 
hours later, 170/90. The patient regained con- 
sciousness about 8 hours after the onset. EKG 
taken the following morning showed left ven- 
tricular hypertrophy and digitalis effects. 
Eventual recovery was slow but uneventful. 


Discussion 


In recapitulating what may have hap- 
pened in this case, two predisposing factors 
stand out, namely : the initial presence of 
hypertension and the history of cardiovascu- 
lar disease, particularly the heart attack suf- 
fered 6 years ago. For some unknown rea- 
son, Parnate in this case caused a sudden 
marked rise in the systolic blood pressure 
instead of the hypotensive effect that is 
more commonly observed. Most probably, 
hypertensive encephalopathy leading to 
coma then ensued and, at the same time, 
the pulmonary hypertension led to left heart 
failure and subsequently pulmonary edema. 

This case serves to re-emphasize that ex- 
treme caution should be exercised when 
giving Parnate to patients with a history 
of hypertension, particularly those with 
cardiac complications. The sudden develop- 
ment of severe headache and any cardio- 
Tespiratory symptoms that may follow 
should be treated as a medical emergency- 
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CASE REPORTS 


"Since its introduction in 1955, ethclorvy- 
nol(1) (Placidyl-Abbott) has attained lim- 
ted use as a hypnotic and tranquilizer. 
blished reports of toxicity and withdrawal 
difficulties are confined to one Canadian 
larticle(2) and one Scandinavian report of 
reaction following acute overdosage(3). 


Case Report: E.S., a 40-year-old right- 
ded white female began taking ethchlor- 
yynol for increasing anxiety in 1958. On sev- 
X ‘eral occasions in early 1960, she had episodes 
"of generalized weakness, mild staggering, noc- 
‘tural muscular aches and transient periods of 
| Confusion. In December 1960, she began to ex- 
Perience trance-like episodes resembling cata- 
tonia with blurred and double vision, increased 
Staggering, headaches, dysarthria, motor inco- 
‘Ordination, recent memory disturbance and 
3 ot retardation. In early January 

1961, she was seen by a neurosurgeon who 
Noticed anisocoria, and advised further work- 
up but hospitalization was postponed until the 
Patient retired in this area. She was seen here 
on 17 February 1961, and appeared to be a 
T chronic neurotic. At that time the patient 
| Stated that she had been frequently taking 
Placidyl, 500 mg. at night and occasionally 
100 mg. in the daytime. She was advised to 
i her medication. Neither the patient nor 

her husband can recall accurately whether or 

Not she continued the Placidyl in this week 

Prior to admission. On 24 February, her con- 

ion had deteriorated somewhat and she 
complained of confusion, loss of concentra- 
tion, feelings of unreality and difficult thinking. 

Hospitalization was advised because of the 

Suspicion of a schizophrenic reaction. 

Admission mental examination 3 days later, 

Tevealed a thin, slight woman whose sp 

Was circumstantial and tangential. Her affect 

Was, at times, inappropriate and she frequently 

Missed the point of questions. There were no 

lusions or hallucinations and orientation was 

Preserved. The neurological examination re- 

Vealed the anisocoria noted above and a medi- 

cal consultant found no other organic disease. 

k a serology, hemogram, urinalysis, electro- 

; ‘tes, urea N., fasting blood sugar and liver 

f function tests were within normal limits. On 
a 

1 Respectively, Chief, and Asst. Chief, Dept. of 
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WITHDRAWAL SYMPTOMS FOLLOWING ETHCHLORVYNOL 
(PLACIDYL) DEPENDENCE 


HEBER S. HUDSON, MAJOR, MC, anp HERBERT I. WALKER, CAPT., MC 1 
28 February, a psychological testing revealed 


psychoneurosis with hypochondriasis and pho- 
bic features, hints of organicity and no evidence 
of schizophrenia. She became more confused, 
began to misidentify people, and was observed 
to have auditory and visual hallucinations, On 
1 March, she had 3 grand mal seizures and 
an EEG revealed bursts of generalized slow- 
ing, most prominent in the right frontal area. 
She was placed on Dilantin, 100 mg. t.i.d. and 
there were no further seizures. She became 
more delirious but there was no progression 
of neurological signs. Skull films were normal 
and barbiturate and bromide levels were nega- 
tive. On 3 March, a pneumoencephalogram 
was read as normal and her spinal fluid re- 
vealed clear fluid, normal dynamics, cells and 
protein, Her course during the next 3 days 
was stormy with agitation, delirium and vivid 
tactile and visual hallucinations, Repeated psy- 
chological testing revealed severe organic im- 
pairment. Massive doses of Thorazine aided 
her somewhat and suddenly, on 6 March, the 
hallucinations ceased and only mild confusion 
remained. An EEG on 8 March showed im- 
provement and a repeat EEG on 16 March 
was read as normal. She was discharged on 
22, March completely cleared and has had no 
recurrence of the previously mentioned symp- 
toms after 3 months of careful follow up. 

Prior to admission, both the patient and her 
husband denied excessive or increased dosage 
of Placidyl. As her memory cleared and the 
confusion lifted, she admitted that she had, 
on many occasions, taken over 1,500 mg, per 
day for months on end. The symptoms referred 
to previously paralleled increased dosage of 
Placidyl. 

A case of Placidyl intoxication and with- 
drawal is presented which manifested itself 
with neurological symptoms and a stormy, 
schizophrenic-like syndrome. This report 
emphasizes the necessity for adequate 
supervision of patients utilizing sedative 
drugs, even those with allegedly negligible 
side effects. 
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THE PSYCHIATRISTS RESPONSIBILITY FOR MENTAL RETARDATION 


Psychiatrists as a group are disinterested 
in mental retardation. Many have no more 
accurate knowledge about the retarded 
than the layman does. Training centers 
seldom provide serious field study. Resi- 
dents in psychiatry are unwilling to train 
in the hospital school. Full time staff posi- 
tions at residential centers for the retarded 
go unfilled. There are vacancies, as a con- 

sequence, for qualified administrators. 

If questioned, most psychiatrists would 
agree that mental retardation is a sub- 
specialty in their area of responsibility, and 
then disqualify themselves. Others are fill- 
~ ing the vacuum of professed leadership. Is 
this a serious matter? Should we be con- 
cerned that psychiatry as a profession is 
__ unable to meet its responsibilities P Or after 

-a long hard look should we admit our mis- 

take, say this is not our field, and bow 
out? Are there other alternate actions that 
are appropriate and desirable ? 
Some of the issues will be faced in the 
forthcoming conference developed by the 
Committee on Mental Deficiency under 
George Tarjan and sponsored by the 
_ American Psychiatric Association. It will 
_ bring together the American Association for 
- Mental Deficiency and representatives of 
~ national bodies in neurology and pediatrics 
and others. 

How important is the psychiatrist in the 
diagnostic process? Heller’s Disease, or- 
ganic brain disorders, neurologic diseases, 
childhood schizophrenia and autism may 
be confused with mental retardation. Medi- 
cal diagnosis is the physician’s job. Perhaps 
the psychologist can contribute all the 
skills essential to determination of matura- 
tional delay, retardation in learning, dis- 
tortion of emotion, existence of psychologi- 
cal conflict and emergent disorders from 
broken and troubled families. 

The treatment of aggressive, hostile and 
destructive behavior that is the product of 
emotional illness has always been the psy- 
chiatrist’s responsibility. The same symp- 
toms exist as a cause for treatment or 
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hospitalization in the retarded. Shall we 
conclude that if the subject is retarded these 
symptoms may now be properly delegated 
for therapy by an educator or other profes- 
sional ? 

Is program planning for the detection of 
mental deficiency, in family and school 
services, in counseling for courts and pro- 
bation departments to be the responsibility — 
of the psychiatric agency or some other ? 

Citizens’ organizations interested in the 
betterment of the treatment of the mentally 
retarded have effectively utilized the appeal 
of the defective infant and helpless child. 
Legislators have listened to their lobby. - 
Schools have been responsive. With grow: © 
ing strength the organizations press for. 
solutions to problems. They are quite un- 
willing to stand by while psychiatry makes. 
solemn pronouncements about mental re- 
tardation being the area of responsibility 
of psychiatrists but then admit it can 
provide no doctors to staff facilities or to 
give leadership. À 


I happen to believe that emotional dis- oe 4 


orders and family stress lead most frequent- 
ly to the need for outpatient treatment or 
residential services for the mentally re 
tarded. Qualified psychotherapists and com- 
petent physicians are essential to proper 
diagnosis and treatment? In addition ef- 
fective education, social therapy and voca- 
tional training are parts of a rehabilitation 
program leading to social restoration. 

Educational psychologists and teachers 
with experience in the program of educa- 
tion and training the retarded are emerging 
as leaders and administrators. Pediatricians 
have a natural interest because they are 
often the first to be consulted when a child 
functions poorly, The neurologist is inter- 
ested in the aftermath of infectious diseases 
and in the organic brain disorder. The 
psychologist is concerned with learning, 
language, intelligence and vocational re- 
habilitation and has many points of contact 
in the field. 

If it is agreed the psychiatrist also hasan 
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important contribution to make, then ways 
must be found to arouse and sustain his 


terest. Perhaps it would help if all medical - 


students while studying growth and de- 
elopment would receive at least one ses- 
sion on mental retardation. In the neurology 
clinic an effort might be made to include 
“illustrative cases. The same could be ef- 
fective in the pediatric clinic. Research in 
~ the field under the medical school auspices 
‘would help make study of the retarded 
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prestigeful. In my opinion all psyc 
residents should have some trainin: 
mental retardation and every child ps} 
atrist should have a more intensive le 
experience. 5 
Premium pay for professionals is a 

tic necessity to attract and hold the 
flight people the field must have for grow 
and good performance. 

Water E. Barton, M, 


COMMENTS 


The congregation of several thousand psy- 
chiatrists from 63 countries represents a 
formidable spectacle with diverse potential- 
‘ties, The recent World Congress of Psychi- 
_ atry held at Montreal, June 4-10, seems to 
have avoided most of the pitfalls inherent 
in such an undertaking and to have achieved 
a success that exceeded the most sanguine 
expectations of its sponsors, or so the un- 
‘solicited comments of many participants 
“would seem to show. The work of scientific 
nd administrative staffs combined with the 
diligent efforts of the lady- volunteers 
yielded a meeting of great professional in- 
erest and social satisfaction. 
The city provided an enviable environ- 
ment with its bicultural flavour, and the 
concentration of the sessions on one floor of 
the city’s largest hotel made for convenience 
d congeniality. The presence of outstand- 
ing international figures lent an undeniable 
” lustre to the week’s meetings. The choice of 
diverse themes for discussion seems to have 
struck a resonant note in the participants’ 


the 4 official languages took place in 3 large 
halls. This meant that all 12 plenary ses- 
sions accounting for some 43 papers and 16 
panel discussions with 80 speakers were 
available to listeners despite language limi- 
tations. Though costly, this resolution of the 
barrier to communication should achieve a 
still greater use at future meetings. 

The high quality of the papers presented 
~ was probably equalled in value by the op- 
portunities of all to meet distinguished psy- 
- chiatrists from other lands, to make new 
friends, and to learn of their problems. This 
"represented a true dissolution of frontiers 
and humanity's troubles could be seen as 
knowing no national or geographic bound- 
- aries, All continents were represented and 
- though psychiatric conditions vary some- 
what with the milieu, they all concern the 
common denominator, man. The final emer- 
” gence at the end of the Congress of a new 
364 
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THIRD WORLD CONGRESS OF PSYCHIATRY 


World Psychiatric Association, which was 
set up as a consequence of deliberations at 
this Congress, was a fitting climax to a 
meeting which aimed at the integration of 
efforts of psychiatrists of the nations repre- 
sented. 

The Congress, sponsored by the Canadian 
Psychiatric Association, Dr. Jean Saucier, 
President, and McGill University, Dr. D. E. 
Cameron, Chairman of the Organizing 
Committee, enjoyed the patronage of His 
Excellency Major-General Georges P. Vani- 
er, D.S.O., M.C., C.D., Governor-General 
of Canada. Opening ceremonies took place 
Monday morning, June 5, following which 
the scientific sessions were inaugurated by 
Dr. Jean Piaget of Geneva who spoke, in 
his academic lecture, on child development. _ 
It seems fitting that this great psychologist, 
who has made such fundamental contribu- 
tions to our understanding of the beginnings 
of mental life, should initiate the meeting 
whose considerations spanned all ages. 
Monday afternoon was devoted to 3 major 
plenary papers enunciating three leading 
themes to be considered again and again in 
the succeeding days from various points of 
view. First, Dr. H. C. Rümke of Holland 
discussed phenomenology in the sense of 
descriptive psychiatry and from his broad 
experience drew an outline which set the 
background of psychiatry’s solid basis. This 
was followed by the kaleidoscopic enumera- 
tion of experimental approaches in former 
and current use by Dr. Jules Masserman of 
Chicago. Finally, theories in psychiatry 
were reviewed in scholarly fashion by Dr. 
Henri Ey of Paris. 

Other major events of the Congress took 
place on Wednesday, June 7. In the early 
afternoon the academic lecture on interna’ 
inhibition was delivered by Dr. H. W. Ma- 
goun. This represented an account of bril- 
liant explorations of the central nervous 
system by the highly skilled techniques of 
neurophysiology on which a firmer psychi- 
atry may yet be built. Following this there 
were convocation ceremonies at McGill 
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niversity where honorary degrees were 
conferred on Dr. W. S. MacLay of England, 
. Henri Ey of France, and Dr. C. B. 
| Farrar of Canada. A similar ceremony was 
"held shortly after this at the University of 
~ Montreal with Dr. Jean Delay of France, 
Dr. Ugo Cerletti of Italy, and Dr. C. La- 
 gache of France being the recipients. The 
~ same evening saw 3,000 people assembled 
in the McGill University gymnasium to hear 
scientific creativity discussed by three Nobel 
laureates who were introduced by Dean 
D. L. Thompson with his particular mixture 
of incomparable wit and scholarship. As a 
first speaker, Dr. A. Szent-Gyorgyi quickly 
made his way into the hearts of the audi- 
> ence by getting down to the task of dealing 
with the rather torrid temperature by re- 
moving his coat and rolling up his sleeves. 
His vigour, enthusiasm, and honesty were 
transparent to all who followed his descrip- 
C tion of scientific work, and in particular his 
own, with absorbed interest. He empha- 
sized that a scientist, like a creative artist, 
finds satisfaction in building something new. 
He pointed out that in scientific creativity, 
posing the problem was already half the 
work, Lord Adrian, by contrast, was a re- 
strained, aesthetic figure who stressed the 
value of newly-developed techniques and 
instruments as contributing heavily to the 
advancement of science. He pointed out 
that research is based on what appear to 
be reasonable theories and he contrasted 
the difficulties in biological research to those 
in the physical sciences since in the former 
there was always interaction with the en- 
vironment. This was particularly true in 
medical research. He warned against forc- 
_ ing young scientists into too rigid a mould 
ES and inculcating excessive respect for their 
: Scientific elders. The third speaker, Dr. 
Linus Pauling, apparently had a carefully 
Prepared script which he shortly abandoned 
to make excursions into chemistry which 
demonstrated his vivid qualities as a teach- 
er. He referred to his own exciting studies 
f of the haemoglobin molecule in sickle-cell 
B anaemia, He emphasized the working of the 
= Unconscious mind in the utilization of clues. 
l 


He felt that each scientist working creative- 
ly did so in his own unique way. He also 
TA “emphasized that excessive involvement in 
non-scientific activities such as his own ef- 


forts related to world peace constituted a 
distraction interfering with research ac- 
tivity. These 3 different distinguished per- 
sonalities managed to imbue the audience 
with some of their own feelings for scientific 
creativity so that all those who attended 
left invigorated and inspired. 

Another event of academic significance 
took place at the banquet Thursday night 
with the awarding of honorary membership 
in the Canadian Psychiatric Association to 
three internationally recognized psychia- 
trists, namely Dr. William Sargant (Eng- 
land), Dr. Lopez-Ibor (Spain) and Dr. 
Robert Felix (U. S. A.). 

‘After the opening day, and excepting 
Wednesday and Saturday, plenary sessions 
were held both morning and afternoon with 
4 to 6 eminent speakers each. The titles of 
these sessions and the participants were : 

Mental Hospitals: Maclay (England), 
Fossum (Norway), Napolitani (Switzer- 
land), Kubie (U. S. A.) ; 

Neurophysiology : Selye (Canada), Him- 
wich (U. S. A.), Sawyer (U. S. A.), Reiss 
(U. S. A.), Penfield (Canada) ; 

Child and Family Psychiatry: Leon- 
hard (Germany), Scott (Canada), Seguin 
(Peru), Cameron (England) ; 

Psychotherapy : Megrabian (U.S.S.R.), 
Hoff (Austria), Schultz/Luthe (Germany/ 
Canada), Cameron (Canada), van der 
Waals (U. S. A.) ; 

Physical Therapies: Kalinowsky 
(U. S. A.), Hirose (Japan), Freeman 
(U. S. A.), Caffey (U. S. A.), Jus (Po- 
land) ; 

Social Psychiatry : Macmillan (England), 
Funkenstein (U. S. A.), Redlich (U. S. A.), 
Bustamante (Cuba), Boss (Switzerland) ; 

Concepts and Methods : Weinroth/Linn 
(U. S. A.), Stengel (England), Kallmann 
(U: S. `A), Mirsky (U. S. A.), Lagache 
(France) ; 

Psychopathology : McGrath (Ireland), 
Grinker (U. S. A.), Lopez-Ibor (Spain), 
Lidz (U. S. A-), Snezhnevsky (U.S.S.R.). 

A definitive account of the rest of the ` 
programme which filled the remaining 5 
days could not be achieved by anything less 
than a monograph. An indication of the 
variety of topics and number of sessions 
might convey better than any other way 
the nature of the programme to which Con- 
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_ gress members were exposed, or subjected. 
There were 49 panel discussions, 16 of 
-which were given in halls with simultaneous 
translation. Seven subsections were devoted 
to psychopharmacology in order to accom- 
‘modate the great interest in this field. Three 
extra subsections for forensic psychiatric 
nd autogenic training and one for experi- 
‘mental psychopathology were also neces- 
sary. 

Panel discussions were as follows: Ad- 
iction; Alcoholism; Association for the 
Advancement of Psychotherapy; Atypical 
ndogenous Psychoses; Autogenic Train- 
g ; Child Psychiatry ; Community Mental 
ealth ; Corticovisceral Mechanisms ; EEG 
hanges in Human Psychopharmacology ; 
liminating Mental Hospitals ; Existential 
sychiatry ; Experimental Psychopatholo- 
gy; Family Psychiatry ; Forensic Psychia- 
try; Geriatrics; Group Psychotherapy ; 
juvenile Delinquency ; Medical Psycholo- 
gy; Mental Retardation ; Perceptual Isola- 
tion; Planning National Psychiatric Pro- 
grammes ; Pseudoneurotic Schizophrenia ; 
sychiatric Nursing ; Psychiatric Occupa- 
onal Therapy; Psychoanalysis; Psycho- 
endocrinology; Psychopathological Art ; 
Psychopharmacology ; Psychosomatics ; Psy- 
cchotherapy of Psychoses; Religion and 
‘Psychiatry; Sleep and Dreams; Social 
Therapy and After Care; Spanish-speak- 
ing Psychiatry ; Therapeutic Community ; 
Training in Psychiatry ; and Transcultural 
Studies, 

It would be invidious to make a distinc- 
tion between these panels on the basis of 
their quality, but from the standpoint of 
popular interest, it was apparent that those 
concerning the developing individual, the 
_ family, and the community attracted over- 
flow audiences, As might be anticipated, 
_ the panel on psychopharmacology chaired 
by Dr. Jean Delay was extremely popular. 
The approach was novel and effective in 
that 6 subsections convened in the afternoon 
to discuss the individual contributions of 
the morning. As if this were not enough, 
it was necessary to set up 3 other sessions 
in the general programme to take care of 
still more papers representing only a frac- 
_ tion of those submitted on the topic of psy- 
- chopharmacology. The subject of perceptual 
“isolation, while exciting much interest and 
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being impressively presented, was said by 
one participant to have pretty well run its 
course for the time being, and would have 
to wait the passage of considerable time 
before it took a new lease on life. The panel 
under Dr. Robert Felix on planning na- 
tional psychiatric programmes had an ex- 
tremely important topical appeal and stimu- 
lated thinking in this area where many 
newly-developed countries have problems 
which, by many Western standards, are 
unsophisticated but dificult. By the same 
token, the panel on transcultural studies 
struck a responsive note as evidenced by 
the attendance and interest, a testimony to 
its chairman, Dr. Alexander Leighton and 
his associates. The panel under Dr. P. J. van 
der Leeuw of Holland on the place of psy- 
choanalysis in training, teaching, and re- 
search described the various aspects of this 
important approach with much cogency. 
Kubie dealt with the testing of some of the 
assumptions of psychoanalysis with incisive 
clarity. Consideration of the contributions 
of psychology to psychiatry proved to be a 
most popular and stimulating panel under 
the leadership of Dr. Joseph Zubin. This 
covered a wide range of work from the 
development of conditioned emotional re- 
sponses through brain mechanisms in be- 
havior to ulcer formation, depression in 
post-traumatic amnesia and Piaget’s consid- 
eration of the application of his findings on 
conceptual development to psychopatho- 
logical situations. Finally, the session on 
sleep and dreams under the eminent leader- 
ship of Dr. Nathaniel Kleitman was particu- 
larly fascinating and indicated that a great 
deal may be expected to develop further in 
this rejuvenated field. 

The general programme concerned 36 
general headings and was divided into 64 
sessions at which a total of 315 papers were 
given. Some of the most important commu- 
nications given at the Congress were rea 
in one or other of these sessions listed here- 
with. 

General Programme : Aftercare ; Alcohol 
& Drug Dependency ; Biochemistry ; Chil- 
dren ; Communication ; Community Mental 
Health ; Concepts & Methods ; Depression ; 
EEG ; Family Psychiatry ; Forensic ; Gen- 
eral Hospitals ; Genetics ; Geriatrics ; Group 
Psychotherapy ; Hypnosis ; Juvenile Delin- 
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quency ; Neuropsychiatry; Organic Psy- 
choses ; Personality Development ; Physical 
Therapies ; Psychiatric Hospitals ; Psychoa- 
nalysis; Psychoendocrinology ; Psychopa- 
thology ; Psychopharmacology ; Psychophys- 
jology; Psychosomatics ; Psychotherapy ; 
Schizophrenia ; Social Psychiatry ; Social 
Stress; Students; Suicide and Death; 
Teaching ; and Transcultural. 

The great variety of topics dealt with 
pointed up the many basic differences in 
approach. This was most evident in the 
Tuesday morning session on concepts and 
methods in which Weisman and Figlioli 
delivered papers on aspects of existential 
psychiatry to which Nelson contributed a 
vigorous critique. Bassin of the U.S.S.R. 
spoke of the incompatibility of Pavlovian 
psychiatry with psychoanalysis and was fol- 
lowed immediately by Bridger of the 
U. S. A. who emphasized the similarities 
between the two systems. One commentator 
has suggested that this would be a -very 
fruitful area for future collaboration with 
the Russians if it were approached from the 
point of view of our attempts to make 
Pavlovian theory more meaningful for us 
rather than from the point of view of trying 
to sell Freudian theory to the Russians un- 
der the guise of there being no difference. 
Other papers such as this utilizing a psycho- 
analytic frame of reference were read in 
various sections according to their appro- 
priateness to the theme, with one session 
devoted to papers of more specialized in- 
terest to analysts. 

The place of the general hospitals in psy- 
chiatric care received vigorous discussion 
and an enthusiastic reception. Consideration 
of the place of teaching indicated that much 
thought and reappraisal is going on in this 
area. An important contribution by Margo- 
lin taised several critical issues regarding 
the inadequacy of present training for the 
job to be done and the possibility of turn- 
ing out future graduates in medicine more 
specifically trained for the roles they have 
to fill. Concern for the student was further 
emphasized by 6 reports on studies of medi- 
cal students which was summarized in 
superb fashion by the chairman, Dr. Martin 
Roth. Papers by Russian psychiatrists em- 
Seen social and biological factors in 
letermining and curing clinical syndromes. 


Organization of community services, 
concern with the psychoses, parti 
schizophrenia, seemed to be their 
areas of interest. 

Many of the papers at the Congress | 
cerned a topic of cardinal importance t 
psychiatry—namely, communication, thoug 
they were not necessarily subsumed und 
that heading. An important study on condi- 
tioned avoidance in monkeys was reporte 
by Dr. I. A. Mirsky in which a closed tel 
vision circuit was used to isolate the anima 
from each other so that only the facial 
pression of the one perceiving the con 
tioned stimulus could communicate concern 
to the other with the response bar. Desi 
with scientific rigour, this study breaks 
ground in both the recognition and und 
standing of the communication of affect 
which people engage in daily, at conscio 
and unconscious levels. An experimental i 
vestigation of the importance of the heart- 
beat rhythm of the mother to the infant w: 
reported by Dr. Lee Salk, He showed in h 
perceptively conceived and elegantly exe- 
‘cuted work that the exposure of newborn 
infants to a normal heartbeat sound at 
paired beats per minute resulted in faster 
weight-gain and decreased crying. The 
tranquilizing effect of the normal heartbeat 
rhythm was also demonstrable in older 
children hastening the onset of sleep. 

Various phases of biological developme 
received critical attention. The importan 
of newer concepts in genetics was €x- 
pounded by Dr. Franz Kallmann at a p 

session and interesting papers on 
orders in identical twins by Drs. Kolb and 
Pilot were given. An original contribution 
was also made by Dr. M. Straker who di 
scribed the psychiatric evaluation of 
Caesarian-born adults who showed differ 
ences in reaction to stress in that they had 


other groups with whom they were com: 
pared. He pointed to a re-emphasis on bi 

as a meaningful experience. i 
chemical studies were reported at 3 gene 
programme sessions and deserve much full 
description and consideration than is p 
sible here. A series of studies of gı 
fundamental importance in the area 0: emmi 
docrinology were described by Dr, W. CG. 
Young whose observations of the alterati 

$ . 


_ of sexual development and subsequent be- 
_ havior in the female offspring of young 
rodents exposed to intra-uterine androgens 
have far-reaching implications. These pre- 
sumably tie in with the type of refined 
study of electrical activity in the rhinen- 
cephalon in relation to hormonal activation 
“being made by Dr. C. H. Sawyer. and his 
oup as reported at one of the plenary 
ssions, It would seem that neurological 
and endocrinological studies are meeting in 


nical and experimental psychiatry were 
shown, most of them more than once. They 
attracted greater interest than anticipated 


ACCOMMODATION 


All our lives long we are engaged in the process of accommodating ourselves to our 
_ surroundings ; living is nothing else than this process of accommodation. When we fail 
= a little we are stupid. When we flagrantly fail we are mad. A life will be successful or 
not, according as the power of accommodation is equal to or unequal to the strain of 


by the number of seats provided. 


CONCLUSION 


In closing this attempt to review the 
Third World Congress of Psychiatry, it 
should be remarked that it has not been 
possible to achieve the impossible. No one 
could encompass this meeting in its en- 
tirety. Too much took place, too many 
papers ran concurrently for anyone to ex- 
perience it all. Like the fable of the ele- 
phant and the blind men, it was felt in 
different ways. Only by implication could 
one infer that what one touched was part 
of a considerable colossus which, like the 
elephant, was packed with wisdom and like 
that beast would go trumpeting on over in- 
credible obstacles but responsive to the will 


of its trainer. 
Robert A. Cleghorn, M.D. 


~ fusing and adjusting internal and external chances. 


—SAMUEL BUTLER 
(The Way of All Flesh) 


IDEA AND REALITY 


I know not anything more pleasant or more instructive, than to compare experience 
with expectation, or to register from time to time the difference between idea and reality. 
It is by this kind of observation that we grow daily less liable to disappointment. 


—Dnr. JOHNSON 


CORRESPONDENCE 


ACTION FOR MENTAL HEALTH 


itor, THE AMERICAN JOURNAL OF PsycHI- 


RY : 
Sm : The final report from the Joint Com- 
mission on Mental Illness and Health as the 
ublication Action for Mental Health is a 
nonumental, encyclopedic document pre- 
pared under the auspices of a dedicated, 
“vitally concerned group of people—“a blue- 
tibbon team of experts.”? As a source of 
uthority and reference it may stand the 
of time but much is already outdated 
may never be accepted as sound advice. 
acceptance by 42 of the 45 members of 
the Commission is not conclusive of infal- 

libility. 

f One recommendation is for everybody to 

into the act by doing something about 
ntal health ; to develop counselors out of 
persons who might be interested after 
" short courses of informal training or instruc- 
tion, Sound professional and lay judgment 
" should dictate caution in the acceptance of 
_ Persons to serve in such capacity. Far too 
"Many pseudo-experts are basically abortive 
Physicians who are more than willing to 
nper with the health of other people and 
‘Play God in the manipulation of their minds 
"and emotions. In the absence of a definition 
go what constitutes positive mental health, 
the hazards from the use of such partici- 
Pants are considerable. 

_, 10 receive the endorsement of the psy- 
‘chiatric profession, the report should guar- 
Antee the basic tenets of medical service : 
a the sick but do nothing to harm them, 
And to cure if possible. The Commission 
Tecognizes the complexity of the problem by 
Teterence to “biological, psychological and 
o ological forces” acting on behavior com- 
ee ee “a given potential for mental 

h or illness.” Comparison with the 

; ication of certain communicable arid 

utritional diseases is thus misleading. No 

Possibility currently exists for mankind to 


me 
seee yid J. Vail, Mental Health Newsletter, 
E Mineon May 1961. 

-numi i 
r Mental Health, quotations taken from Action 


stay the tide of material “progress” (?) and | 
come abreast of good societal mental health. — 
Shortage of qualified personnel is not a — 
justification for lay persons to join the “ther- T 
apeutic team.” Already too many leaders in © 
various: walks of life such as “chiropractic ~ 
psychiatrists,” “hypnotherapists,” and “coun- ‘ot 
selors” with little or no preparation plus” 
the hypomanic or sociopathic individuals ~ 
push to the fore as community “do-gooders.” — 
Several years ago California discovered — 
“convenors” : persons who attended a 2-day — 
conference on mental health. Counselors ie 
and convenors are potential public menaces 
unless closely restrained by competent su- 
pervision. Even social organizations have 4 
acted misguidedly in a manner ill advised 
for want of ethical restraints, publicizing 
presumed knowledge in a manner familiar 
in merchandising products. The use of 
clichés and convenient statistics as alleged 
facts found in publications of apparent 
authenticity should be discouraged. Coun- 
selors are apt to venture where physicians 
fear to tread. i 
‘Another recommendation of the report is 1 
to convert large mental hospitals into re- = 
habilitation centers for chronic diseases, in- 
cluding mental illness. Against this, Miss 
Loula Dunn, a member of the Commission, 
makes a cogent argument and quite rightly 
states, “nothing can be gained by perpetuat- — 
ing the concept of the independent chronic — 
disease hospital.” Mike Gorman, probably 
less familiar with the nature of the problem, | 
supports the proposal. In view of the con- | i 
vincing showing that mentally ill patients 
have a repellant effect on the public, there 
is no reason to expect greater acceptance in 
the midst of physical semi-invalids and in- 
valids. Social convictions do not alter ma- 
terially with the loss of an appendage or — 
the acquisition of a chronic physical a 
ment. The result may be the establishment 
of a new substandard class of human beings 
in a setting that does not promise s 


3 Speech of April 27, 1961, Sacramento, Calif. 
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direction of such institutions by lay ad- 
“ministrators reopens the issue on the merits 
‘of lay administrators vs, medical directors 
providing medical facilities for a captive 
entele. 

Despite the promise of “rashness” in 
inging a new day to the treatment of the 
"mentally ill, the recommendation for 1000- 
d mental hospitals is ultraconservative. It 
mies meaning to a recognized need for 
edical superintendents in the operation of 
blic mental hospitals, The 1000-bed hos- 
pital, with an expected annual admission 
e of approximately 500, is beyond the 
pacity of any physician to know and serve 
he needs of the individual patients, When 
. Harry Solomon in 1958 spoke of the 
obsolescence and antitherapeutic character- 
s of mammoth state hospitals, he sug- 
sted that these institutions be dismem- 
bered into smaller, independent, complete 
ychiatric units. The proposal was received 
ith mixed feelings by commissioners and 
perintendents responsible for the opera- 
and continuance of such institutions. 
arently, they could not envision the 


surgical and medical needs, food service, 
“general maintenance, etc., remaining more 
or less unchanged to serve the entire com- 
und, His aim was to end construction of 
ospitals of excessive capacity. 


(Report No. 46) quoted with approval the 
re commendation of Dr. Thomas Kirkbride, 
who wrote about 80 years ago that mental 
hospitals should be limited to 250 beds 
~ “with 500 as the undesirable top limit.” The 
_ Surgeon Generals Report, Planning for 
Mental Health Facilities issued December, 
1960 recommends 600 beds as the maximum 
capacity. Along comes Dr. Francis J. 
O’Neill,* during the 1961 annual meeting of 
the APA, to belabor the issue by arguing 
the merits of large institutions vs. smaller 

ones ; he doubts “patients receive any better 
treatment or have any better chance of re- 
covery in a small hospital because of its 
ize alone”; then he goes on to say “that 
_ there are advantages in the small hospital.” 


= 4 Mental Hygiene News, NYS Dept. Mental Hy- 
giene, May 1961. y 


ince this memorable declaration, GAP 


This is quite a concession! He also injects 
the economic factor which has been pretty 
well exploded. 

From personal experience with a hospital 
that expanded in the past 16 years from an 
average census of 336 to about 580, I know 
it need not be more expensive to operate a 
small hospital above a minimum of 250 to 
300 beds. Operating costs per diem per 
capita for the Nevada State Hospital during 
the past decade have been only slightly in 
excess of the national average. Expansion 
has reduced the superintendent’s participa- 
tion in clinical and personalized services to 
patients and concerned relatives. 

Too much lip-service has been given to 
clichés like “milieu therapy,” “homelike at- 
mosphere,” “personalized attention,” etc., to 
now approve 1000-bed hospitals. Such of- 
ferings are simply not realistic for large in- 
stitutions where administration depends 
upon mass decision rather than considera- 
tion of individual patients. The recommen- 
dation is a disappointment to those who 
recognize the merits inherent in well di- 
rected small hospitals. Furthermore, in many 
areas of the country, large institutions would 
preclude their location in proximity to the 
communities served. The report may justify 
the continuing expansion of the hospital in 
Nevada, clearly against the interests of half 
of the state’s population living at a distance 
of 450 miles from it. 

The proposals for state programming are 
vague and misleading. Clinics for the men- 
tally ill are referred to as “the fulcrum of 
effort to remove the barriers isolating men- 
tal hospitals from the community.” In one 
instance they are not only to render clinical 
services but take leadership in providing 
community mental health education. Else- 
where advice is given to have mental health 
education “left for the health departments 
and mental health associations.” In another 
instance the report invites hospitals to make 
closer contact with communities by actively 
participating in local programs. There ap- 
pears to be a confused overlapping in as- 
signment of the various phases of a total 
program. A clearly delineated plan of or- 
ganization for state programs is still needed. 

On the subject of research the implica- 
tions are that it be encouraged and sup- 
ported in every nook and cranny “out of a 
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do something.” This is not sufficient 
tion for a generous use of public 
Support of research centers requires 
gument but the report's proposals 
to ask for search parties “to find a 
in a haystack.” Americans may be 
n-minded” and “action-oriented” but 
3 poor reason for loose spending of 

funds, especially while “scientists 
(the) task with an incredibly small 
nd of knowledge,” and mental health 
s depend upon “an article of scien- 
f rather than an applicable scientific 


attitude towards physical therapies 
‘deprecatory. No direct acknowledge- 
‘is given the role played by pharma- 
and shock treatment in reversing the 
the number of hospitalized patients. 
of the anomalies of our professional 
ing has been to overstress the influence 
hotherapy that is given before, dur- 
md after the physical therapies. This 
t deny the merits of psychotherapy 
junctive value. Persons emerging 


THE AMERICAN JOURNAL OF PsyCHI- 


I doubt that the readers of this 
need to have their attention directed 
fact that the “fundamental error” 
to by Dr. Nathaniel S. Lehrman 
‘correspondence on page 1045, May 
resides not in psychoanalytic method- 
but in his misunderstanding of the 
ology and its theoretical foundation. 
less, it would be remiss if these 
did not contain a correction of these 
tions, even if it is only for the 


Lehrman writes “ ‘Say what comes to 
‘is the admonition to the patient. The 
response which then spontaneously 
is a fundamental part of the ‘ma- 
upon which the treatment is based. 
ctice, this initial response tends to be 
as the truest and most accurate ex- 
n of the patient’s most profound feel- 
> Of his ‘Unconscious. ” Lest there be 
m 


PSYCHOANALYTIC METHODOLOGY : A REPLY TO 
DR. LEHRMAN 


from mental illness are not necessa 
naked babes in the woods requiring 
wisdom and guiding hand of a so-calle 
mental health specialist for reorientation | 
community living. The learning experience 
of hospitalization should include some 


(often third rate boarding houses) and 
“clubs” for expatients are necessarily help- 
ful on the road back into society. ` 
The implied and expressed medical view- 
points in the report seem biased in favor of | 
popular rather than practical judgments. 
The Commission recognized its opportunity 
for “a chance of a lifetime” but lost it by not 
distinguishing between “faith” and “truth.” 
A more fruitful document might have re- 
sulted from fewer debatable recommenda 
tions, fewer personal preferences, and more 
carefully considered objectives. 
Sidney J. Tillim, M.D., 
Superintendent, 
Nevada State Hospital, 
Reno, Nev. 


any doubt about Dr. Lehrman’s intentions, 

he later reiterates this by stating that “psy- 
choanalysis . . . seems at times to accept 
this response as valid, accurate and undis- 
torted.” 

The reason I feel my reply is primarily 
for the record, is that amongst the basic — 
cornerstones of psychoanalytic theory is the @ 
widely known premise that dreams have a 
latent as well as a manifest content. Similar- 
ly, who amongst us is not aware that under- 
lying the “initial response” to a parapraxis in 
the form of claiming forgetfulness, are prob- 
ably unconscious wishes. Certainly such 
fundamental psychoanalytic concepts do 
not sound like “the incorrect acceptance 
the initial response as essentially valid.” 

Psychoanalytic technique recommends 
that we listen to our patients with an evenly 
hovering attention. In contrast to in 
concentration, this enables us to obse 
more than the verbalized “initial response. 
The implications, allusions, gaps, thematic 
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sequences, tone of voice, posture, and a host 
of other nonverbal communications along 
- with the analyst’s own associations deserve 
our attention if we hope to begin to ap- 
‘prehend the unconscious. 
_ While reading the first part of Dr. Lehr- 
man’s letter I wondered if he was not con- 
fusing Breuer and Freud’s original cathartic 
method or Jung’s diagnostic word associa- 
ion test with psychoanalytic methodology. 
This hope was shattered when I read of his 
wondering if this alleged error is not partly 
esponsible for both the unforunate disrup- 
tion in the families of some analysands and 
‘the discouraging pessimism so pervasive 
today about the possibility of harmonious 
human relations. He does not explicitly 
rule out the possibility of other explanations 
for these phenomena. It might be well at 
this time to note one of many other possible 
explanations for each. 

The aim of psychoanalytic therapy is al- 
teration in the structure of the patient’s 
personality so that he might achieve what 


Editor, THE AMERICAN JOURNAL or Psycu- 
ATRY : 

Sim : The syntheses required for scientific 
progress can be achieved only by the “con- 
_ troversial” confrontation of differing ideas. 
Although Dr. Harrison’s specific criticisms 
_ seem to bear only tangential relevance to 
the point of my letter, he does however, 
_ raise certain issues warranting further ex- 
mination. f 
My letter sought to point out that the 
endency in psychoanalysis to accept the 
initial feeling response to or about other 
people as quantitatively accurate was er- 
roneous because it failed to reckon with 
the exaggeration of the painful and the 
hostile inherent in any initial response. The 
overestimation of interpersonal hostility re- 
sulting from this error seems at least partly 
to underlie the psychoanalytic belief that 
man and society, son and father, can never 
get along amicably without basic sacrifice 
on the part of one or the other. This rather 
cheerless attitude toward social and intra- 
familial differences seems to foster the social 
hopelessness and family disruption also 
mentioned in my letter. 3 


REPLY TO THE FOREGOING 


his endowment would have permitted had 
he not been thwarted by his emotional ill- 
ness. It is not difficult to conceive of success 
in such a therapeutic venture resulting in 
disruption of family stability provided that 
stability was dependent in part on the pa- 
tient’s neurosis. The limited scope of this 
communication prevents further discussion 
of this vital point. 

Is it not possible that the pessimism re- 
garding interpersonal relations that Dr. 
Lehrman refers to is a result of an historical 
comparison of society’s startling technolog- 
ical advances with the relative lack of 
progress in human relations over the past 
thousands of years? Admittedly psycho- 
analytic methodology resembles the meth- 
odology of the historian, but elaboration of 
this also would be beyond the scope of a 
reply to Dr, Lehrman. 


Saul I. Harrison, M.D., 
University of Michigan Medical Center, 
Ann Arbor, Mich. 


While Dr. Harrison is correct in pointing 
out that psychoanalysts do not always take 
the initial response as quantitatively valid, 
my letter merely indicated that they do so 
with sufficient frequency to have evoked 
the pessimistic social attitudes that have 
been mentioned, and to view these attitudes 
as thereby proven. 

His sixth paragraph criticism seems to 
overlook the principle of multiple determin- 
ation so important both in psychoanalysis 
and in thinking in general. The fact that 
social causes contribute to contemporary 
hopelessness in no way denies that psycho- 
analytic methodology may do so too. Deny- 
ing the role of psychoanalysis in helping to 
shape contemporary American social at- 
titudes seems neither accurate nor Te- 
sponsible, particularly when we note the 
widespread acceptance of the dehumanized, 
unconsciously cynical: psychoanalytic view 
that noble human motivations are “really 
sexual or aggressive in basic origin; this 
philosophy tends to denigrate ideals and to 
see a Moses and a Jesus, a Luther and a 
Lincoln, a Shakespeare and an Einstein as 
“basically” sublimated beasts. 
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His seventh paragraph seems almost in- 
advertently to confirm my letter by demon- 
strating how psychoanalysis can sometimes 
affect families in a disruptive way. It im- 
plies rather clearly that the analyst sees his 
sole responsibility, rather than his prime 
one, as toward his patient alone. In so see- 
ing his task, the analyst tends to subordinate 
or exclude the patient’s spouse in his con- 
sideration of the problem, thus setting the 
therapeutic relationship up in such a way 
that it becomes significantly easier to scape- 
goat the absent marital partner. On the 
basis of information about the marital rela- 
tionship obtained primarily or exclusively 
through one pair of biased eyes, the analyst 
then decides, as Dr. Harrison points out, 
when a marriage is too neurotically-based 
to warrant continuation, I am sure that Dr. 
Harrison has had the same experience as I 
in discovering how unreliable any interper- 
sonal conclusions based on one biased first- 
hand observer can sometimes be; Freud 
himself discovered this fact when he found 
his patients’ infantile memories were false. 
Dr. Harrisons last paragraph suggests 
still another important psychoanalytic er- 
Tor : the mistaken tendency some analysts 
still have to see themselves as merely ob- 
servers of patients rather than as active 
participants in a treatment process. But such 
a denial of participation does not seem com- 
pletely consonant with the historic respon- 
sibility of the physician. The presence of 
such attitudes within the medical profes- 
sion alone is unfortunate enough. When, 
however, they ,become important in mass 
communication industries—along highly an- 


The end of society is peace and mutual protection, 
the fullest and highest life attainable by man. The ru etsy 
is to be attained are discoverable—like the other so-called laws of nature—by observation — 


and experiment, and only in that way. 
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alyzed Madison Avenue, for example, th 
clarity of thinking and sense of personal 
sponsibility our country and our world ni 
so desperately today are hardly stren 
ened. 
The exaggeration of interpersonal ho: 
tility implicit in psychoanalytic methode 
ogy 1 would then seem to have led to se’ 
unfortunate consequences, some of w! 
Dr. Harrison’s letter seems to suggest 
even confirm. One of the most important 
appears to be its denial that the relationship _ 
between subordinate and authority—son and 
father, man and society—can ever be trul $ 
mutual. This anarchistic, hopeless attitu 
toward the very existence of social structuri 
stands in sharp contrast with the optimis 
biblical attitude that authority can be loved 
and respected, with the responsible demo- 
cratic belief that social authority can be 
made better, and with the courageous scien 
tific concept that human search can so: 
human problems. Since a major reason 
the popular acceptance of the anarchism 
this philosophy has been the medical ai 
scientific prestige it carries, it would seem 
to behoove us, as doctors and as scientists, 
to begin to understand it and correct it, 
starting within our own field. Even if ow 
only motivation were our recognition of d 
therapeutic danger of hopelessness, this — 
would still seem to be our responsibility 
physicians, because of the vital role hopi 
plays in healing. * 
Nathaniel S. Lehrman, M. ; 
Great Neck, N. ? 


i This point is discussed in some detail in : 
eases of the Nervous System, 22 : 201, April 
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so that the individual may reach 
Jes of conduct by which this end. 


—Tuomas HUXLEY 


ist PERUVIAN ConcrEss ON NEUROPSY- 
ry.—The published proceedings (508 
pages) bears date March, 1960 and has just 
sen received (July, 1961). 

The Congress was organized by the 
leuropsychiatric and Medico-Legal Society 
of Peru in commemoration of the 20th an- 
iversary of the foundation of the Society. 
The Congress was held in Noy. 1958 at 
ma. The fields, both of psychiatry and 
urology, were widely covered and besides 
e Peruvian contributors there were parti- 
pants from Argentina, Chile, Bolivia, Uru- 
guay, Ecuador and Brazil. 

One especially interesting contribution 
by Dr. J. O. Trelles reviewed the neuro- 
‘logical teaching of Jean-Martin Charcot, 
John Hughlings Jackson, Constantin von 
“Monakow and Kurt Goldstein, The report 
includes portraits of these 4 masters, 


‘eRCIVAL Barry Lecrure.—Dr. Benjamin 
‘asamanick, Professor of Psychiatry at the 
Ohio State University and Director of Re- 
search at the Columbus Psychiatric Institute 
d Hospital has been named the Percival 
ailey Lecturer for 1961. He will speak on 

me Misconceptions Concerning Racial 
Differences in the Prevalence of Mental 
Disease” at the Illinois State Psychiatric In- 
te in November of 1961. 


ex.—The fourth annual meeting of the 
ciety will be held at 9:30 a.m., Nov. 4, 
61, in the Barbizon Plaza Hotel, 106 Cen- 
‘al Park South, New York City. 
The topic for the morning session: “Sex 
and Aging.” Discussants: Dr. Harry Ben- 
in, Dr, Lissy F. Jarvik, Dr. Joseph T. 
eeman, Mrs. Donald Armstrong. Chair- 
man: Dr. Hugo G. Beigel. ` 
” The topic for the afternoon session : “Sex 
factors in Schizophrenia.” Discussants : Dr. 
Bernard C. Glueck, Jr., Dr. Jules D. Holz- 
erg, Dr. Lothar B. Kalinowsky, Dr. Sandor 
ado, Chairman : Dr. Franz J. Kallman. 
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NEWS AND NOTES 


Socerry ror THE SCIENTIFIC STUDY, 


AMERICAN PSYCHOSOMATIC Sociery.—The 
19th annual meeting of the Society will be 
held at the Sheraton Hotel in Rochester, 
New York, on Friday, Saturday, and Sun- 
day, Mar. 30, 31 and Apr. 1, 1962. 

The Program Committee will welcome 
abstracts of original work to be presented 
at the meeting either by members or non- 
members of the society. Abstracts should be 
not more than 2 typewritten pages, and 
should be submitted in 11 copies. Deadline 
for submission is Dec. 1, 1961. 

Abstracts should be addressed to Stewart 
Wolf, M.D., Chairman, Program Commit- 
tee, 265 Nassau Rd., Roosevelt, N. Y. 


Trame 1N Cup Psycutatry.—The De- 
partment of Psychiatry at the University of 
Washington School of Medicine in Seattle, 
Washington, announces the establishment 
of a two-year residency in child psychiatry. 
The comprehensive training program in- 
cludes not only experience on inpatient and 
outpatient child psychiatry units, but also 
supervised liaison with schools for normal 
and emotionally disturbed children, a resi- 
dent home for unwed mothers, a resident 
home for delinquent boys, and other com- 
munity services and agencies. There are 
opportunities for research and teaching. 
The stipends are ample. The program is un- 
der the direction of Dr. Raymond Sobel, 
Associate Professor, Psychiatry. 


Norra Paciric Society or NEUROLOGY 
AND PsycuiAtry.—The annual meeting of 
the Society was held in Harrison Hot 
Springs, B. C., on April 7 and 8, 1961. The 
following officers will serve for the year 


1961-1962: President: Robert S. Dow, 
M.D., Portland, Oregon; President-elect : 
Robert M. Rankin, M.D., Seattle, Washing- 
ton; Secretary-Treasurer; Thomas. H. 
Holmes, M.D., Seattle, Washington ; Past- 
President : Peter O. Lehmann, M.D., Van- 
couver, British Columbia ; Executive Com- 
mittee : Edward K. Kloos, M.D., Portland, 
Wallace Lindahl, M.D., Seattle, and R. L. 
Whitman, M. D., Vancouver. 


Tahia Kare fee ae 


NEWS AND NOTES 


LYN Psycuratric Socrty.—Meet- 
cheduled for the following dates : 
, 1961—“Presidential Remarks” by 
d F. Falsey, M.D., and “Recent 

in Psychiatric Research” by Wil- 
alamud, M.D. ; Nov. 16, 1961—“The 
e Treatment of Schizophrenia,” Gustav 
jowski, M.D., Moderator ; Feb. 15, 
“Rehabilitation Facilities for the Emo- 
Ill” by Joseph Palevsky ; and Mar. 
62—“Basic Concepts in Psychosomatic 
ine, with Special Regard to Therapy,” 
Moses Kaufman, M.D., Moderator. 
tific sessions are held at 8:30 p.m. in 
ditorium of Brooklyn State Hospital, 
‘kson Ave., Brooklyn 3, N. Y. and 
en to the profession. 


INTER-AMERICAN CONFERENCE ON 
'AL Derects.—This Conference will 
at the Statler Hotel, Los Angeles, 
Jan. 22-24, 1962, under the sponsor- 
“of the National Foundation and the 
sity of Southern California. General 
: Dr. Norman H. Topping, Presi- 
Jniversity of Southern California. 
m Topics: 1. Genetic Defects : 
bin, Galactosemia, Gargoylism, 
acid defects. 2. Structural Defects : 
Osome abnormalities, Mongolism, 
al nervous system defects, Genito- 
y defects, Eye defects. 3, Clinical 
estations of Genetic and Structural 


ms to be held at Los Angeles Coun- 
spital and’to include patient demon- 
m of Sickle cell anemia, Cooley's 
Monocytic leukemia, Galactosemia, 
etonuria, Gargoylism, Porphyrinu- 
‘Cystinuria, Franconi’s syndrome Cystic 

Genito-urinary defects, Eye anoma- 
Chromosomal aberrations, Mongolism, 

phalus, Spina bifida. 

‘further information : Stanley E. Hen- 
_ Executive Secretary, International 
Congress, Ltd., 120 Broadway—Rm. 
ew York 5, N. Y., COrtlandt 7-2400. 


Sore Hosrrrat Semrars 1961- 
Opening lecture in the Seminars 
-62 on “Mental Hygiene” will be 


held at the hospital at Winnetka, Il, 
Oct. 11, 1961 at 8:00 p.m. 

Mr. David McK. Rioch, Walter Reed 
Army Institute of Research, Washington, 
D. C., will speak on “The Challenge o! 
Survival in the Atomic Age.” 


American OCCUPATIONAL THERAPY Asso- 
cration.—The annual conference of the 
sociation will be held at the Sheraton-Cadil. 
lac Hotel, Detroit, Mich., Nov. 6-8, 1961 
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NATIONAL ASSOCIATION FOR MENTAL 
HeraLta.— This Association together with the 
National Institute of Mental Health hav 
recently published the twelfth edition of 
the Directory of Outpatient Psychiatric 
Clinics, compiled by the Biometrics Branch 
of the Institute. It contains the latest avail 
able statistics, as of April, 1959, giving 
detailed listing of outpatient psychiatric 
clinics and information on mental health 
resources in the United States. ; 

Listings include: outpatient psychiatric, 
clinics and their locations, sponsors, geo- 
graphic areas, age limitations of those ac- 
ceptable for service, clinic schedules, data 
about professional staff, state mental hospi 
tals, institutions for mental defectives and 
epileptics, psychopathic hospitals, veterans 
administration hospitals, state mental health 
association, state mental health departments 
and regional offices of the U. S. Departme 
of Health, Education and Welfare. 


_ PRIVATE SUPPORT FOR MENTAL HEALTH. — 
compiled 
National | ~ 


by J Brand’s 


Institute of 


analyze 
dations and o 


tions 
which might be expected to offer support 
for some mental health research, training, or 
service ; the results of the survey refer only 
to support available on a nationwide basis. — 
This brochure is available from the Super- 


_ gy: 
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intendent of Documents, U. S. Government 
Printing Office, Washington 25, D. C. 
(price—35 cents). 


_ Excerera Crmmorocica.—This new 
publication, first issue—January/February 
1961, provides an exhaustive and up-to-date 
bstracting service in the field of criminolo- 
It is prepared and published by the 
Excerpta Criminologica Foundation in co- 
operation with the National Council on 
Crime and Delinquency. Articles chosen for 
abstracting cover the widest possible range. 
The Board of Chief Editors are Prof. 
Dr. Th. Würtenberger, Freiburg/Br., Prof. 
T. C. N. Gibbens, London and Prof. W. H. 
Nagel, Leyden. Prof. Nagel has been ap- 
ointed executive editor in cooperation with 
H. J. Klare, Strasbourg, C. M. Langemeijer- 
an Schreven, The Hague, and G. Rose, 
Manchester. The Editorial Board has been + 
drawn from a very wide international field. 
The editorial and administrative offices are 
t Herengracht 119-123, Amsterdam, The 
Netherlands. 
Excerpta Criminologica is published bi- 


_ monthly; one year’s subscription is $30.00. 


New York Office : New York Academy of 


Untversiry or MELBOURNE CHAM or 
'sycHIATRY.—Applications are invited for 
the above Chair. 

The salary will be £5,200 per annum, 
nd superannuation similar to F.S.S.U. in 


Great Britain will be provided. 


Further information and conditions of ap- 
intment can be obtained from the Regis- 


_ trar, University of Melbourne, Parkville, 


ee 


N.2., Victoria, Australia, and applications 
should reach him by November 1, 1961. 


OFFICE OF THE SURGEON GENERAL, U. S. 
Anmy.—Colonels Weaver and Glass ex- 
change jobs. Col. Oswald M. Weaver, MC, 
has been appointed Chief of the Psychiatry 
and Neurology Consultant Branch in the 
Army Surgeon General's office. He succeeds 
Col. Albert J. Glass, MC, who is now Con- 
sultant in Neuropsychiatry to the Chief 
Surgeon, U. S. Army Europe, the position 
Col. Weaver held before coming here. 

Colonel Weaver received his M.D. degree 
from the University of Virginia in 1936. 
Entering on military duty in February 1941, 
his assignments include Commander of the 
81st Hospital Train and Executive Officer 
of the 74th General Hospital in the Euro- 
pean Theater during World War II; As- 
sistant Chief of the Neuropsychiatric Serv- 
ice at the 361st Station Hospital in the Far 
East Command in 1950-51; Chief of the 
Department of Neuropsychiatry at Fitz- 
simons General Hospital, Denver, Colo., 
1951-55; Chief of the Psychiatry Service 
and Department of Neuropsychiatry at Let- 
terman General Hospital, San Francisco, 
1955-57; and Consultant in Neuropsychi- 
atry to the Chief Surgeon, U. S. Army 
Europe since 1957. 

The Colonel is a Diplomate in psychiatry 
of the American Board of Psychiatry and 
Neurology, a Fellow of the American Psy- 
chiatric Association, and a holder of the 
“A” military specialty rating. The rating is 
a special honor reserved for those officers 
who are outstandingly qualified, and have 
demonstrated exceptional professional abil- 
ity in their particular specialty. 


CIVILIZATION 
Two things are clear : there must be a very different civilization or there will be no 
civilization at all ; and the other is that neither the old religion combined with the old 
learning, nor both with the new science, suffice to save a nation bent on self-destruction. 


—OSLER 


Dre Sparrscrzopurente. By Wolfgang Klag- 
es. Biographie und Klinik schizophrener 
Ersterkrankungen des mitteren Lebensalt- 
ers. (Stuttgart, Germany : Ferdinand Enke 
Verlag, 1961, VII, 162 pp. DM 25.) 


The author follows Manfred Blenler’s notion 
of late schizophrenia which concerns clinical 
pictures first observed after the 40th year of 
life. His non-selected material consists of “fully 
schizophrenic pictures” which had occurred 
between the ages 40 and 60. His 53 cases, 38 
women and 15 men, were admitted to E. 
Kretschmer’s clinic in Tuebingen between 1953 
and 1956. The cases are well reported. The 
personality and its development are gone into 
intensively, The main group of 40 late schizo- 
phrenics is flanked by a schizothymic border 
group of 10 and a cyclothymic border group 
of 3 cases. Practically all the patients belong- 
ing to the main group were capable and com- 
petent in their professional or vocational work 
with little private life; tough energy was 
paired with sensitivity. Activity, craving for 
Success with unmistakable coldness were no 
less conspicuous than high grade vulnerability. 
These persons did not have any hobbies. 

_At the first signs of aging the normal indi- 
vidual looks back critically and tries to catch 
up in respect to interiorization and maturity. 

this respect the author's patients failed, 
Setting into all manner of crises and conflicts. 

Their symptomatology is essentially not dif- 
ferent from the symptomatology of other 
schizophrenics. However, the contents of the 
delusions were found to be closer to the ego. 
There was a wealth of bodily sensations, or 
tather mis-sensations. 

f ne course in most instances was acute and 
telatively favorable in those cases of the main 
group that had cyclothymic elements. These 
nes and those of the cyclothymic-pyknic 

xder group came often to full remission. 

Me ot is a nice piece of work in which a num- 

a of already known observations receive con- 
erable support. The author stresses that 
ere are pre-formed tracks due to the age of 

oe Patient along which the development 

Bs ae He shares with many of us the notion 
Art the psychosis can use for its build-up only 

had which are already there.” It would 

‘courteous and uncautious to argue about 
some of the author's diagnoses. Si 

pie: ue is much said about the structure of 

| œe psychosis, but the name of Karl Birnbaum 
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who wrote a classical book (1923) about 

topic is never mentioned. It is also regrettable 

that the author has not one word to say about | 

the studies of Henri Ey. a 
i Evcen Kany, M.D., 

Houston, $ 


HANDBUCH DER NEUROSENLEHRE UND Psy! 
Taerar, Edited by Viktor E. Frank 
M.D., Victor E. Freiherr von Gebsattel 
M.D., and J. H. Schultz, M.D. (Munic! 
and Berlin; Urban. & Schwarzenberg, 
parts 8-20, 1958, ’59, ’60. Respectively. 
DM 20, 13.50, 19, 20, 28.50, 90, 19.50, 
23.50, 18.75, 17, 13.50, 17.) 


The first 7 parts of the Handbuch have been 
reviewed here previously. In Part 8 Bally aims 
to show how Freud’s “idea” of psychoanalysis 
was originally derived from hypnosis, and. 
around it he developed his theoretical system. 
Bally does not take sides as to the pros an 
cons of psychoanalysis. A. Uchtenhagen con- 
tributes a chapter on Zwangsneurosen (com- 
pulsive disorders), in which he attempts to 
differentiate between the neuroses and the 

hoses. y 
poies 9 deals with some of the analytical — 
schools. Emil Gutheil, the late editor of y 
Am. J. Psychotherapy, discusses Stekel 
his deviation from Freud's concepts, and ] 
use of pedagogic methods and suggestibility. 
Schidder writes about the “Neo-Psychoanaly- 
sis” of Schultz-Hencke ; his contribution is 
more outstanding than that 


vidual Psychology, indicating 
schools of thought which 
Alfred Adler. Her article is p CC. [ing 

. Finally, Heyer summarizes ©. S. : 
fol Meds his opinion that Jung's 
final stage yet, but 


A 


the subject is 
out notice of other imp 
this subject (Grinker (U. S. 
von, ef al.). A. Friedem: 
Szondi’s Schi Se, 
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few students in this country. Ernst Speer’s Kon- 
_ taktpsychologie is dealt with by Kihn, empha- 
sizing the important role of the therapist-pa- 
tient relationship. Speer does not recognize 
the oedipal conflicts, The last contribution in 
_ this Series comes from the pen of Ernst Speer 
himself : “Das Erlebnis als klinische Aufgabe 
in der aerztlichen Psychotherapie.” The author 
seems to quote exclusively from the Lindauer 
Psychotherapiewoche, conducted by him; 
there is no mention of the many researches 
mducted in Anglo-Saxon countries. 
Series 11 is devoted to “Mental Hygiene.” 
Contributions by such early pioneers in this 
field, as Heinrich Meng, Feder (ego psy- 
chology), von Gagern (mental hygiene in love 
and sex), Helmut Paul (mental hygiene in 
_ work, recreation and leisure-time) are offered, 
and it seems significant that substantial knowl- 
edge has been gained by these authors from 
their familiarity with American literature. 
Many of these contributions are directed to 
German general practitioners, who are proba- 
bly less familiar with mental hygiene principles 
than are their American colleagues. A par- 
ticularly scholarly contribution was written by 
_E. Wiesenhuetter. Bovet reports on marriage 
_ counseling as practised in Protestant churches 
in Switzerland, and indicates that such “coun- 
_ seling’? saves the country money and mental 
~ hygiene clinics from an overload of patients. 
Of great interest seems to be the paper of the 
Nestor of Vienna’s psychiatrists, Erwin Stran- 
sky, who discusses geriatrics in mental hygiene, 
although he omits the problem of old-age 
homes and “Golden Age Clubs,” which have 
sprung up, especially in this country in recent 
years. 
Series 12 begins with L. E. Wexberg’s 
(U. S. A.) paper on social workers. Social 
“work as a team-member of the psychiatry- 
clinical psychology-social work triangle is still 
largely unknown on the Continent. Therefore, 
_ the author concentrates on the United States, 
where psychiatric social work found its real 
field, even though England lays claim to this 
specialty’s origin. Wexberg also discusses the 
rehabilitation of alcoholics, many aspects of 
rehabilitative methods being the same as in 
this country. E. Wiesenhuetter discusses the 
rehabilitation aspects of all handicaps, survey- 
ing trends throughout the world and present- 
ing an outstanding and quite comprehensive 
bibliography, including authors behind the 
Iron Curtain ! Two contributions deal with the 
last war : Paul writing (probably from his own 
experience) on “War Captivity” (the medical, 
psychological and sociological problems), treat- 
ing such fascinating involvements as the “Dy- 


namics of Escape” and “Brainwashing” ; and 
Frankl reporting about his own psychohygienic 
experiences in concentration camps, in which 
he shows how relatively “ineffective” was psy- 
chotherapy when applied to inmates of con- 
centration camps. Finally, Paul and Frankl 
together write on “Psychohygiene in Catas- 
trophes,” a chapter in which the authors 
attempt to answer questions which are timely 
now to every nation, and attach great signifi- 
cance to the experiences of American psychi- 
atrists during World War II. 

Series 13 contains articles on child psychiatry 
and on psychosomatic medicine. Wiesenhuetter 
speaks on “problematic phases” during child- 
hood, in which there appears neuroses “typical 
and specific for children.” Fixations and im- 
pressions have the utmost significance for 
children and adolescents ; from childhood neu- 
roses may result delinquency as well as stutter- 
ing and tics. Kehrer discusses psychosomatic 
problems of the later years, such as the illness 
of the executive and the psychoneuroses of the 
“mature” individual. Therapeutically, the au- 
thor is in favor of “psychagogics” (The psychi- 
atrist as guide rather than therapist). Glatzel 
reports on neurotic disturbances in the di- 
gestive tract and explains many symptoms 
which previously were not discussed by such 
authorities as Franz Alexander. Glatzel seems 
to have so organized his contribution that 
every practitioner can use it as a ready refer- 
ence. Christian contributes “Heart and Circu- 
lation,” examining the Kreislauf and its ac- 
tivity on the basis of certain reactions and 
attitudes of the patient. In another article he 
speaks about natural and disturbed breathing ; 
he does not distinguish between primary psy- 
chological or primary physiological syndromes 
in breathing difficulties; rather he sees the 
breathing disorder from a holistic point of view- 

In Series 14, the subject of “sleep” is dealt 
with in two articles, Frankl presents a stimulat- 
ing casuistic theory and stresses the value 0 
“paradox intentions” during sleep-disturbances. 
I. H. Schultz applies his autogenic Training to 
sleep disturbances. Frankl in another contribu- 
tion discuses “psychogenetic disturbances © 
potency.” including many suggestions for treat- 
ment based on researches by Stekel, Reik, 
Schwarz, et al. Wiesenhuetter in his article on 
“Social Neuroses” rejects Oppenheim’s theory 
of the traumatic neurosis and stresses the input 
of the Gelegenheitsapparat (or deus ex ma- 
china), particularly in the treatment of hys- 
teria. Hirschmann discusses “industrial” neu- 
roses and distinguishes between real and ap- 
parent exhaustion, According to Hirschmann, 
these industrial neuroses are not only of 4 
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negative value, but also can be considered as 
the “birthpangs of a new era and of mankind.” 

In Series 15 Bernard Stokvis speaks about 
psychosomatic - medicine and believes that 
“orthodox psychoanalysis” is the choice treat- 
ment, He feels that the problem of psychoso- 
matics should be attacked from the point of 
view of the “temperament,” for it is the tem- 
peraments which underlie the receptivity 
(Empfaenglishkeit) to experiences leading to 
psychosomatic illnesses. Stokvis believes that 
all psychosomtic illnesses are still in statu 
nascendi. Hofstaetter’s “The American Schools 
of Psychoanalysis” seems to make clear-cut 
distinctions, particularly for the German reader 
who hitherto has known little about the schools 
dissenting from Freud’s teachings. Horney, 
Fromm, Sullivan, Rogers, Rank, et al. The 
author, who stresses his “neutrality,” leaves it 
to the reader to form his own opinion, Victor 
von Gebsattel discusses his own field, anthro- 
pological psychotherapy. He states: “Every 
neurosis, no matter what the syndromes, is 
usually a disturbance of the attitude of sich- 
zu-sich-selber (or the ego towards itself). From 
the anthropological point of view, it can only 
mean that any intention to help therapeutically 
(italics mine) will not be negated.” 

Series 16 contains “heavy” reading and will 
be dealt with lightly. Korger and Polak discuss 
existential analysis (now very much in vogue 
in Europe) ; Frankl speaks of his own “Logo- 
therapy.” He believes that the “collective neu- 
rosis” is a symptom of contemporary nihilism. 
While recognizing some of Freud’s principles, 
he thinks that adults can be treated “differently, 
for example, by a reorientation of the patient 
toward the world of the senses and of values.” 
_ Series 17, in its first part, is one of the most 
important items in the Handbuch as 2 of the 
editors, Frankl and Schultz, along with 3 other 
contributors, H. Mueller-Suur, H. Kranz, and 
ee Siebeck, attempt to define and to classify 
A e neuroses, and to distinguish the neuroses 
tom “psychopathic” syndromes and from the 
eo But except for Kranz’ contribution, 
i ifferential Diagnosis of the Neuroses as dif- 
erentiated from Psychopathy and from the 

sychoses,” none of the authors seems to take 
account of the great strides which have been 
poop by American psychiatry toward a better 
ih more unified classification and nosology of 
4 Soe, and the psychoses. Nevertheless, 
es ms that some of the APA’s researches 
ei a through, though but indirectly. 
will other hand, the American psychiatrist 
- be interested in classifications, brought 


phobia-“thymopathy,” Petrilowitsch’s “depres- _ 
sion of alienation” (Entfremdungsdepression), 
Schulte’s “depression of uprooting” (Entww 
zelungsdepression), Stauder’s “bankruptcy 
pensions” (Pensionierungsbankrott), and many 
others. Some nosologies, as advanced by Kret- 
schmer, Kolle, and the late Frieda Fromm- 
Reichmann, are better known in this country 
others may be new here. At any rate, P. 
Schultz comes to the conclusion that “ 
multitude of attempts in the classification’ 
the neuroses proves the inadequacy of any 
attempt, and the necessity to utilize a nosology 
according to one’s personality, the history of 
the patient, etc.” The volume concludes with 
two valuable contributions : Schultz writes on — 
the “Neuroses and Human Biology,” and E. 
Wiesenhuetter on the “Sociology of the Ne’ 
roses,” the latter again carrying the prize for 
his comprehensive treatment of the subject 
and an excellent assembled bibliography, near- 
ly 1,000 references from almost all countries d 
the world ! Bs 
Series 18 continues the study of the neurosis — 
with regard to its nosology, its Wesen un 
Grenzen of the medico-psychological tech- — 
niques and of the “psychotherapeutic situ 
tion.” A. Vetter, for instance, examines the 
differential way in which the neurosis was 
treated by Freud and by Klages. Freud’s. 
graphic picture is illustrated by the “moralistic | 
super ego” leading to the ego and from the 
ego to the instinctual id, whereas Klages has 
but two steps, the ego (or the Willensgeist) 
and the subordinated Leibseelisches Leb 
(somatic-psychic life). W. Braeutigam and ` 
Christian seem to divide (perhaps, artificially 
the “goals” of psychotherapy between the vari: 
ous schools. A very important section deals 
with language as a means of communication. 
This aspect is currently subject to more dis- 
cussion and examination on the Continent thai 
in this country where the significance of se 
mantics has escaped many of us, and not onl 
in psychology and psychiatry | The balance of 
Series 18 is devoted to a detailed discussion of 
tests and statistics. Ag 
Series 19 contains, in the main, contributions 
by various well-known analysts and psychi 
atrists on the subject of training and teaching. 
J. H. Schultz discusses the general nature 
educational techniques in the teaching method: 
for psychiatric students as well as, in anothe 
article, the problems of lay analysis. W. Kem- 
per’s suggestions and evaluation of training 
psychoanalysis is, perhaps, one of the best this 
reviewer has seen and, in the main, correspon! 
with many American sources, particularly 
_ voice- of the APA. He is sharply contradi 
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Ernst Speers article on “Psychotherapy 
practised by the layman.” Whereas Kemper 
tecognizes the practice of non-medical psycho- 
therapists and presents detailed suggestions to 
control such practice and safeguard the pub- 
lic, Speer, on the other hand, labels all Ph.D.’s 
as frauds and quacks. Speers position is un- 
upported and at least one editor has disap- 
= proved of it (in writing to this reviewer). Prof. 
Frankl has also disowned Speer’s article and 
left it to this reviewer to state so. Speer’s 
otherwise fine contributions seem to be ob- 
scured by this unhappy contribution to the 
| Handbuch. It seems significant that none of 
_ the other contributors side with Speer and that 
e editors have seen fit to have 5 authors 
‘ite on the subject of lay analysis and non- 
| edical psychotherapy. Whatever can be said 
of this Series, there is no lack of frankness or 
‘shying away from controversial” issues and, 
‘therefore, the editors ought to be warmly 
mmended for their courage and enterprise. 
Series 20 offers but two articles: W. Ritter 
von Baeyer writes on “Neuroses; Psychotherapy 
and Legislation,” and W. Kemper on “Basic 
Rules for the Psychotherapeutic Practice.” 
Kempers article is on a high level, makes for 
asy reading, and offers excellent material for 
ady reference for numerous details, such as 
appointments of patients, books in the doctor’s 
_ office, magazines in the waiting room, tele- 
phone contacts, etc. Von Baeyer speaks of the 
“criminal impulse,” its symptoms, and its legal 
_ implications. The latter are in accord with the 
German Criminal Code. Many implications 
ould apply to our courts likewise, and many 
ase illustrations indicate that German psychi- 
_ atrists seem to work under similar handicaps 
lag of progressive legislation for dealing with 
fenders) as do their American colleagues. 


_ practice of neurology and psychiatry to date. 
hile it is understandable that not all contri- 
utions are equally high in standard and per- 
‘formance, it is this reviewer's opinion that, 
within given limitations only once in a life-time 
an enterprise is completed as satisfactorily and 
comprehensively as this Handbuch. It should 
_ serve an entire generation of psychiatrists on 
both sides of the Western Hemisphere as an 
excellent tool in their daily practice, in their 
teaching, and in their research. If a generaliza- 
tion may be permitted, German Gruendlichkeit 
and striving for Universalitaet seem to have 
been realized here. 


Hans A. ILLING, 
Los Angeles, Calif. 


InstirutionaL Neurosis. By Russell Barton, 
(Baltimore: Williams and Wilkens Co., 
1959, pp. 52. $2.50.) 


Russell Barton of Shenley Hospital, St. Al- 
bans, England produced a brochure of 52 
pages entitled, Institutional Neurosis depiciting 
what he sees as the result of deprivation suf- 
fered by patients in mental hospitals. He 
defines institutional neurosis as follows : “This 
is a disease characterized by apathy, lack of 
initiative, loss of interest, especially in things 
of an impersonal nature, submissiveness, ap- 
parent inability to make plans for the future, 
lack of individuality and sometimes a char- 
acteristic posture and gait.” Doctor Barton 
writes, “I claim no originality for the ideas 
presented ; my purpose is to try to arrange 
them in an orderly manner so that they are 
more easily understood, more readily accepted, 
and more systematically treated.” Indeed the 
only unique point is the attempt to develop a 
disease entity. The brochure itself points out 
with careful detail the system of living general- 
ly in vogue in the larger mental institutions, It 
properly should be read by all those who have 
the responsibilities for caring for patients, es- 
pecially in a more or less custodial or long-term 
situation. It can well be used as a check list of 
habits, procedures, and traditions in patient 
care that may be harmful to the patients. It is 
good reading for all those who have such re- 
sponsibilities. 


Harry C. Sotomon, M.D., 
Commissioner, 
The Commonwealth of Massachusetts, 
Dept. of Mental Health. 


Tae ENCYCLOPEDIA or THE BIOLOGICAL 
Sctences. Edited by Peter Gray. (New 
York : Reinhold Publishing Co., 1961, pp- 
1119. $20.00.) 


This volume, excellently printed in double 
column, contains, I have calculated, about 
1,200,000 words. The average novel of about 
80,000 words costs $5.00. At that rate this 
book should cost $75.00. But it doesn’t. It 
costs $20.00. It is, of course, a bargain at the 
Price, and, editor, publisher, and contributors 
are to be congratulated upon its appearance. 
It covers the whole realm of biology, including 
most of the outstanding figures in the history 
of the science who have contributed to its a 
development. (Humboldt’s name is thus spelt, 
by the way, and not as printed in the book, 
and Falloppius was never a student of Vesa, 
lius.) A few minor errors are unavoidable in ` 
a work of this size. There are 800 articles and i 

y 4 


almost as many contributors. The book should 


- establish itself as the standard work on the 


subject. The quality of the articles is, in gen- 
eral, excellent and authoritatively written, and 
some of them, like the article on population 
genetics, are small masterpieces. For the reader 
desiring an up-to-date reference work on 
virtually every aspect of biology, written briefly 
and clearly, this volume is to be highly recom- 
mended. 
AsuLey Montacu, Px.D., 
Princeton, N. J. 


Current Toerarpy—1961. Edited by Howard 
F. Conn, M.D. (Philadelphia and London : 
W. B. Saunders Co., 1961, pp. 806. 
$12.50.) 


The 13th annual edition of this highly suc- 
cessful book on therapeutics follows the plan 
of its predecessors : experienced physicians de- 
scribe the methods which they use in treat- 
ment. The contributions of more than 300 
doctors for the most part deal with diseases, 
but some common symptoms such as head- 
ache and diarrhoea are also discussed. 

The psychiatrist will find sections devoted 
to neurosis, schizophrenia, depression, manic- 
depressive reactions and delirium which cover 
familiar ground. Perhaps more valuable for 
him will be some of the sections referring to 
therapeutic problems commonly associated 
with mental illness such as cirrhosis, narcotic 
addiction, epilepsy, neurosyphilis, nutritional 
deficiencies and various poisonings which re- 
ceive extended coverage. Therapeutics has be- 
come a vast subject which can be presented in 
a variety of ways. This book might be classi- 
fied as highly pragmatic, not concerned with 
pharmacology as an academic subject and not 
emphasizing the controversial aspects of some 
treatments. It unquestionably is a useful and 
reliable guide to the management of most 
conditions which a physician might encounter. 

W. B. SravLomc, M.D., 
Toronto, Canada. 


Epcar A, Por. By David M. Rein. (New 
Aas eee Library, 1960, pp. 134. 


_ It is no secret that much, if not most, writ- 
x g that may be called literary is more or less 
wn obiographical. In discussing the life and 
oe s of Edgar Allan Poe, Mr. Rein (Associate 
i essor of English, Case Institute of Tech- 
r gy, and author of S. Weir Mitchell as 
Psychiatric Novelist, 1952) documents 
oroughly this point of view. He agrees with 


üdelaire, who early recognized in Poe a 


kindred spirit, that in his constant pre 
tion with scenes of horror Poe revealed a 
dominant masochistic strain so characteristic. 
of himself. Said Baudelaire, “I found po 
and short stories which I had conceived, 
which Poe had been able to organize 
finish perfectly . . . I was shocked and 
lighted to see not only subjects which I ha 
dreamed of, but sentences which I had thoug 
and which he had written twenty years b 

As Professor Rein amply demonstrates, I 
was his own worst enemy. In the developm: 
of his personality from youth time on th 
was no conformity to what might be call 
normal or average or wholesome type. On on 
side there was brilliant if often sordid play o 
imagination and high poetic gifts ; on the o 
morbid restlessness and inconstancy and sho 
ing irresponsibility—an overplus of intellectu; 
qualities with the imbalance of the immaturit 
of a child, so often characteristic of the ge 

The present volume is useful as a con 
commentary on many of the poems and storii 
especially as illustrating the author's thesis — 
that in his writings the poet repeatedly pici 
himself both physically and in his overpow 
emotional states and crises. Poe lost his mother — 


whom the author, perhaps needlessly, quotes. 
Throughout his short life Poe was to an e 
traordinary degree dependent upon the lov 
and care of women, and his impulsive longing 
was expressed in varying phases as want o 
mother love, of the love of a wife, or of a de- 
voted sister as represented by his child-wife, — 
Virginia Clemm. In his letters he repeatedly — 
expressed himself as desperately in need of a! 
fection and support, even declaring that he 
cannot go on without assurance of the devotion 
of one or another of the women who figured — 
prominently in his life. aa 
One can hardly disagree with the author 
the dominant influence in Poe’s unsettled career 
was the unhappy issue of a youthful love which 
at the time was a mutual attachment resultin; 


never to have been reconciled to this loss which 
may have played a part in his subsequent al: 
coholic habits and the desperate and disordered 
mental state he often referred to in his letters. 
Just before his tragic death he paid a visit to 
the one he had first chosen to be his wife, In 
the long interval she had married the man 
her father’s choice, not her own, and was no 
widow. But it was too late to go back and | 
up life again where it had been turned aj 
in their youthful age. i 


E 
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That tragedy may well be immortalized in 
one of Poes most beautiful poems, Annabel 


Lee, which can hardly be read without tears. 
CB. F. 


Tue Disease CoNCEPT or ALCOHOLISM, By 
E. M. Jellinek. (New Haven: Hillhouse 
Press, 1960, pp. 246. $6.00.) 


This book starts with historical material 
concerning the concept of alcoholism as a 
disease. The discussions and arguments both 
pro and con are given in an interesting manner. 
Members of the American Psychiatric Asso- 
ciation will be interested to hear that Benjamin 
Rush and Samuel Woodward were among 
those who advocated the medical approach to 
~ alcoholism. Benjamin Rush thought of inebriety 
as an illness and Samuel Woodward, the first 
superintendent of the Worcester State Hos- 


pital, suggested special institutions for inebri- 


ates. 

The author goes into considerable detail in 
trying to define what is meant by the term 
disease. He quotes medical dictionaries to 
‘show that disease is defined as an illness or 
‘sickness. He believes, however, that the word 
illness is more acceptable to the general pub- 


i. lic. He concludes : “It comes to this, that a 


“disease is what the medical profession recog- 


si a as such. The fact that they are not able 


to explain the nature of a condition does not 
constitute proof that it is not an illness.” He 


"likewise points out “that the medical profession 
has officially accepted alcoholism as an illness, 


arid through this fact alone alcoholism becomes 
an illness, whether a part of the lay public 
likes it or not, and even if a minority of the 
ia profession is disinclined to accept the 
idea.” 

The author also discusses what is meant by 
the word definition. He then defines alcoholism 
as “any use of alcoholic beverages that causes 
any damage to the individual or society or 
both. Vague as this statement is, it approaches 
an operational definition.” He speaks about the 
“species of alcoholism” and describes Alpha, 
Beta, Gamma, Delta and Epsilon Alcoholism, 

There are interesting discussions of the dif- 
fering viewpoints about the use of alcohol, of 
the various legal arguments regarding the al- 
coholic receiving compensation for a disease 
and of the attitudes of many of the large cor- 
porations and the labor unions toward the 
question of alcoholism as a disease. 

The author quotes from a great deal of the 
literature concerning the psychological and 
physiological formulations of addiction. Spe- 
cial attention is paid to the withdrawal syn- 


comes dependent upon alcohol as the opium — 
addict becomes dependent upon opium. He © 
concludes that it is now well established that © 
there is a physiological addiction to alcohol” 
with physical withdrawal symptoms whenever 
the alcoholic either reduces greatly or stops 
completely his use of alcohol. He includes 
considerable material on the concept of de= 
lirium tremens and convulsive reactions being — 
withdrawal symptoms. A 
These comments will give the reader some 
idea of the material to be found in this book | 
and the attitude of the author. The book is an” 
excellent and carefully prepared discussion of © 
the writings that bear on the subject. The 
reviewer unhesitatingly recommends this book 
to anyone interested in the problem of alco= 
holism. ; 
Karu M. Bowman, M.D., 


cott Co., 1959. $4.75.) 


This is, in a sense, a monograph whichi 
deals with 2 separate but related problems no 
that the discussion centres around disturbance 
of brain function with biochemical determie 
nants. It is a report of 2 conferences held im 
1958 under the Auspices of the Brain Resea 
Foundation. The volume was edited by D 
Frederic A. Gibbs. Part I deals with amines in 
relation to brain function and behaviour. 
speakers were men of experience in the fiel 
and the discussants, participants and guests) 
were equally able men and women. The pro 
lems of ceruloplasmin and serotonin and the 
ergot hallucinogens were presented and d 
cussed. Probably the most important feature 
the book is the frank and pointed discu; 
which is recorded. Undoubtedly some will £i 


investigations in this field with an experienc 
psychiatrist as a separate somewhat disinte 
ed member of the team. Alterations in huma 
behaviour simply have to be studied in term 
of sequence of events and not in cross $ 
tions and this aspect of the work is often 
adequately developed by those interested 
what has been called psychopharmacolo 
Part I is recommended to all those inter’ 
in the field of phychiatry. 

Part IL deals with the subject, inf 
spasms and their E.E.G. counterpart—h’ 
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thythmia, which is of increasing interest to 
psychiatrists, neurologists and pediatricians. 
Every angle of this serious disorder of brain 
function was considered, including pathologic 
features characterized by spongy degeneration 
of the brain. This is a special problem in cere- 
bral and cerebellar degeneration of infants and 
children. It was well reviewed at the confer- 
ence and the discussions are highly recom- 
mended to all interested, Causes, mechanisms 
and treatments were considered with frank 
discussions of each aspect. It is an excellent 
symposia. 

In summary, this book has much to com- 
mend to all interested in brain dysfunction 
from a biochemical standpoint ; hence, of spe- 
cial interest to psychiatrists and neurologists. 
7 ALLEN À. Barry, M.D., 

University of Saskatchewan. 
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J A Manva or Psycuratry. By K. R. Stall- 
worthy, (Christchurch, New Zealand : N. 
M. Peryer Ltd., 1959, pp. 365.) 


This book, a fourth edition, originates from 
the pen of the Medical Superintendent of the 
Takani Hospital, Te Awamutu, New Zealand. 
The preface dated January 1959, states his aim 

To give the medical student, general practi- 
tioner, or nurse a factual account of what is 
l likely to matter to them.” However, the book 
f reflects the vast practical experience of the 
author in a distant country and to an American 
psychiatrist who is willing to read between 
e lines the book can be a fascinating source 
information about residual differences in a 
technical field where ever more efficient com- 
munications keep driving all the world toward 

a dead-level of universal similarity. 
To achieve his goal the author has had to 
expand his subject matter to include a more 
terogeneous content than what would be 
nd in similar American texts. This includes 
such items as mental deficiency, a considerable 
amount of neurology, epilepsy, some syphilolo- 
8Y, acute delirious states, as well as psychody- 
namics, descriptive psychiatry, legal aspects, 
Sree psychiatry and somatic therapy. 
S this has been compressed into 267 crisply 
X tten pages filled with simple direct defini- 
‘ons aimed at his chosen audience. The style 
eed and the point of view conservative 
: as as to terminology which will sound 
oes ge to most American professionals of re- 
w ie eee: Among such terms are “toxins” 
b is Seine invoked as a cause of mental ab- 
“CP. ty, “melancholia,” “weak-mindedness,” 
Bork L, tranquilisers,” “delirious mania,” 
onic mania,” “dement,” “insane,” “sleepy 


mentia,” and “demented paranoid schi; 
nia.” 

Differences of practice as well as termino 
seem to be reflected in the text. One finds 
full page on hydrotherapy, 2 pages on ma 
therapy with indications that a strain of in- 
oculation malaria is still kept active, almost 
5 pages on leukotomy, 7 pages on insulin coma, 
10% on electric shock, and only 2% pages on 
tranquilizers. Allowing for the fact that this 
was written about 3 years ago there still ap- 
pears to be less dependence on drugs than 
one might find in this country, The author 
states “Such drugs relieve certain symp! 
sometimes ; they do not cure.” On the oth 
hand he states with regard to chlorpromazi 
“Tt acts within a few days if at all,” and co 
tinues, “but those who are no better from 
mg. a day are unlikely to benefit from more. 
Doses apparently range up to 250 mg. per 
day. Si 
There is a lack of discussion of the newer 
antidepressants which may be explained by ~ 
the date of the writing of the book. Certain 
aspects of psychiatric organization such as 
family care are apparently not important, O 
the other hand the general attitudes toward 
hospital organization and community partici- 
pation seem to be very similar to those gen- 
erally held here. f 

The similarities outweigh all the bay 
which can be found. The section on alcol 
reveals an extensive experience esseni 
similar to our own although heroin is but “an- 
other dangerous drug of addiction” its only 


portance in problems of child psychiatry and 
psychiatry of the aged. 

‘All this may be of interest as background 
reading for students, in spite of differences in 
nomenclature but a trend of broader pai 


turbances in childho 


drugs, psychiatric dis l 
fy ee and on personality re- 


senility and pregnancy 
ges to physical disease. Perhaps the deve 
opments with regard to "CPL 
shadow of things to come. 
G.P.L now involves primarily adequate 
with penicillin, perhaps a million units pti 

for a month.” Who can deny that with p 
few words the practitioner moves into a treat- 
ment position unreached by the sp 


Ei 


T 
: 
i 


to 


$ 


WEDT?" 


The development of automation ~ 
has inspired the expounding of communication 
theory, and exploring its ramifications and im- 
ications. Since the direction and control of 
man machines depends upon com- 
munication, the guidance and control of com 
in the broadest sense, is vital for 
the welfare of mankind. This guidance and 
control is known as “cybernetics.” 

As an academic science, cybernetics can be 
defined as the science of communication, yet 
it implies the integration of an intercommunica+ 
tion between biology, the physical sciences and 


mathematics on the one hand with engineering, ~ 


the social sciences, and economics on the other, 
tion is adequate the present phase 

ustrial revolution will be accom- 

plished without a major social upheaval. 

In this book, Dr. George has explored the 
problems facing society, and found that the 
major hurdle is control ; communication is the 
fundamental instrument of control. If society is 
able to direct technology, then the full measure 


of human dignity will be restored to man, and 
he will enjoy the of his technological 
advances. 


wealth 
The volume is divided into 3 unequal sec- 
tions each of which deals with one aspect of 
cybernetics. Each section can be read independ- 
beg er the others, yet forms an integral part 
of the whole. The first part (45 pp.) deals with 
the social and scientific milieu which has pro- 

the present unstable situation. The next 
deal with the established scientific 
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THE ACADEMIC LECTURE 
THE HEURISTIC ASPECT OF PSYCHIATRY * 


SEYMOUR S. 


For years I thought I knew exactly what psychiatry 
should be said to this important body of in contrast*to some of the other branches of 
psychiatrists if one had the unusual oppor- medicine, it is easy to see why. - 
tunity of pontificating before them. Now 
that your distinguished president and my 
kind preceptor has given me that oppor- 
tunity, I falter. In these Fellowship Lectures 
a notable series of scholars have variously 
justified, judged, jeered, jugulated, and on 
One occasion even jilted you (in a remark- 
ably cogent demonstration of the Uncer- 
tainty Principle). The lecture today can be 
traced directly to a meeting in the spring 
of 1951 with Robert Felix, your president, 
who excited me to leave a laboratory of 
cardiovascular physiology and to join a great 
institute he was building. For ten years I 
enjoyed the privilege of participating in a 
unique program of psychiatric research 
which was developed in the atmosphere of 
scientific freedom and sympathetic support 
with which he endowed it. It may be of 
Some interest to read the impressions of one 
with such a background who has willingly 
and not unsympathetically wandered into 
Psychiatry. I need not point out for this 
audience that these are ruminations based 
upon my observations but also upon my 
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motivation towards research has 
———— 

À Read at the 117th annual meeting of The 
Moye, ia Association, Chicago, IIL, in e 
M Poychisty, Joas tonia m e s Dept: - portant medical sciences 
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years ago. There was a long lag even after 
_ Harvey’s notable achievement before physi- 
_ ology became recognized as a science which 
had contributions to make to medicine. 
~ Bacteriology struggled long to gain a foot- 
hold, then repaid its acceptance with a 
_ series of contributions to the alleviation of 

human illness which are still unmatched. 
_ Biochemistry, within the recollection of 
- many of us, entered the field in strength 
and today is at a well deserved peak of 
acceptance, achievement and promise. The 
behavioral sciences have only recently be- 
_ gun to make their way into the medical 
curriculum and into the recognition of the 
Sician as sciences basic to medicine. 
They have already begun to make remark- 
able progress but their most exciting po- 
tentialities and contributions remain ahead 
a them. Lagging far behind the develop- 


~ ment and recognition of the basic sciences, 
the various branches of medicine have 
marched from a therapeutic art to a clinical 
science. Much of this progress has occurred 


ch our fathers learned, aside from a 
atively few agents like digitalis and the 
rpnotic drugs, was elaborately specious, 
developed before modern pharmacology 
and perpetuated by the peculiar selectivity 
uncontrolled clinical experience. 
aon As recently as 52 years ago a small group 
oa Young Turks, impatient with the impres- 
‘sionistic and anecdotal nature of medicine, 
organized the American Society for Clinical 
_ Investigation whose aim was to be “the 
' Cultivation of clinical research by the 
method of natural sciences ; the unification 
_ of science and the practice of medicine ; 
_ the encouragement of scientific investiga- 
_ tion by the practitioner, and the diffusion 
of a scientific spirit among its members,” 
_ Thirty-five years ago, in 1924, the Society 
_ first began the publication of its Journal 
_ of Clinical Investigation. On the first page 
_ of the first volume of that journal appears 
its first and last editorial, a noteworthy 
paper by Alfred E. Cohn, entitled “Purposes 
in Medical Research”(2). A study of that 
paper gives one a sense of the revolution 
which was taking place in medical thinking, 
no farther away than yesterday, and a taste 
of the judicious zeal which motivated some 
of its leaders. Most interesting of all one 


i 


can see in those pages an anticipation of 
the same renaissance which one feels is 
taking place in psychiatry at present. I 
should like to quote some of the passages : 


We have . . . for some time been inquiring 
whether medicine is entitled to be called a 
science. To us the answer to this question is 
clear and unequivocal. It is clear because of 
the nature of the case. The phenomena of 
interest in medicine are the phenomena of 
disease as these are manifest in affected per- 
sons. They are phenomena which exist as 
concrete entities in nature, they are indivisible 
and they fall within the province of no other 
inquiry. They constitute the proper concern of 
medicine. Nor are the phenomena of disease 
the combination or resultants merely of other 
forces. They are not the resultants of forces 
known in physics or chemistry, or in physi- 
ology or mathematics, nor the resultants of 
any combination of these. Rapid and shallow 
breathing, for instance . . . remains a unique 
phenomenon, even though the terms in which 
it is characterized are anatomical or physio- 
logical or chemical. Anatomy or physiology or 
chemistry may supply the methodology for 
analyzing its occurrence, but the occurrence is 
something apart from and over and above the 
factors into which it can be resolved. 


There is another passage, remarkable in 
its applicability to the present ferment in 
psychiatry : 


This, then, is the task which academic medi- 
cine in the United States, now become self- 
conscious, has set itself; it is the task of 
Clinical Investigation. Its business involves @ 
legitimate interest in learning as well as a 
means for furthering methods which lead to 
the cure of disease. It is vitally concerned in 
the success of both these projects. . . . We 
must appreciate the fact that perhaps there 
is no single road of salvation open ; search for 
the single road has often led hunters far afield. 
(italics mine) 

To give substance to ideas like these is the 
purpose which lies behind the work of the 
university clinics which are being founded in 
many parts of our country. They mean to take 
on new functions. Those on which they lay 
emphasis indicate the adoption of a wider 
interest in the problems of concern to medi- 
cine. In addition to the traditional responsi- 
bility for teaching, they avow the desire to 
contribute to an increase of knowledge. They 
are drawing to themselves new men, traine 
in a new way; they are being supplied with 


new hospitals properly equipped with labora- 
tories in which to pursue what Bernard called 
the observation provoquée. 


Those forthright words reflected a de- 
velopment in medicine which contributed 
I am sure to the burgeoning of medical 
research to an unheralded state of accept- 
ance, activity, and productivity. I have little 
doubt that a similar course, accelerated 
now by the unprecedented public support 
which it is receiving, lies ahead for psychi- 
atric research ; in fact, we are already well 
embarked upon it. 

This ferment in psychiatry has a rich 
mash. Even a casual glance at the accom- 
plishments in the basic disciplines of psychi- 
atry in the past decade gives one cause for 
some gratification and optimisim. The elec- 
tron microscope, only recently applied to 
the nervous system has begun to outline 
the structure of what heretofore has been 
an operational concept—the synapse, and to 
establish the precise localization of certain 
neurosecretory elements within the cell(3, 
4). Embryology in association with im- 
munochemistry has very recently seen the 
development of growth promoting sub- 
stances with specific action upon nervous 
tissue and the ability specifically to inhibit 
the growth of certain nervous tissues by 
their antibodies(5). Anatomy, joining hands 
with physiology, psychology and even soci- 
ology, has advanced our knowledge of the 
functional organization of the brain and its 
relationship to individual and social be- 
havior (6, 7). Great strides have been made 
in the mapping of the human cerebral 
cortex and in the relationship of cortical 
physiology to subjective states and mem- 
ory(8). Studies in the limbic system have 
elucidated some of the physiological sub- 
“ie of affect, emotional state and sexual 
penevior(9), Highly specific chemorecep- 
Ors in the hypothalamus have been dis- 
Covered capable of triggering appropriate 
sexual behavior in response to sex hor- 
Mones(10). The reticular system and the 
more recently described sensory feedback 
Systems have provided new concepts of the 
Control of attention and the modulation of 
Sensory input(11, 12). 

Tn the past 10 years the field of neuro- 

lemistry has gained recognition and status 


as a discipline. It has learned much al 
the energy metabolism of the brain anı 
correlation with mental state(13). The 
ence of norepinephrine and serotonin 
other biogenic amines differentially 


tropic drugs(14, 15). Much has 
learned of the synthesis and degrad 
of epinephrine, the first of the chemica 
mediators of mental state to be d 
scribed(16, 17). This information has pe 
mitted the study of the metabolism of th 
hormone in schizophrenia(18) and 
make possible measurement of its end 
nous production in a variety of clinica 
conditions and disorders. Protein turno 
and metabolism have been examined in tl 
brain and the beginnings of support 
appearing for the interesting hypothesi 
that in the protein molecule may lie some 
of the answers to the riddle of memory 
In the basic behavioral sciences there 
been much activity of interest to psych 
during the past 10 years. The imprint 
process, the basis upon which young 
mals acquire crucial behavior patterns fro 
early experience on a genetically prep: 
substrate has broadened our concept oj 
stinctive behavior(20). The appetitive 
aversive centers in the brain may have im 
portant significance to the physiology of 
affect(21). The widespread use of the co 
ditioned reflex and the technique of oper- 
ant conditioning has opened wide the study 
of some of the fundamental aspects of learn- 
ing, motivation, and drug effects(22), In 
other branches of medicine the develo, 
ment of an animal model of a human dis 
order has frequently served as the spear- 
head for rapid progress toward its under- 
standing and alleviation. Animal models o 
neuroses, anxiety states, and psychosomati 
illness have now been described(23, 
and the recent paradigms of maternal 
tection and deprivation in monkeys(25) 
provide hypotheses for the more com 
henomena in man. Hilgard(26), Mi 
(27), Kubie(28), and Benjamin(29) 
others have masterfully reviewed the es 
dence from basic research both in- 
and man which support some of the fe 
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ental assumptions of psychodynamic 
ieory and which will serve as the bases for 


_ Although one tends to highlight those 
findings which seem to have greatest pos- 
ible relevance to psychiatry, there are many 
“more contributions of possibly greater mo- 
ent whose relevance at the present time 
s obscure. I believe it was Virchow who 
id 100 years ago that biochemistry had 
ittle to offer at that time to pathology or to 
nedicine, but he was quite sure that the 
time would come when it would. 
When we turn to mental illness, it ap- 
ars that the practical accomplishments of 
earch in the recent past have been few 
nd the progress disappointingly slow. The 
cumulation of fundamental information 
es on for a long time before it is possible 
fit together the essential facts in a hypo- 
hesis which requires an equally long time 


sonality and behavior, normal as well as dis- 

dered, we are forced to assume that the 
pwise progression toward an understand- 
g of these phenomena will be slow in- 
sed; only rarely and by the sheerest 
oke of good fortune will there come a 


gue us. 
Interestingly enough we tend to forget 
bout the important achievements which 
ave been made, such as those which I have 
enumerated, since once a mental disorder is 
easonably well understood and has had its 
etiology and pathogenesis adequately ex- 
plained it ceases to be part of psychiatry, 
if we insisted that only the mysterious 
ailments were psychiatric in nature. Or is 
it that the training of so many psychiatrists 
of this generation is so predominantly in 
psychodynamic theory to the exclusion of 
the biological and even the social and psy- 
chological sciences that he feels uncertain 


or aloof in the management of disorders 
where the important factors in etiology are 
biochemical or microbial, and relegates i 
them cheerfully to neurology or to medi- 

cine ? This would be unfortunate, if it were q 
true. We need no longer today reiterate the : 
thesis that the roots of psychiatry are just 
as firmly planted in biology as in the sci- 


ences which deal with experience and hu- 
man relationships. If, on the basis of pre- 
conceived notions or the bias of particular 
training, we chop off one of these major 
roots, can we expect the tree to flourish ? 
To state this position more clearly, I have 
sometimes employed a little diagram of the 
mechanisms of human behavior (Fig. 1). 
Not all of the parts of this drawing are 
based upon established fact, and I expect 
that in the next few hundred years there 
will be some revisions in it. Yet I cannot 
help but feel that it represents the actual 
situation even though it describes it inac- 
curately. Human behavior, especially in 
those aspects which make it peculiarly hu- | 
man, has two important and absolutely es- 
sential components. There is the machinery 
and there is the incoming and stored infor- 
mation based on experience. There is no 
single discipline, unless it be psychiatry it- 
self in its broadest sense, which is capable 
of describing and comprehending both com- 
ponents(30). In any disorder of behavior ; 
the so-called “lesions” are in both of these 
components, although it is possible for the f 
primary defect to be in one or the other. 
Thus in the three conditions which I have 
already mentioned, paresis, pellagra, and 
phenylketonuria, the primary defect is in 
the machinery (if we confine our at- 
tention to the afflicted individual and 
for the purposes of this argument neg- 
lect a more fundamental lesion in so- 
ciety). I have no doubt at all that 
there are other disorders of personality and 
behavior where the primary disturbance 
has been in experience reflected in the 
stored information ; and similarly no doubt 
that still other disorders require defects in 
both of these spheres. Although lesions have 
been postulated for many disorders in eac 
of these areas, I think it is fair to say that 
none of them has been demonstrated with 
the rigor and clarity which characterize the 
three conditions I have mentioned. The 
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FIGURE 1 
The Mechanism of Behavior (Diagramatic) 
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chemical lesion” of schizophrenia and the 
specific aspect of parental or family influ- 
ence which are “schizophrenogenic” have 
a common the fact that they are both hypo- 
ap But they are heuristic hypotheses 
as BGs aera for considerable current 
ae is need in such a scheme for both 
T he chemistry and psychoanalysis, using 
oa atter in its research rather than its 
h erapeutic sense, The neurochemist can, if 
S 8 sophisticated, look for particular chem- 
H omni and study their metabolism 
Eos e brain. Before he was able to do that, 
l a it required a Thudichum to ana- 
aa e brain as a whole to the best of his 
ee the techniques which he had 
2, . and trying to introduce a mini- 
ad e acnoteadtan or distortion to the 
ones unds which he isolated, so that he 
a. pp with a weighted analysis of the 
- In the same way the psychoanalytic 
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Process in its purest form can be looked 
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upon as a sort of information retrieval. 
course one can formulate specific que 
tions and, using techniques of modern s 
ciology and psychology as well as the 
amination and interview of the skilled 
chiatrist, obtain responses to specific q 
tions. But in order to know what ques 
to ask it would seem to be of fundamen' 
importance to have some approximation 
a total analysis of the object of discour: 
be it brain or information, be its com 
nents “free” and “bound,” or “conscious, 
“preconscious” and “unconscious.” It wou 
also be useful to know the relative weig 
ings of these components in the who 
some extent a non-directive psychoa 
technique fulfills these criteria, at I 
does so better than any other techn 
which we have today, especially if it re 
nizes and makes some compensation fo 
distortions introduced by the analyti 
cedure. wid 

I seem to hear murmurs. of o 
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this elementary formulation from two camps. havior. He did this at a time when the 
The one rebukes me for having idealized consensus of thinking was emphasizing the 
the psychoanalytic process. They say that I overriding importance of anatomy and 
have ignored the incrustation of dogma, au- pathology, when constitutional factors were 
thority, circular reasoning, and self-fulfilling thought capable of explaining all aspects of 
predictions which mark the psychoanalytic behavior from chorea to criminality. 
school. There are others who will say that It is nevertheless true that most of these 
this reduction of the psychoanalytic process theories have not yet had the opportunity 
‘is childishly naive, has discarded the rich and advantage of testing and validation by 
_ contributions of psychodynamic theory, the the accepted methods of science. As a gra- 
_ values of transference and counter-trans-  tuitous personal opinion, I doubt whether 
ference and other important aspects of inter- Freud’s theories will eventually turn out to 
personal relationships which are inextricably be the most complete or valid explanations 
bound to the psychoanalytic process, or that of human behavior. If they did it would be 
‘I have stripped and dehumanized “the a really unprecedented achievement. Gali- 
most insightful contribution to our under- leo invented a telescope, made some obser- 
standing of human nature in the history of vations on free fall, and promulgated his 
_ humanity”(31). To whatever extent these own opinion and that of others that the 
allegations are true, I have provoked them earth revolved about the sun, Newton found 
_ deliberately, in order to find an essence some important generalizations in the simple 
in psychoanalytic process which can be ac- motion of material objects and derived a 
_ cepted by the most critical scientist as a mathematical expression for the force of 
minimum achievement or desideratum. gravity. William Harvey, building upon the 
_ I must also confess to a little impatience work of others, postulated the circulation of 
‘with the recurrent debate on whether the blood. These great human achievements 
Freud was a pretender or an intellectual would be surpassed by far if it were true 
“superman whose theory must, ipso facto, that Freud, on the basis of his own knowl- 
_ form the basis of modern concepts of human edge of anatomy, physiology and the be- 
_ behavior; whether his followers are spe- havioral sciences, or even upon all that was 
cially anointed with unique insights into known in his time, could have developed a 
understanding the human mind, or a group theory which explained even a significant 
_ of benighted, doctrinaire and unscientific segment of the fantastic complexity of hu- 
_ Partisans. Such ad hominem arguments have man behavior. To whatever extent his 
‘no place in the forum of science. I prefer to theories will be substantiated, modified or 
_ look at Freud with a certain amount of de- refuted by scientific evidence which is now 
_ tachment and in the context of his time. beginning to be acquired, his contribution 
_ Borrowing heavily from the work and opin- to psychiatry will remain a permanent and 
= ions of many others (as we all do and substantial one. 
_ should), he elaborated a theory, or more Many reasons have been given which 
_ Properly a group of theories, and against purport to explain why psychiatric research, 
‘much opposition promulgated them with especially that which is designed to test 
_ such conviction and zeal that it broadened psychodynamic theory, is different from re- 
the field of psychiatry and revolutionized search in other branches of medicine or 
the concepts even of his adversaries. The science, and why the usual rules of scientific 
validity of his particular theories is not evidence cannot be applied to it. I remain 
nearly so important as the cogency of his unconvinced that psychiatry is a field apart 
point of view nor as the probability that from other areas of scientific discourse. Al- 
he contributed substantially to introducing though I recognize the cogency of many of 
into the discourse on human behavior the these arguments, I would prefer to think 
idea of the importance of unconscious ele- of them as possible pitfalls or as difficulties, 
-mental drives and experiential factors, and greater in this field than in others, which 
led the movement which was, to a large must be taken into consideration and must 
extent, responsible for adding the informa- somehow be overcome. 
tion component to the mechanism of be- There is the strong feeling in some quar- 
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ters that research and good therapy are in- 
compatible. It is felt that regardless of the 
validity of the hypotheses or interpretations, 
it is therapeutically important that the pa- 
tient believe them implicitly. It is further felt 
that doubts and skepticism on the part of 
the therapist which are admittedly the im- 
portant qualities of the investigator would 
somehow be communicated to the patient, 
with a resultant loss in his confidence and 
in the efficacy of the therapy. 

While all of this may be true there is no 
acceptable evidence for each of the assump- 
tions which it makes. I have heard perfect- 
ly plausible psychodynamic explanations of 
why research is threatening to patients but, 
interestingly enough, equally convincing 
psychodynamic explanations of why it is 
supportive, Since the evaluation of the 
efficacy of even the major forms of psycho- 

\ therapy has been so long in coming, I doubt 
that anyone has had the means or the in- 
clination to test the comparatively trivial 
question of the effect of skepticism in the 
therapist. In the long term study of White- 
horn and Betz(32) on the relationships be- 
tween personality factors of therapists and 
their therepeutic results in schizophrenia, 
although many variables have shown a 
significant relevance, skepticism or convic- 
tion have not been among them, To the 
hypothetical opinion stated above, I should 
like to offer a counter one. This would be 
that, just as the “training for uncertainty” 
is important in the education of other physi- 
cians (33), so this feeling of uncertainty and 
humility is of value to the psychiatrist ; that 

e average patient is sensitive enough to 
recognize what the psychiatrist can be ex- 
pected to know and what he cannot. It is 
asta that confidence is reinforced when 
aa psychiatrist speaks authoritatively from 

is vast and special experience with obser- 
vations of other human beings in similar 
situations and when he makes recommenda- 
ae based upon them. When in addition 

e admits that he, and medical science gen- 
erally, do not know all of the answers to 
A causes of the problem, it is even possible 
b at this may strengthen the human bond 

etween them. In any case, if we agree that 

TAS one of these two opposing hypo- 

a has been proven, we can at least 
ake a reasonable prediction of what the 


result would be if we assume one or t 
other to be correct and behave accordingly 
If skepticism were repressed, would we 
guarantee that progress will stop and pre 
ent opinion be perpetuated and even rei 
forced by the uncritical selection of | 
from the vast supply available? On 
other hand, will not the skeptical attitude, 
on the basis of all our experience in other 
scientific disciplines, make for revision and 
improvement and progress ? ie 
Another major problem, often a bar 

psychiatric research, is the idiosyncratic na- 
ture of human personality and therefor 
presumably of mental illness. There is 

doubt at all that human beings differ re- 
markably one from another, not only in th 

field of personality, but also in every an- 
atomical and physiological aspect. It is also 
true that the personality differences are su 
that the variance which may be introduc 
in that sphere or in behavior by individu: 
ity is magnitudes greater, because of th 
tremendous leverage in the behavioral fiel 
than the variance which occurs, let us say 


rangement and weighting of a considerably 
simple alphabet of ig 
whether the very alphabet is unique to the 
individual. All the biological and the be- 
havioral sciences are based upon the as 
sumption of common factors of which we 

partake in different degrees and combini 
tions. Psychodynamic theory not only | 

cepts but is based upon the existence of 
these common factors ; indeed, I never cease 
to be impressed with the small number © 
variables into which that theory in 

classical forms has managed to compress 
so many aspects of human behavior. If the 
assumption of the importance of common - 
factors is correct, then psychiatry is nol 
qualitatively different from every oth 
field of biology which, recognizing 
uniqueness of the individual, neverthel 
attempts to study the common factors a 
how they are combined to produce 
individuality. Statistical techniques 

been devised, are available and are be 
used in every other science which pi 
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_ to weight them appropriately in the result- 
ant, and psychiatry has begun to take ad- 
vantage of them. 
An unfortunate corollary of the recog- 
ed idiosyncratic aspects of personality is 
he rather alarming tendency today to neg- 
lect the older concepts of nosology and the 
description and classification of mental dis- 
orders. Diagnosis is undervalued and men- 
tal illness is being regarded less as a “dis- 
ase” or even a “disorder” and more as 
‘a way of life,” or an individual adaptation 
to a unique life situation. If such were the 
Case, of course, it would follow that what 
as formerly thought to be a categorical 
disorder is now unique for‘ and peculiar to 
individual patient. It would follow, 
so, that there is little sense in concerning 
Oneself with “schizophrenia” or “anxiety 
eurosis.” One should really speak of John 
nes’ Disorder or Mary Smith’s 


Boy 


when Adolf Meyer did so, when Kraepelin’s 
sological categories were generally as- 
umed without evidence to represent dis- 
eases with specific and simple etiologies, 
athogeneses, predictable prognoses, and 


(from V. Norris, 


Schizophrenia 
Manic Depressive 
Senile psychoses 
Epileptic psychosis 


General paralysis 
Alcoholic psychosis 
Psychoneuroses 
Mental deficiency 
Disorders of character and behavior 44 


All psychiatric disorders 


stipulated treatments. It is no longer neces- 
sary to accept either assumption ; it is quite 
possible to recognize that phenomenologi- 
cally at least there are significant clusters 
in the expression of mental disorder. It 
seems rather rash to discard the decades of 
careful clinical description for an unverified 
hypothetical postulate. Of course it is pos- 
sible to exaggerate the diffuseness of these 
categories by concentrating upon the rela- 
tive minority of patients who seem not to 
fit neatly into any of them, but in doing so 
we forget the many who do and their gen- 
eral consistency and reliability. 

In Vera Norris’ comprehensive study of 
mental illness in London(34), there was a 
recent opportunity to re-examine the re- 
liability of some of these classical diagnostic 
categories, in a study of a large series of 
patients who were seen and diagnosed in 
a brief observation at a receiving hospital 
and in a much longer stay in a mental insti- 
tution. It should be pointed out that no 
effort was made to emphasize the impor- 
tance of diagnosis or to refine the diagnostic 
techniques since this study was done after 
the fact and represents the unpremeditated, 
unimproved reliability of the diagnostic 
categories as they are employed in London. 
Table 1 represents a summary of her results, 
indicating the percentage of concordance in 
the diagnosis between the 2 institutions for 


TABLE 1 


il P 
Diagnostic Concordance Between Observation 


Unit and Mental Hospital 


Mental Illness in London, 1959) 


% concordance 
Men 


74 
63 
61 
93 
90 
79 
62 
75 
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each of several diagnostic categories. There 
is a remarkable consistency here, all the 
more remarkable since most of these diag- 
noses are made without the advantage of 
xrays, blood tests, or other objective and 
sometimes pathognomonic criteria. I won- 
der whether a random sample of medical 
diagnoses generally would yield a signifi- 
cantly higher reliability. It seems unfortu- 
nate to close our eyes to these obvious clus- 
ters as a reaction to preconceived and un- 
warranted notions of their significance with 
regard to etiology, genetics, prognosis or 
therapy. Where we have no clear idea of 
etiology or pathegenesis, treatment should 
and will continue to be based upon the in- 
dividual interaction between the patient and 
his life situation. But to discard those com- 
mon clusters of symptoms is to throw out 
information and exaggerate chaos. 

It has been said, usually by those outside 
the field, that psychiatry depends too much 
upon subjective observations ever to be- 
come a science. To this I take strong ex- 
ception. It is not subjectivity itself which 
keeps a field from being scientific, but a 
failure to recognize, minimize, or compen- 
sate for subjective error. The human senses 
are notoriously imprecise, variable and 
fallible, although this ignores the ear of a 
Toscanini which could recognize a deviation 
from the correct frequency of 1 part in a 
thousand, Used properly, however, all that 
the unaided senses of those of us not so 
gifted need introduce into the observation 
Is a larger standard error of measurement. 
The internist of 150 years ago is reputed to 
have been able to diagnose diabetes mellitus 
by tasting urine, and even today some re- 
search has been done in which the most 
Sensitive instrument which could be found 
was the nose of expert tasters(35). 
ee observation and subjective 
tan ia is Pug ate infinitely more so 
DPS R Ta le on a spectrophotometer. It 
of the ne y influenced by the motivation 
ean observer, the internal or external re- 

s which come from making a dis- 
Covery, and from various social pressures. 

Outon and his associates(36) have shown 
on = simple a task as counting the clicks 
alse iota can easily be made to yield 

eh its if such are reported by others. 
i Pressure of subjective bias operates 


in two interesting ways. In the first place, 
may obviously influence the initial data 
themselves, certainly when they are sub- 
jective but even when they are as objectiv 
as the taking of a reading on a calibratec 
scale. It is a commonplace observation in 
a laboratory of physics or chemistry that 
such readings are not entirely independent 
but are influenced by previous ones, so that 
the careful physicist makes sure that knowl. 
edge of a previous reading is obliterated by 
a process of randomization in obtaining 
each new one. Where the observation itself 


gist has attempted to get around this diff- 
culty by the use of the so-called “double | 
blind technique,” in which, if properly used, 
the chance that the crucial observation will 
be influenced by knowledge of the hypo- 
thesis or of the expected results by either 
the patient or the observer is minimized. It 
is relatively easy to do this in drug studies 4 
and in other biological observations and 
all the more lamentable when it is neg: 
lected, as it so often is. I have in another 
context pointed out the deficits in biological 
research in schizophrenia in this regard 
(87), but similar or even greater deficits — 
exist in other areas. The double blind de- 
sign has had practically no application as 
yet in studies of social and psychodynamic 
variables, especially at the clinical psychi- 
atric level. The genetic studies in schizo- 
phrenia have not taken every precaution to 
prevent the hypotheses being tested from 
contaminating the data being recorded, 
while in the growing field of the possible 
influence of family factors on the genesis of 
schizophrenia few of the studies have taken — 
this problem into account. t; 

John Clausen in his excellent review of 
The Sociology of Mental Illness points out 
some of these influences(38) : 
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themselves accentuate the relational tendencies 
to which attention is being called. The test 
of these theories requires work with normal 
families from a variety of backgrounds, in a 
variety of observational settings. 


Even after that is done it will be neces- 
sary that the observer who is evaluating the 
family setting be kept free of bias regard- 
ing the presence or absence of a schizo- 
phrenic member. Of course to do truly 
double blind, well controlled research in 
these fields would be a Herculean task; 
most of the past and current investigation is 
still in the stage of pilot studies in which 

_ hypotheses are being generated rather than 
tested. One hopes, however, that before 
these hypotheses are accepted by the in- 
vestigators or by psychiatry generally the 
problems inherent in performing such a 
study will have been worked out. 

Most scientists in every discipline are 
aware of this common source of error and 
attempt sooner or later in the development 
of their study to prevent it by appropriate 
research design. A more subtle type of sub- 
jective bias which is not as generally recog- 
nized is the conscious or unconscious selec- 
tion which is interposed between the taking 
and reporting of an observation. There is a 


universal and perfectly human tendency to 


accept uncritically those observations which 
support one’s preconceived or hoped-for no- 
tions, and to examine much more critically 
and reject for what apparently is good 
cause the observations which tend to dis- 
credit them. Hardly ever are the conditions 
under which an observation is made com- 
pletely perfect, in most types of research 
with which I am familiar. There are always 
factors such as temperature deviations, 
changes in atmospheric pressure, in pH, in 
the reagents, in the subject, or in the ob- 
server, in every observation that has ever 
been made, It is an easy matter, therefore, 
to find valid and convincing evidence for 
the rejection of observations that one does 
not like. This, I suggest, has been a major 
source of confusion and error in the scien- 
tific literature. 

This failing is not peculiar to psychiatry 
or even to biology. We all secretly envy the 
physicist who deals with such beautifully 
precise and objective instruments and such 


simple and immutable phenomena. Figure 2 
is a chart of the measurements of the veloc- 
ity of light which have been made through- 
out the world in the past 30 years(39). I 
have deliberately broken the ordinate in 
order to exaggerate the errors involved and 
to make them less humiliating to biological 
and behavioral scientists, Although the mag- 
nitude of errors is perhaps 10,000 times less 
than the errors with which we deal, their 
effect upon the measurement and the rea- 
sons behind them appear not to be material- 
ly different. We note that over the 30 years 
in which these particular measurements 
have been made there does not appear to 
be a random scatter of the results which we 
would expect through the operation of ex- 
perimental error. Rather there seems to be 
a clustering of the results, for which one can 
offer some hypotheses. The first result is one 
which was made by Michaelson in 1926 and 
was somewhat lower than the value ac- 
cepted until that time, based upon a con- 
siderable number of older measurements, 
Michaelson was in the midst of making a 
second series of measurements some years 
later but unfortunately died before they 
were completed. His associates published 
the results posthumously ; these results are 
also shown, significantly lower than the pre- 
vious ones. Now, interestingly enough, the 
next several measurements by independent 
workers in other laboratories seem to cluster 
about that one. After the Second World 
War radar was used in the development of a 
novel technique for measuring the velocity 
of light which seemed to have certain ad- 
vantages and which gave a value significant- 
ly higher than those of the previous series. 
This observation was followed by a rash of 
others, some made by the same techniques 
which had been used previously, but some- 
how agreeing more with the new value than 
the older one. 

Now even in the measurement of light 
velocity all the observations are not given 
equal weight. Rather it is the tradition to 
reject certain data on the basis of atmos- 
pheric or instrumental vicissitudes, although 
the number of rejected observations is Te- 
ported. It is my hunch that in this selection 
process there is an unconscious bias in the 
direction of conformity with preconceive 
notions and accepted values. This hun 
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ds support in the opinion of an authority 
like Professor Bearden, who discussed this 
estion in the American Journal of Physics 
(40). After considering and arguing against 
e chance and systematic error, he sug- 
ts “that the experiments were not really 
independent but that there was a subcon- 
ous psychological factor which tended to 
make each experimenter look for errors in 
technique until he could check the then 
epted value. It appears that (this as- 
sumption) is the most plausible.” Mulligan 
and McDonald have also discussed this 
int. 


“It does seem clear from the history of physics 
t occasionally the result of a very high precision 
ement of a physical constant by someone 
ent in the field has intimidated other workers 
publishing results in substantial disagreement 
this value . . . As early as 1947 Aslakson 
d that his ‘Shoran’ distance measurements 
wired a value of c higher by more than 15 km 
sec than the then accepted value. He did not 
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FIGURE 2 
Measurement of the Velocity of Light as Reported in 
the Physical Literature from 1926 to 1956 
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If the importance of these subconscio 
psychological and social errors is recogn 
by physicists, should not psychiatrists | 
even more aware of them and attempt 
avoid them, or at least recognize and com- 
pensate for them in their thinking and writ- 
ing? - 
In other branches of medicine, the Bi 
topsy(42), the xray and the chemical 


report his results at that time, however, because 
he thought there must be some as yet un 


1949, when evidence was mounting 
sources in favor of a higher value of c that Aslak: 
son first published his original evaluation, c=299,- 
792.4 km per sec. It seems at least possible that 


minations of (others) in which such great confi- 
dence was placed at that time”(41). ie 


eet? 
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laboratory have served as checks to the re- 
inforcing of clinical presumption of under- 
lying processes by selective observational 
bias, Such relatively objective and dispas- 
sionate guidelines are lacking in psychiatry 
and it is that lack rather than ineptitude or 
indolence which has kept psychiatry a 
young science, comparable to medicine a 
generation ago. 
The idiosyncratic aspects of human per- 
sonality and behavior plus the lack of ob- 
jective criteria for the evaluation of prog- 
ress, have undoubtedly inhibited the moti- 
vation and de-emphasized the obligation 
_ to test the efficacy of various forms of psy- 
_ chotherapy. They have also formed the 
= basis for a devaluation of the few studies 
_ which have attempted to do so. Recogniz- 
ing that the efficacy of a therapeutic proce- 
_ dure is not a valid test of the theory upon 
which it is based, Frank has pointed out 
the need for empirical evaluation of the 
elative efficacies, by the criteria which we 
_ have, among different forms of therapy ad- 
ministered by various therapists to a wide 
variety of patients(43). We are asking too 
_ much if we seek and wait for the one study 
which will answer all of the questions at 
once. No surgeon can predict the outcome 
of a particular operation in an individual 
patient, nor can one be certain in advance 


p~ 
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the betting odds, 
-~ has been 
techniques which we have develop and 
‘as and more sharply define 
the conditions in which each therapy is most 
' effective, Every therapist, be he surgeon, 
internist, or psychotherapist accepts a pa- 
tient for treatment without knowing all of 
the individual factors which will determine 
the final outcome, but on the basis of hypo- 
theses that he can help such patients. Those 
hypotheses can be tested. 

Recognition of the problems and imagina- 
tive scientific design can, I am sure, find 
substitutes in psychiatry for the simpler ob- 
_ jective criteria which are available to other 
_ disciplines. Much has already been accom- 
_ plished, but it will take continued alertness 
X to the common pitfalls of science and those 
7 : i 


peculiar to psychiatry, a wealth of ingenuity 
and a vast expenditure of time and effort 
to meet the challenge effectively. It will also 
require patience and forbearance if we are 
to avoid the reactive swings which have 
marked psychiatric thinking in the past. For 
we must also realize that research and sci- 
entific methodology are developing to en- 
rich psychiatry and not to impoverish it of 
its other qualities. No sophistication of sci- 
entific design can take the place of the 
imaginative and creative spirit, no amount 
of research output can substitute for a sensi- 
tivity to human problems and a willingness 
to ‘utilize appropriately the knowledge 
which we have, at every stage of our 
progress, in service to the individual hu- 
man being and his community. 
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_ This paper will discuss a syndrome that 
is appearing with increasing frequency(4) 
psychiatric clinics for children. The prin- 
iple presenting symptom is the reluctance 
and ultimate refusal of the child to attend 
school. 


THE SYNDROME 


The failure to attend school in such cases 
can be differentiated from truancy in 3 
_ particulars : 1. Unlike the truant, the school- 


fe) 


ballgame. 2. The absence of the truant tends 
to be intermittent and for short intervals of 
a day or so, whereas, the school-refusing 
child absents himself for days, weeks, or 
ven months at a time. 3. The truant is ab- 
nt without the knowledge of his parents. 
e essence of school-refusal is that while 
‘the parents are painfully aware of the ab- 
sence of the child they are powerless to en- 
force his attendance. 
In the beginning, the child may not 
directly refuse to attend school. More fre- 
quently somatic complaints such as ab- 
minal pain or nausea, headaches or dizzy 
‘Spells raise a question in the parents’ minds 
_ about the advisability of sending the child 
_ to school. These physical complaints tend 
_ to recede quickly if the child is permitted to 
temain home but they are frequently ag- 
ravated if the child is taken to school. 
While these symptoms may have somatic 
_ Toots in that they are sometimes vegetative 
concomitants of anxiety feelings, it is doubt- 
ful however if they should be accorded the 
_ dynamic status of conversion reaction, 
If the parent attempts to force the child 
to attend school, the “refusal” aspect of the 
-  nonattendance becomes more evident. The 
_ child will often become anxious, make 
protestations of pain and fear, If the parent 
is insistent he may go on to angry accusa- 
tions, even blows. Once the parent capitu- 
‘lates and allows the child to remain home, 


um 


1 Read at the N. Pacific Society of Neurol. and 
Psychiat. meeting, Apr. 8, 1961. 
2 1214 Boylston Ave., Seattle, Wash, 
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relative peace is rapidly restored. 

The core symptom, then, is a failure to 
attend school, with the knowledge of the 
parent but beyond his control. 


DIAGNOSTIC CATEGORIES 


In the literature this symptom has some- 
times been described as a single entity and 
accorded the name “school phobia.” Recent 
articles(3, 12, 16) show that the symptom 
appears in a variety of psychopathological 
configurations. There are 3 main categories 
so described. While the focus of this paper 
will be upon the acute or neurotic syn- 
drome, for clarity, the other categories will 
be described briefly. 

Acute School Refusal: The sudden ap- 
pearance of reluctance and refusal to at- 
tend school constitutes the principle symp- 
tom. These children are usually pre-pubertal 
and most frequently from grades 4 down 
to, and including, kindergarten. This syn- 
drome will be described in more detail 
later. 

Characterological School Refusal : While 
reluctance and ultimate refusal is a prom- 
inent symptom in characterological cases, 
it does not occupy as central a position in 
the psychopathology. Social difficulties with 
peers, affective disturbances and acting out 
behavior of a mild or predelinquent kind 
are not infrequently part of the picture. 
Indeed, in the author’s experience, an active 
peptic ulcer complicated one such case in 
a 14-year-old boy. School refusal may be ac- 
corded undue emphasis in the symptom 
complex because it is most frequently this 
difficulty that brings the child to the at- 
tention of agencies, psychiatrist, or authori- 
ties. This category of school refusal 
is more common in children of early 
adolescent years, and most authors feel that 
it represents a more severe personality dis- 
turbance in the child than does acute school 
refusal ; parental psychopathology appears 
to be of greater magnitude in such cases- 
Here one is not describing acute school re- 
fusal cases that have been permitted to g0 
on to chronic nonattendance. The deterio- _ 
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ration of such children shows a rather dif- 
ferent picture than that of the character- 
ological school refusing child. 

School Refusal as Incipient Psychosis : 
The least frequently seen category is that 
which heralds the onset of a psychotic ill- 
ness in an adolescent child. In the author's 
experience, the refusal to attend school in 
these cases, has been explicable on the basis 
of the first appearance of psychotic mani- 
festations in the classroom. Experiencing 
frightening hallucinations or delusions in 
that setting, the child avoids attending. 


THE ACUTE SCHOOL REFUSAL SYNDROME 


It is proposed to describe more fully the 
acute pattern of school refusal as a basis for 
discussion of the dynamics, treatment and 
prognosis of this particular condition. In 
addition to refusal to attend school, such 
children frequently show disturbances of 
affect, behavior and self concept. Affective 
disturbances are revealed in the history as 
well as in the presenting picture. Parents 
report that such children have often had 
many fears during early development, i.e., 
fear of dogs, the dark, thunder, lightning, 
etc. Indeed some authors have felt(4) that 
a proneness to anxietous affect exists in 
these children. 

Much has been made of the child’s fear 
of school. It is the author’s experience that 
there is question as to whether these 
children are actually afraid of school, per se. 
It may be that principals and teachers, ap- 
prehensive over the role of the school in 
initiating the child’s difficulties may sug- 
gest to the child that he might be fearful 
of One or another aspect of his school ex- 
perience ; parents, seeking to extenuate the 
child’ s failure to measure up to social ex- 
oo may also suggest that he is afraid 
d school; therapists, seeking to confirm 
ee formulations may induce such 

ee to produce the expected confession 
of fear of school. While children may report 
a fear of school and even focus upon a 
Particular teacher, child or classroom, such 
menty seems to be more of an after- 

coght, than a true phobic anxiety. 
i more clearly observed anxiety centers 
oe the child’s need to be near his 
a r constantly. When these children 
e not attending school their concern over 


separation from mother is so great that they 
often need to keep her within sight, if not 
touch. One mother reported her child fol- 
lowed her about the house constantly, even — 


sitting with his back to the bathroom door = 


when she used that facility. i 
The most constant anxiety fantasy re- 
ported by these children is of accident or 
injury occurring to their mothers while 
they are absent. It may be that the anxiety 
observed in the classroom is related to per- 
vasive obsessional thoughts of injury: or 
accident having occurred to the parent 
while the child is at school. Some children 
report such obsessional thoughts. The de- 
sire to remain at home may be motivated 
by their need to be assured of the well be- 
ing of their parent, Their personality 
structure is such that they may also feel | 
that their presence with the parent will 
confer a magical protectiveness. ` 

One of the most striking observations is of 
the child’s need and ability to manipulate 
and control his parent through mobilizing 
and exploiting her guilt feelings, self doubt 
and subservience. Tears and tantrums 
would seem to be more in the service of 
maintaining such control than representa- 
tive of depressive affect or hypomanic be- 
havior(1). 

In some cases the extent to which the 
child controls the family is remarkable. Not 
only does. the child decide when and 
whether he will attend school, but meal and 
bedtime as well as many other aspects of 
family living may be subject to his decision 
or, at least, veto. The social and personal 
life of his parents and siblings may be sub- 
ject to his tyrannical control. These children 
are particularly sensitive to the doubts and 
uncertainties of their mother and exploit 
these feelings to retain their control. When ~~ 
parental compliance is not forthcoming, ~ 
tears, tantrums and, in some cases, threats 
to kill themselves and the parent ensue.’ 
These children are filled with hostility, 
While this affect sometimes erupts in the ~ 
threats described, it is more generally pas: 
sively expressed. Manipulation and control ` 
of the family gains its impetus from this — 


3 Tyrannical over-control of the family by the E 
child is sometimes seen in children who have no 
difficulty in attending school regularly. The reason 
for this is not clear. 
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hostility. The anxiety over accident or in- 
__ jury to the parent is probably a conversion 
of such feelings. 

It should be mentioned that most of these 
children are bright, frequently good stu- 
dents, sometimes careful and almost ob- 
sessional workers. Outside of their homes, 
they are reported to be mannerly, polite, 
sometimes excessively conforming, They are 
alert to the feelings of others. They are 
extremely perceptive of the clues that 
_ enable them to detect the concerns and 
attitudes of others. While they tend to use 
~ this knowledge to further their manipula- 

tive ends, their possession of this skill is 

_ probably related to the protracted closeness 
_ of their early relationship with mother, 
“i Almost all authors agree that a highly spe- 
_ cific type of pathological relationship be- 
~ tween the mother and the child is usually 
_ Present. On rare occasions, it is the father 
_ who is involved in this particular relation- 
ship distortion, The mother is anxiously 
overinvolved with her child, She tends to 
_ Overprotect and infantalize him, to have 
little recognition of his growing capacity for 
living. Her anxiety as to whether her child 
_ can live up to life’s expectancies is com- 
 municated to the child. She is unable to 
_ Offer him the limits and expectations that 
will lead to experiences of mastery and so 
_ develop in him a sense of competence and 
= worth. His continued dependence, indeed 
_ regression, is thus encouraged. 

The mother soon develops a sense of 
incompetence as a parent which frequently 
aggravates a basically impaired sense of her 
own worth. Anxious and hostile feelings 
_ develop and a deep ambivalence towards 
the child is common. While the mother’s 
hostility may erupt on occasion into overt 
rejection and expressed hatred, it will soon 
be buried again in guilty overprotective- 
ness. 

Authors disagree as to the reason these 
mothers become overinvolved with their 
children. Some see them as immature even 
infantile persons who have experienced 
serious difficulty in achieving a sense of 
independence and autonomy in the course 
of their own psychological maturation. 
Others point to the unrewarding quality of 
the marital life of these women. Their hus- 
bands certainly tend to absent themselves 


from the situation, to be weakly incapable 
and to relate themselves superficially to 
their wives and children. It is postulated 
that the mother’s desire to escape from this 
unrewarding life situation represents the 
abandonment of her child and so produces 
a reaction of guilty indulgence. 

It seems likely that in certain cases the 
above factors are important, however, it may 
be that the overinvolvement of a mother 
and her child does not always reflect deeply 
rooted psychopathology in the mother, 
Many young mothers today are in the po- 
sition where they must rear their children 
with little or no support from experienced 
relatives. This may well render them sub- 
ject to increased stress over dealing with 
their child’s growing needs. The populariza- 
tion of negative psychiatric clichés may 
have contributed significantly to parental 
inhibition over controlling their child di- 
rectly, Fearful of traumatizing her child 
and deprived of experienced advice it is 
possible that mother may slip into indulgent 
management. Where such factors are oper- 
ant the capacity of the parent to respond 
to psychiatric assistance is understandably 
greater than in those cases where severe 
conflict over unresolved dependency needs 
have produced mother’s overidentification 
with the child. 


DYNAMICS OF THE SYNDROME 


Several authors have suggested that the 
term “school phobia” is misleading(4, 5, 
12). However, this formulation continues to 
appear in the literature. It is suggested 
that anxiety over separation from the mother 
is displaced onto the school and thus de- 
limited, becoming a fear and phobic avoid- 
ance of school. Since these children do 
not always express a marked fear of school, 
it is questionable that such a displacement 
has taken place, Further, their separation 
anxiety continues unabated. The economic 
gain to the psyche of a phobia is that by 
delimiting the anxiety to a specific situation 
which can then be avoided, the individual 
gains a greater freedom of function. These 
children however continue to be bound 
tightly to their mothers and it seems doubt- 
ful that phobic delimitation of anxiety has 
really occurred. The dynamics of phobia 


“seem to be questionably applicable to this 
syndrome. 

The use of the term “school phobia” has 
been dignified by time and were it not for 
certain psychological consequences of its 
use, it would be carping to quarrel with 
such usage. It seems probable that the 
hesitance of some therapists to insist upon 
early return of the child is based upon an 
understanding of the syndrome as a phobia. 
Feeling the child's nonattendance to be 
prompted by intense phobic anxiety, such 
therapists are fearful of precipitating panic 
attacks by insisting upon return. Similarly 
the attention of school persons tends to be 
focused upon the anxiety of the child. This 

_ leads them to look for fault in their teachers 
of program and to protect the child by con- 
cessions ranging from limited classroom ex- 
pectation to home tutoring. In the latter 
case, the child is denied the opportunity to 
recover and in the former he is robbed of 
desperately needed experiences of mastery. 
Finally, the term phobia focuses upon the 
anxiety of the child and neglects that most 
striking aspect of this syndrome, the manip- 
ulative and controlling quality of the child’s 
relatedness to his parents. The term “re- 
fusal” would seem to be more appropriate- 
ly descriptive of the situation of the child’s 
honattendance. 

The principle conflict for these children 
centers about their struggle to achieve “a 
Sense of autonomy, to delimit their own 
egos, to find their own identity and sense of 
worth. To this end the child behaves as a 
tyrant, he operates from a self concept per- 
vaded by infantile omnipotent fantasies. 
He rules his parent, who sustains these fan- 
tasies through protective indulgence. Her 
Mounting resentment eventually erupts into 
ee of anger or rejection. In turn 

child reacts with hostility which, with 
magical power born of omnipotence has life 

emma dimensions towards his parents. 
anxiety over separation is precipi- 

tated. The child cies with ingratiating 
conformity and tearful clinging and the 
Sle is ready to make it up to the child 
or her recent explosion of hatred. Mutually 
_ Supportive fusion results and further re- 

_ Stession is encouraged. The child reasserts 
3 tyrannical rule over the home and re- 

_ “uses to attend school. 


capacities, He learns to feed himself, to 
dress himself, to tie his own shoe laces, t 
wait a little for his satisfactions. Some chil. 
dren seem to reach actively for such ex- 
periences of mastery and growth. Some 
babies reject their bottles. Some children’ 


clothes. For some other children however, 
each new responsibility is greeted as though 
it were an unwelcome irritation. The pai 

ents of such children must be patient and 
determined if the child is to achieve this 
step in his growth. : 

It may be that such differences in chil 
dren are a reflection of constitutionally d 
termined approaches to experience ; it may 
be that such differences are solely the result 
of the nature and quality of parental man- 
agement offered the child. It may be that 
both factors are operant with varying sig- 
nificance in individual children. ; 

In any case, experiences of mastery €l 
able the child to develop a sense of him 
self as an autonomous individual. With 
each new expectancy encountered and ma: 
tered, the child achieves a growing sense 
of his personal worth. Gradually, he ex- 
changes the omnipotent fantasies so essen- 
tial to his security as an infant for a view | 
of himself as a separate individual, albe: 
less than totally self determining, yet wit 
capacity and worth, 

Denied limits and expectancies to grow 
against children are infantalized. Their om 
nipotent fantasies persist; their personal 
autonomy is stunted in its developmen 
When life requires them to leave the pr 
tection of home to attend school, they are 
forced to view themselves comparatively fo: 
the first time. Their fragile sense of worth 
may not sustain the comparison, and a 
tendency to regress to more infantile mode 
of behavior results. . 


TREATMENT 
To be effective treatment must e 
stituted promptly and must include 
return to regular school attendance. 
sS N 
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up studies have shown a clear relationship 
between the effectiveness of treatment and 
the promptness of its initiation(12, 16). 
These children cannot be allowed to lan- 
guish on waiting lists; their condition 
should be regarded as an emergency. 

The first phases of treatment are con- 
cerned with the child’s early return to 
school. Some authors express concern over 
action preceding insight and are concerned 
that panic states not be precipitated. Most 

Writers however feel that prompt and vigor- 

= ous action to return the child to school is 

indicated. In order to achieve this goal it is 

__ hecessary to deal directly with the concerns 
. of the parents, the child and the involved 
school persons. 

The parents should be informed that the 
child’s problem is not school and that his 
interests are not served by his nonattend- 
ance, The difficulty they experience in 
knowing how to deal with the child’s be- 

__ havior is acknowledged and accepted as a 
product of their desire to help the child. It 
is pointed out, however, that their present 
measures are currently ineffective. A date a 
few days hence is set for the child’s return. 
It is sometimes helpful to involve the father 
in the mechanics of conveying the child to 
school. The difficulties of the first few days 
can be dealt with more effectively if the 
parents are told that they may call the 
therapist in the mornings if difficulties de- 
velop. Plans for ongoing treatment involy- 
ing mother and child are made. The parents’ 

questions are answered and their anxieties 
= handled with firm support. 

___ The child is informed that the therapist 

-realizes that he has a worrisome problem 

_ but also that this problem is not at school. 
It is pointed out to him that nonattendance 
has not solved his problem nor has it made 
him happy. Return to school is defined as his 
obligation and attendance as not a matter 
of his particular choice. He is informed of 

the plan to begin attending on the arranged 
date and also that he will be seeing the 
doctor regularly. He is told that the purpose 
of seeing the doctor is to discuss any con- 
cerns he might have about his return or 
other problems. From the childrens’ de- 
meanor it is frequently apparent that they 
are suspending judgment as to whether or 


not this is the way events will actually 
proceed. 

The principal is contacted and informed 
of the plan to return the child. His concern 
that the school may have done something _ 
to contribute to the child’s fears is dealt — 
with by a brief explanation of the state of 
affairs. The principal is discouraged from 
making any special concessions for the 
child’s educational program and told that 
such would not be in the child’s interests, 
He is encouraged to use the nurse’s office 
rather than permit the child to go home 
should physical complaints develop. 

Using such methods, it is the author’ 
experience ‘that acute school refusing chil- 
dren are usually attending regularly and 
without difficulty within 2 weeks. In a few 
cases, the child returns immediately with- 
out protest on the date assigned. It is as 
though the child recognizes the new de- 
termination of his parents and elects to 
return without protest. In the usual case 
however, the child struggles against return- 
ing with somatic complaints, tears and 
tantrums. Not infrequently the parents tele- 
phone for reassurance and instructions and 
the therapist can help them to convey the 
child to school by direct advice. For ex- 
ample, one girl refused to put on her skirt ; 
her father was instructed to place the gitl 
and her skirt in the back seat of the car and 
was assured that she would put it on when 
she arrived at school. She did. Many chil- 
dren leave school during recess or lunch 
period to go home. They should be returned 
the same day. Usually, progressively dimin- 
ishing difficulties persist through the first 
3 or 4 days of the first week and sometimes 
l or 2 days of the second week. Panic 
reactions do not occur nor do other phobias 
develop. 

The experience of attending regularly 
represents a shift in the adjustment of the 
child. For example, one such child was 
returned with difficulties lasting for 2 weeks. 
He had been in school slightly over a wee! 
when he contracted a communicable disease 
and was excluded. It was of course feared 
that it would be necessary to repeat the 
full process, however, the child returned 
willingly after he was well. 

Continuing treatment involves parent and 
child. With the mother a directly supportive 
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j relationship is provided. She is given the 
opportunity to ventilate some of her feelings 


= for her child, her marriage and her self 


doubts as a mother. She is encouraged to 
discuss the details of the child’s home 
management. She is supported in setting 
limits around such matters as bed and meal- 
time if these are out of her control. She is 
_ encouraged to offer the child increasing ex- 
pectations in specific areas. It is necessary 
to enquire further concerning such expecta- 
tions for not infrequently the child may 
have bargained so effectively as to nullify 
the mother’s control. 
If the mother receives clearly enunciated 
and firmly reinforced recommendations 


_ from the therapist, she tends to begin deal- 


ing with the child with similar clarity and 
firmness. Mothers will frequently come to 
recognize that they have been oversensitive 
to the emotional reactions of the child, that 
in actuality the depth of feeling imputed to 
the child was somewhat greater than he was 
truly experiencing. Further they come to 
recognize that the child can cope with some 
x distress, disappointment, sadness, or fear 
without being overwhelmed. 
_ As the child and mother achieve some 
initial separation, their relatedness to one 
. another tends to improve and generally 
continues to do so somewhat independent 
of events in therapy. The child is initially 
guarded and tries to control the therapist as 
he has done his parent. When he recognizes 
that he is unable to do this and that the 
therapist is behind the new self respect of 
S parents, he may attempt to undermine 
treatment by mobilizing the parents anxiety 
Concerning it. Ultimately however these 
i dren give up their manipulative be- 
avior and develop more meaningful re- 
lationships to the therapist. 
pom authors have expressed concern 
at direct supportive involvement with the 
mother would tend to perpetuate her de- 
p eadency upon the therapist. This does not 
ae is be the case. Rather, the setting of 
a. elps her to achieve a greater per- 
na m autonomy: Tf the therapist is alert to 
ie capacity to take over decision 
g and allows her to do so, her inde- 
fe functioning is encouraged. 
i ermination of treatment tends to occur 
a result of pressures from the parent. 


When their relationship with the child has 
improved with the disappearance of tear: 

tantrums and tyranny and the child is at- 
tending school regularly, they see less need 
for treatment. À 


PROGNOSIS 


The prognosis is related to the nature of — 
the psychopathology in a given case and the 
real meaning of the therapeutic interference 
that has taken place. 

Follow up studies in acute cases are en- 
couraging in that the same or other adjust- 
ment difficulties are rarely found(12, 16). — 
Symptom displacement does not seem to 
occur. This would tend to lend credence 
to the view that acute school refusal may 
represent more of a situational reaction than 
a structured neurotic illness. The relation- 
ship difficulties of the parent and child 
might more profitably be viewed then as 
an impasse or blind alley in the child’s psy- 
chological maturation. Treatment restores S 
the mother and child to a more normal - 
parent-child interaction and normal emo- 
tional growth is once again possible for the — 
child. 

As long as the child remains out of school 
normal psychological maturation is impos- 
sible. He can only stand still or regress. In 
those children who have been out of school, 
for a year or more, severe regression tends — 
to crystallize in an infantile personality — 
structure, social alienation and even para- 
noid traits. For such children separation — 
from their home and a period of residential 
treatment is often necessary. The price of 
failure to treat these children promptly is 
very high. j 

SUMMARY 


School refusal would seem to be a symp- 
tom complex appearing in more than one — 
psychological configuration. In its acute 
form, it is felt to arise out of difficulties that 
the child has experienced in achieving a 
sense of autonomy. This has been due pri- 
marily to fluctuant limit setting by over in- 
volved parents. } 
situation to control the symptom is essential 
to restore the 
terns. Since symptom displacement and re- 
currence are not common it is suggestec 
that the symptom in its acute form is more 


‘situational in character than indicative of a 
structured neurotic illness. 
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is ample reference in the literature 
treatment of schizophrenic patients 
‘the psychotherapeutic method, and, in 
presentations and discussions, psy- 
therapy is frequently mentioned as in- 
or highly desirable. Despite this, 
is difficulty in ascertaining the status 
method in the treatment of schizo- 
patients, both as to the frequency 
use and the current concensus towards 
tiveness. Occasional authors have 
their individual or group experi- 
but statistics have not become avail- 
which would reflect the picture on a 
ationwide basis. 
This inquiry which is herein reported 
ertains to a beginning attempt to define 
he status of the use of psychotherapy with 
hizophrenic patients by collecting data re- 
ding one segment of the problem. In 
ddition, it was presumed that the data 
ht provide correlation between the ex- 
of its use and other factors such as the 
number of professional personnel, the num- 
ber of staff personnel with special or par- 
ee ks and ee attitudes towards 
‘other therapeutic tools. To this end a plan 
C Was devised to study, from reports obtained 
| #0m a representative list of hospitals, the 
Use of psychotherapy with hospitalized 
‘ophrenics. These hospitals were derived 
| listings proyided by The Joint Infor- 
_ mation Service of the APA, The National 
" Institute of Mental Health, The APA 
Mental Hospital Service and The Council 
State Governments. All private, general 
hospitals in the United States which ad- 
ed 100 or more neuro-psychiatrie pa- 
ts per year were included. 
Hopefully, the judgements of effective- 
s to be collected from the various hos- 
ka would be based upon results obtained 
' their therapists who had had specific 
i 
+The author wishes to acknowledge the assist- 


° of Drs. Nyla Cole, William Conte, David 
Soe Tot Henriette Klein, William Orr and Theo- 


Director of Research and Educati 
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experience in the use of psychotherapy with < 
hospitalized schizophrenic patients and in 
a setting where judgements regarding use of 
other methods would also be available. It 
could be anticipated that these judgements 
would not always be derived from well- 
organized evaluation studies of psycho- 
therapy since few of these exist, but rather 
would include judgements based upon gen- 
eral impressions from experiences within 
their own hospitals. b 

A questionnaire was designed to secure 
the following specific information * : 1. Data 
concerning hospital census, number of sehiz- 
ophrenic patients, staffing patterns and the 
extent to which various psychotherapeutic 
methods were used; 2. An expression of 
opinion as to the effectiveness of psycho-“ 
therapy based upon the experience of each 
hospital (in detailed percentages and figures 
when available; when not, in gen 
terms) ; 3, A definition by each source of 
the criteria used for determining changes 
occurring with psychotherapy; 4. An ex- 
pression of opinion as to the effectiveness of 
psychotherapy compared with other treat- 
ment methods; 5. The extent of inservice 
training in the various psychiatric disci- 
plines ; 6. Proportion of staff with special 
training; e.g, personal analysis, psycho- 
therapy under supervision, etc. 
DESCRIPTION OF SAMPLE 

Eight hundred and twenty-four question- 
naires (and a follow-up inquiry to some) 
were mailed to State, Veterans Administra- 
tion, Private Psychiatric and Private General 
Hospitals during the Summer—Fall 1959, 
Ninety-four percent of the V. A. Hospitals 
and 73% of the State Hospitals responded. 
For the final sample, it was necessary to 
delete 270 hospitals who responded with in- 
sufficient data; many of the private and 
city hospitals that responded were unable 
to provide the information requested E 
since these hospitals account for but 4% of 
the total hospitalized schizophrenic census, ~ 
the final sample (Table 1) appears to be 


3 For the period of July 1, 1957 to July 1, 1958. 
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_ significant in describing the use of psycho- 
_ therapy for hospitalized schizophrenic pa- 


TABLE 1 
Rate of Response by Type of Institution 


NUMBER OF 
QUESTIONNAIRES 


TYPE OF % 
RECEIVED RESPONDING 


HOSPITAL SENT 
i 31 29 94 
State 180 132 73 
Private General 161 87 54 
Private Psychiatric 158 54 36 
24 7 29 
554 309 56 


to the survey (Table 2). This nationwide 
esponse minimizes the possibility of re- 
~ gional bias influencing the final sample 
judgements. 

_ From the pooled data, certain trends 
could be charted: 1. The proportion of 
hospitalized schizophrenics being treated 
with some form of psychotherapy ; 2. Atti- 
"tudes regarding effectiveness of this thera- 
peutic tool; 3. Judgements regarding its 


effectiveness as compared with other types $ 
of therapy; 4. Available psychiatric per- 
sonnel (with and without special training) 
to administer psychotherapy ; 5. Correlation 
between the extent of the use of psycho- 
therapy and the extent of training of the 
staff ; 6. The availability of psychotherapists 
other than physicians (ancillary personnel). 


ESTIMATION OF EFFICACY 


Most of the respondents made a definite 
commitment as to their opinion of the effi- . 
cacy of psychotherapy in treating schizo- 
phrenics. In those instances where specific 
figures were provided, if half or more of 
the patients treated were said to be bene- 
fited, the respondent was considered to 
have a favorable opinion of its efficacy, 
and vice versa, 

A wide variety of opinions were ex- 
pressed. Within this range, 43% had a favor- 
able opinion of psychotherapy in the treat- 
ment of schizophrenics ; the remaining 57% 
decline making a value judgement or con- 
sidered its efficacy unfavorable. Among those 
who had a favorable opinion, many made 


TABLE 2 
Response (By States) 
NUMBER OF NUMBER OF 
QUESTIONNAIRES QUESTIONNAIRES 
SENT RECEIVED STATE SENT RECEIVED 
4 2 Montana 2 0 
1 1 Nebraska 4 2 
4 2 Nevada 1 0 
71 31 New Jersey 18 3 
21 14 New Mexico 2 2 
9 2 New York 34 27 
ul 6 No. Carolina 10 5 
3 2 No, Dakota 2 1 
1 1 Ohio 27 16 
12 5 Oklahoma 5 3 
2 6 3 Oregon 3 2 
2 1 Pennsylvania 32 18 
b 1 1 Puerto Rico 2 2 
© Illinois 33 16 Rhode Island 1 1 
Indiana 10 8 So. Carolina 2 2 
lowa 12 11 So. Dakota 2 rg 
Kansas 4 4 Tennessee 11 4 
Kentucky 6 2 Texas 22 9 
Louisiana 8 5 Utah 3 1 
Maine 4 3 Vermont 3 3 
Maryland 15 11 Virginia 6 4 
Massachusetts 21 13 Washington 7 3 
Michigan 21 11 W. Virginia 7 3 
Minnesota 17 11 Wisconsin 35 15 
Mississippi 5 2 Wyoming 1 1 


Missouri il 8 


TABLE 3 
Compilation of Data 


TYPE OF FACILITY 
PRIV. 


PRIV. 
STATE V. A. PSYCH. GEN. 
Total Patient Census 284,845 37,089 5,857 227,710* 
Total Schizophrenic Census 124,738 26,682 1,568 4,546 
%of Total Census 44% 72% 27% 2% 
% Schiz. Receiving Psychotherapy 23% 43% 100% 97% 
Individual Psychotherapy 9% 15% 91% 66% 
Group Psychotherapy 12% 27% 34% 21% 
Hypnotherapy 0 0 0 2% 
Psychoanalytic Therapy 0 0 10% 3% 
Schiz. Pts. Per Physician 57 51 44 3 
% Physicians Certified** 36% 45% 40% 65% 
% Physicians with Sp. Training*** 11% 6% 29% 16% 
Schiz. Pts. Per Psychologist 248 133 40 55 
% Psychologists with Sp. Training*** 54% 75% 49% 45% 
Av. Numb. Soc. Work. Per Hospital 8 9 1 1 
% Soc. Work Giving Psychotherapy 25% 37% 31% 26% 
~ InService Training Programs : 
Aides 91% 100% 55% 67% 
Nurses 76% 96% 52% 70% 
Adjunctive Therapists 59% 93% 21% 21% 
Social Workers 65% 96% 10% 14% - 
Psychologists 61% 100% 10% 19% 
Volunteers 68% 100% 21% 39% 
Pastoral Students 34% 21% 3% 23% 
Psychiatric Residence 63% 46% 31% 30% 


3a Including Non-Psychiatric Patients. 
ih Or Board Eligible. 
* Training in Psychotherapy. 


the reservation that their opinion was favor- 
able only if the patient received some form 
of somatic therapy first or concurrently. 
Some respondents expressed favorable opin- 
ion of the usefulness of psychotherapy in 
the earlier phase of schizophrenic decom- 
pensation and considered it without value 
in the chronic, later phases. Others felt that 
Psychotherapy had a contribution to make 
but was inadequate by itself, Others utilized 
Psychotherapy in conjunction with other 
methods and were reluctant to make a value 
judgement of its singular use. 
The majority of the V. A. and State Hos- 
Pitals indicated that they did not view psy- 
therapeutic treatment of schizophrenia 
as effective. There was no reference to a 
4 of personnel to explain the meager 
gree to which it was used. The private, 
oa hospitals responded more dogmati- 
2 Y, Specifying that psychotherapy was not 
Satisfactory substitute for somatic thera- 
Ge The private, psychiatric hospitals 
_ (where 100% of the schizophrenics were re- 
_ Ported as receiving some form of psycho- 


? 


therapy) had as many reservations abou its 
efficacy for hospitalized schizophrenic pa- 
tients as did the other hospitals. ; > 


CRITERIA FOR IMPROVEMENT | 

The majority of the reporting hosp. 
used essentially the same criteria for deter- 
mining improvement, the most common be 
ing : 1. Separation of patient from the hospi- d 
tal; 2. Evidence of increasing socialization ; 
3. Psychiatric evaluation ; 4. Psycholog 
examinations. 
COMPARISON OF PSYCHOTHERAPY 
WITH OTHER TYPES OF THERAPY 


Only in the case of psychopharmacoth 
is there a 


USE OF PSYCHOTHERAPY FOR HOSPITALIZED SCHIZOP 


_ being considered a superior form of treat- 
ment (Table 4). The V. A. Hospitals differ 


of patients receiving psychotherapy and the 
extent to which inservice training is pro- 


TABLE 4 
Psychotherapy Rated Against Other Modalities 
Psychotherapy Just as or More Effective Than : 
f TYPE OF FACILITY 
PRIV. PRIV. 
= MODALITY STATE V. A. PSYCH. GEN. CONCENSUS 

Carbon Dioxide Therapy 89% 90% 100% 66% 85% 
Vocational Therapy 84% 79% 100% 79% 84% 
Recreational Therapy 82% 86% 93% 67% 81% 
Occupational Therapy 79% 86% 93% 59% 77% 
__ Psycho-Surgery 76% 67% 77% 62% 72% 
¿Milieu Therapy 72% 80% 71% 62% 71% 
Insulin Coma Therapy 50% 79% 56% 40% 53% 
T 50% 76% 41% 37% 49% 


Pharmaco-Therapy 


26% 34% 


from the concensus in that they view psycho- 
therapy as superior to ECT and insulin 
coma therapy. The private psychiatric hos- 

tals view psychotherapy as being equally 
effective as psychopharmacotherapy and the 
_ private general hospitals show a preference 
for ECT and insulin coma therapy. 


ra 
$ 


_ systems, There is considerably less inservice 
training in the private psychiatric and gen- 
eral hospitals, 

First examination of the data suggests an 
__ inverse relationship between the percentage 


TABLE 5 
Professional Resources for Psychotherapy 


moted. As seen in Table 5, however, the 
difference in staffing patterns and the great- 
er caseloads of the State and V. A. Hospitals 
(as compared to the private facilities) seem 
to account for this discrepancy. Among 
trained personnel, the reported case loads 
of 92-169 schizophrenic patients per thera- 
pist, in addition to the other commitments, 
are far from conductive to the development 
of psychotherapy programs. 


PERSONNEL RESOURCES 


Staffing patterns appear to be related to 
the use (and also the acceptance of) psy- 
chotherapy. In those hospitals (private psy- 
chiatric and general) in which psychothera- 
py is used extensively, small case loads are 
noted. Conversely, in the V. A. and State 
Hospitals, there appear to be fewer trained 


TYPE OF FACILITY 

STATE V. A. PSYCH. EN, TOTAL 

Number of Physicians 2,183 549 354 4,451 
i % Certified 36% 45% 40% ees, 46% 
% With Special Training 11% 6% 29% 16% 13% 

Number of Psychologists 503 213 39 83 838 
% With Special Training 54% 75% 49% 45% 57% 

Number of Social Workers 936 267 32 81 1,316 
% With Special Training 25% 37% 31% 26% 28% 

Total Resources* 3,622 1,029 425 1,529 6,605 
% With Special Training 20% 28% 31% 18% 22% 

= (Ratio) Total Personnel : Schiz. Pts. 1:34 1:26 1:4 1:3 1:24 
(Ratio) Trained Personnel : Schiz. Pts. 1:169 1:92 1:12 1:16 1:110 


* Physicians, social workers and psychologists. 
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nel to carry out psychotherapy pro- 


S. 
SUMMARY AND CONCLUSIONS 
Questionnaires were sent to hospital ad- 
trators who referred them to their clin- 
directors, chiefs of service or directors of 
essional services. The data thus ob- 
ied represent the judgements of psychia- 
with varying degrees of training, a 
ety of philosophies of treatment and a 
ety of types of hospital facilities. 
The data which have been collected con- 
te current judgement values. Those re- 
ondents who could not draw on specific 
speriences within their own hospitals did 
not offer judgement values. The opinions 
kpressed—though sometimes based on im- 
sions from experience rather than on 
nized evaluative studies—are essentially 
om hospitals where therapists have ex- 
erience with both psychotherapy with 
schizophrenics and the somatic therapies. 
The data in this report are based upon a 
ey of more than 150,000 hospitalized 
th zophrenics in more than 300 psychiatric 
cilities of various types. The bulk of the 
hizophrenic patients in this sample (79%) 
e hospitalized in the various state institu- 
S; the V. A. facilities account for an 
tional 17% and the remaining 4% are 
pitalized in the private hospitals. 
The percentage of the schizophrenic pop- 
ation receiving psychotherapy is lowest in 
state hospitals and highest in the private 
pitals. The extent to which psychothera- 
is employed in a given type of facility 
es not necessàrily indicate the attitude of 
personnel of that facility regarding its 
licacy, Closely correlated with the extent 
O which psychotherapy is employed is the 
of the Psychiatrist’s case load, The num- 
K of ancillary personnel trained in the use 
ol Be notherapy appears to be negligible. 
__ Hypnotherapy and psychoanalytic thera- 
PY were found to be used in less than 1% 
£ hospitalized schizophrenic patients. Of 
few who receive these therapies, most 
os are being treated in the private 
S: 


The judgements obtained view psycho- 
therapy as more or just as effective as the 
vocational, recreational, occupational and ~ 
milieu therapies, and on a par with ECT — 
and insulin coma therapy. Pharmacotherapy 
is viewed as the superior treatment. The’ ~ 
majority of respondents favor (in emphatic 
terms) somatic therapy in the treatment 
schizophrenia. The data suggests that psy- 
chotherapy is infrequently employed as the 
primary or sole treatment. As an adjunct to © 
other methods it enjoys wider (though © 
limited) popularity and acceptance. 

This survey indicates that psychotherapy, 
in the treatment of hospitalized schizo- ~ 
phrenics, is not used as extensively as other 
forms of therapy. The consensus suggests 
that it has little value as the sole method of 
treatment and that its merits may be only as ~ 
an adjunct to the somatic therapies. Psycho- 
pharmacotherapy appears to be the treat- 
ment of choice for this group of patients, 
and this is reflected in the relatively small ~ 
proportion of hospitalized schizophrenics — 
receiving psychotherapy at any phase ofa 
their illness. An inference from the data ~ 
may well be that the type of schizophrenic < 
process found in the chronically hospitalized 


chotherapy. 
The findings of this preliminary survey f 
describe in a general way a nationwide ~ 
picture of the use of psychotherapy in the 
treatment of hospitalized schizophrenics and — 
the attitudes, whatever their derivatives, 
towards its usefulness. Studies of a more — 
definitive nature will doubtlessly become ~ 
increasingly available. Even more necessary i 
will be studies of the types of patients ~ 
treated with psychotherapy, an exploration 
of the nature of the psychotherapy ; 
ployed, and a more refined analysis of 
derivatives of attitudes regarding the 


cacy of psychotherapy. 


This paper describes briefly the organiza- 
tion and the therapeutic plan in a com- 
munity hospital for treatment of alcoholism, 
under direction from the psychiatrie de- 
partment of a teaching hospital. 
Increasingly, as the concept of alcoholism 
as an illness becomes widely accepted(1), 
psychiatrists are implicated in measures to 
combat the disorder. When in a community 
psychiatrist undertakes to organize treat- 
| ment facilities, some of his recommenda- 
ions will be unsupported by validated 
clinical knowledge. What predictably ef- 
fective techniques are there for treating al- 
holic- patients? And if there are such 
hniques, what assurance can be offered 
at they will prove workable under the 


Alcoholism is not a disease entity. Precise 
al or aetiological definition of alcohol- 
is lacking ; various social, psychological 


types of patient may be involved ; further- 
more, uniform follow-up procedures are 
dom adopted. 


A PILOT CLINIC TO ASSAY 
COMMUNITY REQUIREMENTS 
To test the demand for treatment, and to 


1 Read at a seminar on Alcoholism at the New 
York State Psychiatric Institute, on Nov. 21,1960. 

2 Senior Lecturer in Psychiatry, University of 
‘Cape Town. Currently Visiting Research Fellow, 
Department of Psychiatry, College of Physicians 
and Surgeons, Columbia University, New York. 
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detect what type of alcoholic patient would 
present in Cape Town, an announcement of 
treatment facilities was posted outside a 
house on a main road, and those interested 
were informed of a weekly evening clinic, 

This clinic was conducted as an open 
meeting, on modified group therapy prin- 
ciples ; opportunity for individual contact 
with alcoholic patients occurred after each 
meeting, when the psychiatrist offered out- 
patient treatment through the psychiatric 
services of the general teaching hospital. 
The weekly meetings were attended by 
drinking alcoholics seeking treatment, by 
members of local branches of Alcoholics 
Anonymous helpful in starting the clinic and 
known to the psychiatrists by wives of al- 
coholics not willing to come for treatment, 
and by local committee members of the 
National Council on Alcoholism. 

Numerous alcoholic patients attended 
the clinic only once, and few of those ac- 
cepting treatment at the psychiatric out- 
patient department appeared to improve 
substantially. However, this outpatient open 
meeting (retained when the hospital was 
subsequently opened), in addition to pro- 
viding supportive psychotherapy to sober 
alcoholics, demonstrated that without doubt, 
in Cape Town also, alcoholic patients would 
come for psychiatric treatment, but that 
special facilities had to be established. The 
Administrator of the Hospitals Depart- 
ment of the Cape Province undertook to 
equip and run a hospital for alcoholism, 
clinical direction and staffing for which 
would come from the department of neurol- 
ogy and psychiatry, Groote Schuur Hos- 
pital. The Park Road Hospital, a unit of the 
University of Cape Town Teaching Hos- 
Pitals’ Group, opened March 20, 1959, with 
accommodation for 30 inpatients in the 
pleasantly-furnished house with large 
grounds in a residential suburb. 


PRINCIPLES IN TREATMENT 
Clinical attitudes tentatively adopted _ 


4 


1961] 


when the hospital opened have been applied 
for almost two years. 

1. Group treatment is more effective than 
individual. Conventional doctor-patient psy- 
chotherapy has been relatively ineffective 
with alcoholic patients(4) and cannot form 
the basis of a community treatment ap- 
proach. The patient (as is apparent from 
his communications in therapeutic groups) 
when already involved in psychiatric treat- 
ment continues to view the doctor as alien 
and removed, not capable of understanding 
“the alcoholic.” It is a historical fact that it 
was a lay organization which counteracted 
prevailing psychiatric pessimism about al- 
coholism. Medical failure and misunder- 
standing was on two scores: (a) The psy- 
chotherapist does not have techniques for 
enforcing a demand that the patient stop 
drinking ; such authoritative restrictions are 
contrary to the usual method of psycho- 
therapy. The patient in individual psycho- 
therapy tends to respond to stresses in his 
relations with the psychotherapist by drink- 
ing(4). In group psychotherapy, on the 
other hand, the patient’s peers can enforce 
the requirement for abstinence, by means 
of group consensus. (b) The physician, 
failing to view alcoholism as a chronic and 
relapsing disorder, tended to “reject” the 
alcoholic who resumed drinking. In this 
Way many patients who may respond to re- 
newed treatment acquire hostile avoidance 
of doctors. Of the patients treated during 
the first year in our hospital, 15.6% required 
re-admission. It is unfortunate that, while 
the technical nature of individual psycho- 
therapy is widely grasped, the term group 
Psychotherapy gets applied(5) to some 
attenuated approaches by practitioners not 
Professionally trained (orientation lectures, 
Movies followed by discussion) which, as 

&rin(6) has indicated, are more appro- 
Priately termed group nontherapy. 

Unless socialized, a temporarily ab- 
a Patient wül resume drinking. The 
alcoholic patient from his teens has had 
Pathological interactions with people in his 
environment, eased subjectively, but in re- 
TA complicated, by habitual use of al- 
ie The drinking pattern of a seriously 
cted alcoholic is rarely changed unless 
oe himself involved in different (non- 

) personal relationships. He some- 


times calls for much social casework in 
recoupment from the past decades of occi 
pational and interpersonal failure. A wi 
range of resources available in the commu- 
nity may need to be mobilized if the al 
stinent alcoholic is to resume normati 
social participation. Thus the alcoholic rar 
ly can be treated successfully outside h 
own community. Applications for admission 
to Park Road Hospital from patients in di 
tant towns have been accepted seldom. 
meet these demands, local clinics are bein, 
set up in towns, to be conducted by gener 
practitioners who can obtain training at ~ 
Park Road Hospital, being subsidized finan- ` 
cially during training. Patients on return 
from brief hospitalization in Park Road 
Hospital will be supervised in their 
habilitation in the community from sui 
local clinics. The efficacy of such geograph- 
ical splitting of treatment is being observi 
in the local clinic started in Port Elizab 
and if successful will be extended to other 
towns. 
3. The alcoholic must be personally mo- 
tivated for treatment. This well known re- 
quirement implies that the psychiatrist 
must improve his techniques for impelling 
discouraged patients towards detecting 
their own latent capacities. In our experi- | 
ence, numerous patients acquire added en- 
couragement and resolution upon finding — 
themselves members of a community of like 
sufferers. Frequently patients about whom a) 
doubtful prognosis was held when admitted | 
demonstrated that the hospital circum- 
stances can mobilize treatment participa- 
tion. Self-esteem was immediately increased 


those alcohol addicts known as single a 
tenders in all outpatient facilities. The pr 
liminary nature of the inpatient treatme 
is emphasized as soon as the patient is admi 
ted ; the significant treatment is that which 
the patient will obtain when, as an oul 
tient, he is establishing himself in the c 
munity. Failure to provide intensive 
patient treatment facilities(6), and to s 
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~ rehabilitation as the significant aspect of the 
therapeutic approach to alcoholism, is a 
‘major failure in a treatment program. 
5. Both physical disability and emotional 
_ disturbance require treatment. Medical 
__ treatment offers two advantages over a lay 
' approach : (a) In hospital the patient can 
_ be treated with drugs during the with- 
drawal phase, so that interruption of al- 
cohol intake is more tolerable. In addition, 
physical disorders detected by detailed ex- 
amination can be treated. (b) Psychothera- 


TABLE 1. 
Medical Abnormalities Detected in 180 
Patients on Admission to Hospital 


UF History of periods of amnesia (“Blackouts”) .... 25.3% 
Hepatomegaly S 


Optic nerve dysfunction . 
Limb incoordination 


. 2 patients 


Subdural haematoma 1 patient 
Coronary thrombosis . :.. 1 patient 
@ Diabetic precoma........................ 1 patient 


peutic procedures applied in hospital enable 
_the patient to communicate stressful mental 
‘Preoccupations which, once externalized, 
_ undergo reduction of tension-inducing tend- 
_ency. In the morning group meetings the 
patient relates distressing past experiences 
_ or troubling private resentments, and then 
_ frequently ceases to be agitated by them. 

Matters the patient considers too confiden- 
tial for group disclosure he may hint at 
_ during the full psychiatric examination on 
admission. During his inpatient stay he also 
has individual interviews with the consult- 
~ ant psychiatrist to whom he is assigned. The 
= resident psychiatrist is available each day 
~ should any patient wish to see him, and any 
__ member of the nursing staff reports to him 
if she observes events she considers signifi- 
cant. 
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THE STAFF 


Careful coordination is effected between 

the organizational administration (the 
sphere of a physician-superintendent from 
the parent teaching hospital) and the clini- 
cal administration of the hospital. Through 
informal encounters and frequent meetings 
the hierarchical ranking of the staff with 


rigid vertical lines of command is counter- 
acted. A basic task the staff sets itself is to 
facilitate a free flow of communication in 
the hospital and obviate its collection in 
pockets. Conflicts between staff members 
are viewed as obstacles to the team-integra- 
tion without which patient needs are not 
adequately met(8). All staff members know 
at least the outline of the therapy plan for 
particular patients, so that ambiguity can 
be avoided. (On one occasion a porter, ap- 
parently considered too peripheral to be 
drawn into the informed circle, was over- 
heard by a startled nurse communicating 
to a knot of patients his own treatment ad- 
monition: “And always remember, boys, 
only one drink !”). Free communication of 
hospital information is fostered by a weekly 
staff meeting of senior nurses, occupational 
therapist, social worker and psychiatrists, 
where individual patients are discussed and 
inter-staff relationships are given attention ; 
policy decisions are made in as clear terms 
as possible. 


The Medical Staff : The psychiatrists(7) 
meet in a closed meeting fortnightly (the 
psychiatric social worker also attending). 
Details are reported by each psychiatrist of 
the progress of the closed outpatient psy- 
chotherapeutic group he is conducting, 
Comments and additional information com- 
ing from his colleagues may prove useful. 


Mr. A., in an outpatient group and adjusting 
well to sobriety, arranged for his alcoholic 
friend B. to be admitted to the hospital. (Mrs. 
A. was a member of the wives’ group). B. told 
his psychiatrist that he was Mrs. A.’s lover, a 
fact her husband did not know. Pursuing the 
policy that information should circulate as 
freely as possible, the psychiatrist conducting 
the group to which Mr. A. belonged was given 
this knowledge. In time B. communicated to 
his psychiatrist that he and Mrs. A. had agreed 
she would tell her husband of the liaison. Hav- 
ing done so, she discussed the affair in the 
wives’ group ; Mr. A, ventilated his disappoint- 
ment and anger in his own group, which re- 
quired him to perceive that he must have been 
motivated to overlook what was happening 
under his nose. (Possible homosexual attach- 
ment to B. was not suggested to him either by 
his fellow-members or by the psychiatrist con- 
ducting the group.) This complex chain of 

isclosure, acceptance and, to some extent, 
open exposure of significant mutual deceptions 


was accomplished without Mr. A. relapsing 
into drinking. Mrs. A. went through a preg- 
nancy and A. continued sober. Mr. B. broke 
off contact with the hospital after his discharge. 


This careful integration of such different 
strands of information about each patient 
and his interactions is achieved through 
precise and organized staff communication 
and is a major technical procedure. By me- 
ticulous attention to what is going on the 
staff can comprehend and minimize noxious 
social entanglements to which alcoholic pa- 
tients are particularly prone. By their par- 
ticipation in the hospital activities staff 
members narrow the gulf between them 
and the patients. Writers sometimes describe 
such patient entanglements in their hos- 
pitals(6), the staff recognizing untherapeu- 
tic associations only after they have been 
established. Perhaps a therapeutic milieu 
may be said to exist to the extent that such 
entanglements between patients are entered 
into by staff members, who at the same 
time practice professional avoidance of any 
Personal social involvement with patients. 
Detailed and alert awareness of subtle com- 
munications by patients, the essence of good 
oe coordination, is only useful if the pa- 
a is handled with professional responsi- 
pility, a condition which was not obtained 
m some of our notable treatment failures 
(see report of group meeting following). 

The Nursing Staff who are exposed 
throughout the day to interactions with 
f nding and socially provocative pa- 

lents may need much guidance and sup- 
port, especially if psychiatrically untrained. 

e use of group methods to train nurses 
to recognize and utilize therapeutically 

© excessive emotional involvement en- 
gendered by dependent patients has been 
ted in our hospital by Wolff(8). 
E. a picti procedure the group method 
R oera with character 
; ly restrained from 
| 


ie contributions to the patients’ 

The Pe: 
| duplicat sychiatric Social Worker does not 
She: os the psychiatrists’ function, as in 
Sak ics for alcoholism(9) ; having her 
ete functions, she does not concern 
ee ee with the patient’s psy- 
role hag tus. A careful definition of her 


Proved of considerable value : she 


performing a social service function (al- 
though in possession of the psychiatric data 
of his case) ; but towards relatives she ma 


patient, thus obtaining an objective psycho- ~ 
social account, draws the relative into acti 
concern about the treatment process, and 
she may propose the spouse (if still in the - 
picture ) as a potential member of the wives’ 
group. She contacts employers or potential 
employers, assists the patient with his social 
disabilities (income tax arrears, failed main- 
tenance payments to divorced wife, etc,). 
She follows up patients in their outpatient 
phase, participates with the psychiatric staff 
in teaching medical students, social workers, — 
clergymen; and she counsels relatives of © 
patients who recommence drinking, She has 
the responsibility of conveying to the staff 
the essential social information. 

The Occupational Therapist, in addition 
to enabling patients to be active with crea- 
tive tasks while in hospital, supervises the 
patient committees organizing the weekly 
social club and the hospital shop, and re- 
ports back her observations to the total 
treatment staff. 


THE PATIENT'S CONTRIBUTION TO TREATMENT ~ 


that patient autonomy in the 
cial climate can a 
participation of the staff to modify the 
cial interactions into a treatment process). 
The staff-orientation and coordination, to- — 
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gether with the patient autonomy, are Te- 
marked on by patients in terms conveying 
ecurity. “I'll never want to leave,” patients 
_ sometimes say in group meetings, or: “It’s 
like a hotel.” At the same time angry re- 
proach is repeatedly expressed that not 
enough is being done, i.e., no active treat- 
' ments applied of which patients can be 
passive recipients and the ineffectiveness of 
‘which, presumably, patients can demon- 
strate as soon as they leave hospital. Instead, 
the patient grasps that it is his own re- 
“sources which must be summoned to help 
him in his present strait. The most imme- 


is appropriate in the hospital, what clinical 
facts are known about alcoholism, how An- 
tabuse can be useful in helping to cover 
the next 48 hours, Inpatients throughout 
their hospitalization are in contact with out- 
patients, at various stages of rehabilitation, 
‘eturning to their weekly group meetings or 
to the social club. During the 23.7 days 
which, on an average, the patient is in hos- 


_ It may be a prerequisite for treating al- 
_ coholic patients that the environment be 
made non-conflictive, non-threatening and 
non-critical. Otherwise the patient will nev- 
er lack for an excuse, in which he himself 
firmly believes, for drinking. However, 
when tensions between those undertaking 
his care are minimal, when he is not ex- 
horted or reproached or criticized, the mo- 
ment comes when he reflects, usually aloud 
so that he can be heard, “I wish I had a 
drink now.” But his environment is now 
- placid, not haphazardly eventful ; the onus 
can be placed on him to detect why he 

should be tense, or agitated, or resentful, 
and need alcohol to sooth such mental dis- 

comfort. At this time many patients recog- 

nize for the first time that stresses are pre- 


texts. With help usually forthcoming from 
fellow patients, they take the step of initial 
self-exploration : “These memories of past 
events, these inner thoughts do worry me. 
They may have played a part in my drink- 
ing. I may be able to change my attitudes 
so that these thoughts don’t upset me so 
much.” It is in this mode that the patients 
bring out in the morning group meetings 
the extraordinary, humiliating or appalling 
experiences they had never discussed be- 
fore. For other participants in the group 
meeting such self-recognition, and accept- 
ance of responsibility to change, is often an 
experience evoking reciprocal communica- 
tions. Rivalries or frank hatreds that have 
arisen in the hospital between fellow pa- 
tients are disclosed with strongly expressed 
affect ; the hating individual is enabled to 
remain in proximity with the hated one, and 
to explore the strong feelings in both of 
them. The patient who is clearly recognized 
by the staff as getting benefit from the hos- 
pital is the patient who, through his partici- 
pation in the group experience, realizes with 
the impact of insight that the responsibility 
is his for some aspects of his setbacks in 
living. 

Alcoholics Anonymous brings many peo- 
ple to this realization, as is evident from the 
famous supplication, “God grant me . a 
courage to change the things I can... 
When psychiatric techniques are used with 
those alcoholics not responding to self-help 
in the lay organization, disengagement from 
external stresses, by providing a therapeutic 
atmosphere, may be an essential prelimi- 
nary for arousing in the patient a prepared- 
ness to identify inner stresses, and enable 
him to comprehend that, although shadowy, 
these inner stresses can be progressively un- 
derstood, and counteracted through authen- 
tic personal engagement with others who 
have the same problems to contend with. 

Tf both the patient and the staff realize 
early how complex and subtle a process re- 
covery is, neither will be so cast down by 
failure in a particular case as to consider 
further effort futile. The staff finds in the 
proportion of successful cases sufficient 
satisfaction to counteract disappointment 
when patients in whom much was invested 
are not benefited. 


A FAILED CASE AT AN OUTPATIENT 
GROUP MEETING 


Each outpatient group meets 1% hours 
weekly, of course always with the same psy- 
chiatrist as conductor. The author conduct- 
ed the meeting reported here, the 23rd of 
this group, on an evening its regular con- 
ductor could not attend. The 8 outpatient 
members attending were known by him. 


„The session was dominated by a man who 
had lapsed in his outpatient attendances after 
he had started drinking again. He had been 
drinking that evening. The contributions of 
this man will be described selectively, to con- 
vey how some alcoholics test and strain the 
treatment procedure. It will be seen that a 
staff-member got implicated in the acting-out 
of the patient’s pathological dependency 
needs ; he also involved socially a fellow-mem- 
ber, Mr. C.; he monopolized the treatment 
time that evening ; he indicated he had be- 
come involved in social difficulties of criminal 
Proportions which psychiatric intervention 
could not alleviate. Moreover, psychological 
treatment being mediated by verbal communi- 
cation, this patient was handicapped by 
thought Processes not uncommon in alcoholic 
Patients (related to emotional immaturity), a 
self-evasiveness of the double-bluff type. The 
Psychiatrist, for example, knows the patient is 
being untruthful, but the patient will continue 

communications only provided the con- 

Vetsational deception is not challenged. If it 
R an angry response is evoked, with the pa- 

ent removing himself. With mild intoxication, 
as this patient illustrates, such “insincerity” 
1$ exaggerated. 

$ That the lapsed member had been drinking 
grou ety Provoking for the others in the 
r P who stressed to another member how 

ee it would be for him to discontinue his 
ta a pills, as he was then contemplating. 
eee member induced more tension by 
ee nthusiastically proclaiming that he would 
aa again take another drink. The lapsed 
: er reminded his fellow members that at 
uistmas time, in his bid to resume social 

a , he had started to take beers “through 

Abuse,” while still attending the 

Meetings. They h: k group 
im. He h ey had been right to try to stop 
job a ad now been suspended from his 
He oe ever, he could get it back at any time. 
TAN PA living with his parents, but in the 
would not pone of the hospital, whom he 

E a conte ame. The doctor pointed out it 
E ca: fate to group procedure to make 
j oF matters which were of concern to 


“sponse was to report that on his way to work 


all members. Some members then said they — 
had heard the lapsed member was living in a 
nurse’s household, admitting they had not ~ 
brought themselves to discuss this in the meet- _ 
ings although it might have been wiser to 
so. The lapsed member then mentioned 
name a nursing aide, not professionally trained. 
The doctor made the interpretation that the 


pital should provide him with a fulltime nurse ~ 
to look after him permanently. Angrily the 
lapsed member denied this and said how sorry 
he was the present doctor was conducting the 
meeting, and explained tensely that his pur- — 
pose in coming that night was to request the 
regular conductor to intercede for him at his 


to be fired. The group members ignored in their 
remarks that he had at first said his job was 
secure in spite of his suspension; when the 
doctor pointed out his inconsistency, the lapsed 


express in words what he was feeling. Th 
lapsed member said, “Yes, I’m the hell in wi 
you,” and sat down smiling. He then accepted 
interpretations that he was viewing the hos- 
pital as a support against harsh employers. 
His fellow members supported him with de- 
scriptions of their occupational setbacks, one 
member describing with careful detail his — 
annoyance over being fined £15 one Christ- 
mas day for drinking a pint of beer when he 
was a fireman. The doctor took these remarks 
as indication that the group was inclined to be 
comforting to the lapsed member; his re- 


each moring he stopped at his mother’s house Bs 


your mother and the nursing aide and your 
doctor to lean on at present.” The lapsed mem- 
ber then said he was in EI Pa o 
had expropriated money on his job, using 
to it The nursing aide’s husband drank 
with him. 
The nursing aide’s position was then taken 
up. After discussion it was pointed out she h 
broken a rule of the hospital, one of few, that 
patients inevitably suffered interference in their 
treatment when staff members engaged in 
social relationships with patients. The group 
became agitated, Mr. D. protesting that every 
step likely to save the lapsed member 
the terrible consequences of his alcoho 
was justified. <A number of members e 
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how “motherly” they had found the nursing 
aide while they were hospitalized. But Mr. C. 
who in trying to contact the lapsed member 
had taken to visiting his parents, stressed that 
his parents would very much want to have 
him home with them. It wasn’t as if he had no 
home. His parents’ main wish, in fact, was that 
he should marry a nice girl so that they could 
make over their house and all their furniture 
to him. 
The lapsed. member burst forth that he 
hated his father. His father was the sort of 
man who, if he asked for a chisel and you 
brought him a hammer, would hit you over 
the head with it. He offered to leave the 
nursing aide’s house. “She is sick tonight, that 
is why she has not come on duty.” Other mem- 
bers explored how awkward it must have been 
for her to decide whether she would come to 
‘her work at a time he would be attending the 
hospital, knowing she had gone against hos- 
pital procedure in having him lodge secretly 
with her. The doctor emphasized this point, 
that psychotherapeutic interactions depend on 
_ frankness, not only on the part of patients but 
also from responsibly cooperating members of 
the staff, so that all could rely on a secure 
setting in which to pursue the task of self- 
understanding. 

The lapsed member exclaimed that if frank 
disclosure was the thing, he could tell the 
group what had spoilt his life. When he was 5 
years old he saw his father slap his mother’s 
face. He “toddled” from the house into a field, 
vowing never to forgive his father. Since then 
he had hated his father. That was why he 
drank. He got himself drunk and then went to 
his parents’ home expressly to show himself 
intoxicated to his father. It was satisfying to 
him to make his father angry and distressed. 
“Do you want to know why I am still single ?” 
he demanded. 

This discomforting question was disregarded, 
the group instead discussing animatedly the 
scene of parental strife just described. Mr. D. 
said he disbelieved the mere witnessing of a 
smack could lead to alcoholism. The members 
detailed occasions when they themselves had 
struck their wives, especially when not sober, 

indeed, how their wives had thrown coffee 
cups, etc., at them, but no grudges had been 
borne. The lapsed member was told his parents 
had forgotten that slap a long time ago. He 
was urged to forgive his father ; to go further 
and, after confession, to beg his father’s for- 
giveness for the hatred he had harbored. Mr. 
C. pointed out that while the drunkenness was 
intended to wound the lapsed member’s father, 
his mother had told Mr. C. that each time her 


son appeared drunk “you were sticking a knife 
into her heart.” 

This reference led the doctor to remind the 
group that the lapsed member had wanted to 
consider with them why he had remained sin- 
gle. The lapsed member said that when he was 
a little lad, at the time of the slap, he vowed 
to wait for his father to die, when he would 
care for his mother himself, 

The group exclaimed with surprise over this 
wrongheadedness. But the lapsed member per- 
sisted : he would never marry, instead intend- 
ing to devote himself to his mother. Mr. C. was 
emphatic that the mother desired her son 
married. The doctor interpreted that Mr. C, 
like the mother perhaps, might be concerned 
how the lapsed member met his sexual needs. 

The lapsed member began to convey how 
virile he was, his verbal excesses causing anx- 
iety in the group members. He asked the 
doctor, “Has your car got a big enough back 
seat P”, offering to have the doctor meet the 
ladies he knew. He made the group smile 
participatively when, unabashed by their re- 
straints, he leant forward to demonstrate to 
the doctor his tie, a red one with the earth, 
Mars, Venus, etc. on the public side but on 
the inside, when the tie was folded open, a 
Pin-up girl. This assertion of sexual freedom 
was not interpreted as miscarried rebellion 
against an authority presumed to be con- 
demnatory of sexuality ; the entire group was 
now participating in the amused assertiveness, 
until Mr. D. explained to the lapsed member 
that precisely what was happening was what 
his parents might fear, his going with prosti- 
tutes. But they were in favour of his having a 
decent girl. 

As the meeting closed the lapsed member 
said he would obtain Antabuse tablets on leav- 
ing and next day he would visit his parents, 
to tell his father of the hatred he had felt since 
childhood. However, he did not return to later 
meetings. He had come close to recognizing 
that a childhood hatred of his father was affect- 
ing his total behaviour ; if he could modify 
this, his chances of being able to stop drinking 
for longer periods would improve, and even 
his mode of sexual activity might alter. In this 
case, the impetus to carry over the group 
benefits into social action did not take place. 
The point of treatment failure can be defined. 
Perhaps no further treatment occurred because 
his work problems became intolerably pres 
ing, certainly his involvement with the nursing 
aide adversely complicated treatment. Not be- 
ing sober may have blunted his grasp, as it 
facilitated his communication. 


_ EXTENT OF SERVICES PROVIDED 


“Inthe first year, 180 patients were treated 
with brief hospitalization (average stay of 
93,7 days) followed by outpatient small- 
group psychotherapy conducted by a psy- 
chiatrist. An additional 105 patients present- 
ing during the year were not admitted, but 
alternative disposition or treatment ar- 
ranged, 


Total admissions during year 
Re-admissions 

In direct contact 

In indirect contact 

Out of contact ........ 4 
Deaths 


105 (58.3%) 


5 ( 2.9%) 


Direct contact means that the patient had 

_ Continuously attended for treatment, or at- 

_ tended some other hospital activity (e.g. 

social club) so that he was seen personally 

_ and his current status checked. Indirect con- 

tact means that a relative or close associate 

in immediate touch with the patient pro- 

vided a report on his status. It will be seen 

_ that contact was not kept with one-fifth of 

the patients admitted during the first year ; 

Many patients did not have addresses when 

admitted and were not employed. To main- 

tain follow-up with this group would re- 

| qure considerable exertion by specially ap- 
Pointed staff, 

Eighteen (10%) of the patients were 
Women. 

Four categories of treatment outcome 
Were adopted in making assessment of pro- 
gress ; sober, improved (a judgment that 

E omt was drinking less, was now 
Mer & regularly, had returned to his 
re on spouse, etc.), unchanged or not 


Sober _. 
Improved 
Unchanged . 
Not known . 
Deaths 


87 (48.3%) 
-. 26 (14.4%) 
.. 39(21.7%) 
-. 23 (12.8%) 
5( 2.9%) 


> 62.7% of patients were known 
to have benefited eS treatment. Some 
en sober for over a year when the 
Eoi foe was completed, some abstinent 
te a few months. There were already 
EiT at closed groups in progress, the 
eooo ving met for 53 sessions when the 
| Sw of the first year was made ; in addi- 


E After a year, 


tion the open group and the wives’ gy 
met weekly. 

As well as the treatment service provide 
contribution has been made to change 
general attitudes towards alcoholism in 
community. Seminars have been held for 
medical students, social science students, 
the clergy, personnel managers, probation 
officers and general medical practitioner: 
A close association with the local branches 
of Alcoholics Anonymous is maintained. 
The Advisory Committee of community. 
leaders appointed by the Administrator | 
the Cape Province is an active link betwe 
the hospital and the community. Public or- 
ganizations are addressed by members 
the hospital staff, so that knowledge and ex- 
perience can be spread to agencies and in: 
dividuals in a position to be helpful to th 
alcoholic. > 


SUMMARY 


1. A form of hospital treatment for 
coholism, providing short hospitalizati 
followed by prolonged outpatient trea 
ment is described. Be 

2. A therapeutic hospital milieu results 
from techniques facilitating patient inter 
action ; treatment intervention by the staff 
is also coordinated through group methods 

3. The patient effects identifications with 
fellow-patients, his re-socialization com: 
mencing with his recognition that inner 
stresses, which he can be helped to modify, 
have contributed to his drinking. 

4, Small group techniques are an effec- 


lationships. 
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The pharmacologic approach to the treat- 
ment of the depressed patient has recently 
been very active, The increasing number of 
new preparations has been accompanied by 
enthusiastic comments: “simply dissolves 
symptoms of depression . . . with recovery 
or marked improvement reported to occur 
promptly in 70-85% of cases”(1) ; “amelio- 
rates symptoms of depression . . . often cap- 
able of normalizing”(2) ; “anti-depressant 
without euphoriant effect”(3) ; and “alle- 
viates the depressive state but does not act 
as a stimulant” (4), 

To the older readers these statements 
must provoke nostalgia. It was in 1936 that 
hematoporphyrin seemed “to produce acti- 
yation, in some cases mental stimulation and 
in others general improvement” (5). And in 
1941 Metrazol “in nearly 73% brings about 
favorable change classifiable as recovery or 
as social remission”(6). 

In searching for effective antidepressant 
drugs the most common source has been the 
cerebral stimulants. In utilizing these stim- 
ulants the inference drawn seems to have 
been that the emotionally depressed patient 
has a depressed nervous system; unfortu- 
“aed this assumption still lacks confirma- 

n. 

The term stimulant is not currently pop- 

when applied to the new antidepres- 
sants. However, if one accepts the definition 
of a cerebral stimulant as a substance that 
canes the functional activities of the 
Sap (7), such alter-designations as “psy- 
be” energizer,” “thymoleptic,” or “normal- 
seem less separate. 


EFFECTS ON THE CENTRAL NERVOUS SYSTEM 


Investigation for effective CNS stimulants 
os ee a difficult one, with undesirable 
cts more common than desirable ones. 
uy evidenced by the less recent stim- 
FA such as picrotoxin, metrazol, strych- 
line ae camphor which in the unanesthe- 
ee uman produce excitation only at the 
sive dose(8). They have been used 
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in the treatment of depression but weri 
abandoned due to this complication; o 
conversely used because they did produce 
a convulsive episode. 
Some other preparations capable of pro: 
ducing convulsions at higher than the thera: 
peutic dose are cocaine and anticholinergics 
such as atropine(8, 9). Both have been 
prescribed to stimulate the depressed pa: 
tient. : 
Seizures have been reported with imipra 
mine (Tofranil) and the monoamine oxi 
dase inhibitors, but fortunately are rather 
rare occurrences(10, 11). On the othi 
hand, the recommended dosage of newer — 
drugs may be increased in an effort to en-~ 
hance their effectiveness ; when this occur: 
the convulsive threshold may be approached. 


For example methylphenidate (Ritalin 
and pipradol (Meratran) contain the phen. 
ethylamine skeleton just as does the am 
phetamine group. And the monoamine oxi: 
dase inhibitors are hydrazine analogues 
these sympathetic amines(16). 


EFFECTS ON OTHER BODY SYSTEMS 
Aside from the direct effects of stimulan 
on the nervous system, there are actions — 
affecting other systems. These toxic or sid 
effects frequently are listed at the end o 
therapeutic reports. This may be analagous 
to the small print on a legal document, im 
portant but unpleasant to consider. A\ 
this brief description of side effects is 
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fied in many drug reports since they may 
only be an annoyance to the doctor or the 
patient. This is true of the cardiac arryth- 
mias and hypo- and hypertensive effects 
with mild excesses of caffeine and amphet- 
_ amine(8). Orally the mild cortical stim- 
ulants methylphenidate and pipradol seldom 
produce more than subjective discomfort 
in the cardiac patient if they are used with 
Caution. Added caution should be exercised 
_ with intravenous methylphenidate(12, 17), 
_ With the many new antidepressants made 
available to the clinician it behooves him to 
observe his patients carefully for signs of 
toxicity. It is dubious whether we yet know 
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. pected with benactyzine which is an anti- 
-cholinergic that in approximately 10% of 
_ eases produced mild complaints of dryness 
of the mouth, drowziness or dizziness at 
_ presently recommended dosages(21), With 
_ dosages of 250 mg. daily nearly all patients 
receiving imipramine complained of dryness 
_of the mouth and sweating (22). At lower 
dosages 10-20% note these. Less frequent ef- 
fects are tremor of the extremities, dizziness, 
blurred vision, constipation and hypoten- 
_ sion(23),. Agranulocytosis and skin reactions 
have been noted rarely(10, 24, 25). 


UNTOWARD PSYCHIATRIC EFFECTS 


Since stimulants are not specific, they 

_ conceal rather than relieve ; and in the end 
the depressed patient's state may be ag- 
gravated. Principally, because observations 
indicate that it is not possible to stimulate 


the central nervous system for a long period 
without the heightened nervous activity be- 
ing followed by depression, proportional in 
degree to the intensity and duration of the 
stimulation(8). 

This leads to the problem of psychological - 
habituation. Patients with a low tolerance 
for frustration may take more drug to avoid 
the “let-down” following the interval of 
stimulation, 

An example of the subtleness of a drug’s 
addictive potential was demonstrated in the 
later part of the 19th century when cocaine 
became well known as a stimulant and 
euphoriant. Its severe addictive qualities 
escaped the recognized acuity of physicians: 
Freud and Hallstedt when it was first put 
into use. Personal disaster came near to 
these early proponents of this drug which 
seemed to selectively elevate mood. Freud 
Was an active proponent and Hallstedt an 
addict, fortunately a temporary state for 
both(26, 27). ; 

It is pertinent to remember that there 
are over 25 compounds related to ampheta- 
mine marketed for use as CNS stimulants, 

bronchiol dilators, vasoconstrictors and ap- 
petite depressors, Undesirable, as well as 
desirable, effects must be considered in the 
use of all these compounds, That habitua- 


tion may result is shown in the following ` 
cases : 


Case 1: This 31-year-old woman had been 
taking an amphetamine (Auban) for 4 years 
(“first to lose weight and then I couldn't 
stop”). She Progressively increased the dosage 
and at the time of admission was taking 70 mg. 
of methamphetamine and 420 mg. of pheno- 
barbital daily in this form, Approximately 4 
months prior to admission she was observed to 
work in her home at an exhausting pace an 
at all hours of the day and night. Mild ideas 
of reference appeared which increased with 
the development of paranoid delusions, hallu- 
cinations, forgetfulness and agitation. She was 
hospitalized and these acute symptoms cleared 
in 3-4 days. It was noted after her first home 
visit that she was somewhat agitated, confused 
and exhibited slurred speech. She admitted 
consuming considerable quantities of the drug 
again. 

Case 2: This 19-year-old woman had been 
taking phenmetrazine (Preludin) for 18 months 
Prior to admission. The drug was initially used 
as an adjuvant to weight reduction. She gradu- 
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"ally increased the dosage to 15-18 tablets daily. 
Some 5 months prior to admission this pre- 
viously ambitious, well-controlled student was 
observed to become loud and abusive over 
trivial occurrences, failed at work and made a 
suicidal attempt. One month prior to admission 
she had explosive temper tantrums, was phys- 
ically abusive to her mother, became very 

' paranoid and was writing bizarre things. She 
then made a suicidal attempt by ingesting 100 
one-half grain phenobarbital tablets. She was 
found, brought to the hospital and treated on 
the medical ward for 3 days for “acute bar- 
biturate intoxication.” When transferred to the 
psychiatric service, she was cooperative and 
composed. She had some feelings of guilt but 
the overt psychotic symptomatology mentioned 
above was not observed. 


‘Since an abstinence syndrome has not 
been clearly ascertained with the ampheta- 
mines, the academic designation of addic- 
tion (habituation, tolerance and withdraw- 
al) is a debatable point. But, it has been 
observed that individuals habituated to the 
amphetamine series are at least as resource- 
ful in obtaining the drug as the chronic al- 
coholic and some addicts(28). 

Finally, the antidepressants may produce 
cal psychiatric symptoms. The ability 
of the amphetamine series to produce a 
fe syndrome often indistinguishable 
a schizophrenia, in the acute phase, has 

een described previously (29, 30). The two 
cases of amphetamine habituation described 
in this paper are typical of these reports. 
a peni may be seen with imipramine 
a e monoamine oxidase inhibitors ; and 
in the former the hypomania has reportedly 
persisted after discontinuing the drug(31). 


f COMMENTS 
F. pr a evident that the new antidepressants 
E. $ emically related to those previously 
! sed. There are similarities in structure 
tween atropine, amphetamine, acetylcho- 
; A histamine and the newer stimulants. 
l tae the manipulation of side-chains and 
$ er structural changes, the pharmacologist 
} e pected the clinician with these new 
os €pressant drugs. Though modes of ac- 
g ee unclarified they have proved at- 
ve because post drug “let-down,” se- 
| Seas and convulsions have not been 
= ient in the suggested therapeutic 
Benes The need for stimulants with fewer 


side effects is undeniable, but the therapeu- 
tic enthusiasm recently shown has yet to 
stand the test of time(32, 33). i 

Finally, the ease of treating the depressed 
patient with a medication possessing no 
great risks, but uncertain effectiveness, has 
inherent danger. It may lull the clinician 
into lessening his precautions against suicid 
and the application of more proven ther: 
pies, i.e., electroconvulsive therapy and hos- 
pitalization. The result may be an actual 
increase in morbidity and mortality. Thus 
the greatest hazard is not so much the sid 
effects as the lack of proven clinical effec 
tiveness of these compounds. 
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A survey of the incidence of hospitalized 
mental illness among members of religious 
"communities of women in 1956(1) indi- 
cated that there had been a considerable 
increase since an earlier investigation in 
1935(2). A comparison of the figures for 
» 1935 and 1956 not only reveals a very sig- 
F nificant (P<.001) increase over the 20- 
T year period, but a comparison of these fig- 
"wes with the corresponding statistics for 
women in the general population who were 
hospitalized for mental illness shows that 
F the rate of mental illness among sisters has 
increased at a significantly more rapid rate 
(P<.02) than among the latter population. 
~ It should be noted, however, that the rate 
is still considerably lower among religious. 
| There are a number of objections which 
can be made to the reliability of this kind 
T of survey and to conclusions based upon it : 
1, Statistics on the subject of mental illness 
c are notoriously misleading, especially for 
Comparative purposes ; 2. The apparent in- 
Onn of mental illness among religious is 
ue to earlier and/or more frequent re- 
Cognition of problems which have always 
_ &xisted in the same proportions ; 3. There 
are more facilities available now, hence 
q aa religious are hospitalized. While it is 
É e that “fads” in diagnosis, inconsisten- 
a Jn nomenclature, and non-reporting 
Gen ce hee statistics on mental ill- 
cei question, there is no reason 
hiena Pt the suggestion that these have af- 
a EON group differently from the other. 
$ ore, the present investigation was 
undertaken on th ae 

Bs esas ne assumption that there 
among sist ae i one in mental illness 
significant at it is statistically 


q oe ota used was determined in large 
Bane nature of the material available. 
sp ic mental hospital which regularly 
e iher of sister-patients allowed 

of the case files of 50 religious who 


een or were currently hospitalized for 


1 Immaculai 
A ite Heart Coll X g 
4 venue, I eles mG ae 2021 N. Western 


DEPRESSION IN THE PSYCHOSES OF MEMBERS 
OF RELIGIOUS COMMUNITIES OF WOMEN 


SISTER M. WILLIAM KELLEY, LH.M.! 


a variety of mental disorders, The cases 
were drawn according to diagnosis, in num- 
bers proportionate to the distribution of di- ` 
agnoses in the 1956 survey. The completed — 
sample included : 25 schizophrenia of which 
13 were paranoid; 8 manic-depressive of 
which 4 were depressive reactions ; 5 invol- 
utional psychosis ; 2 cerebral arteriosclero- ~ 
sis; and one each of senile psychosis and ~ 
chronic alcoholism? The analysis of these 
histories was almost completely unstruc- 
tured, not so much by design as by their © 
uneven quality and their relative complete- 
ness or incompleteness. The histories were 
searched for any appearance of regularities 
or patterns of relationships, in the hope that 
there might be isolable some uniformities — 
in family background or work history or 
symptomatology which might constitute or 
reflect causative factors in the sisters’ break- 
downs. 

The report of this investigation confirms — 
and underlines the commonplace that case — 
records are still not very helpful in the at- 
tempt to unravel the etiology of mental dis- 
order. In the case at hand, one can presume 
that the informants were sometimes led to 
conceal certain data from psychiatrists or 
hospital personnel because they were — 
ashamed of mental illness, or they feared to — 
put their religious communities in a bad 
light, or they simply had not been geared 
to be aware of possibly relevant behavior 


2 Fortuitously, the decision to select on the basis 
of diagnosis produced a sample which was well- 
matched with certain other characteristics reported 
in the 1956 study, chiefly that of the patients 
occupation prior to hospitalization. Twenty-eight 
per cent of the sample, as compared with 27.7% 
of the survey population were engaged in 
mestic tasks. CAT EB tk ee 

begun as teachers or ospital perso! $ 
E with professional de- 
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in the patients’ background. The case his- 
tories reported by these informants are con- 
_ sequently impoverished. This is especially 
_ unfortunate, because we have in religious 
| Communities a sufficiently homogeneous 
__ body, sharing a common system of values, 
= formed by somewhat standardized proc- 
esses, and relatively easy to control, and it 
_ should be possible to learn much of value 
_ about mental illness in general from a care- 
ful study of this group. 

The preponderance in the 1956 survey of 
_ disorders in which depression commonly oc- 
curs led to the suspicion that self-accusatory 
depression might figure prominently in the 
disorders of a majority of mentally ill reli- 
gious. It must be admitted that the case his- 
~ tories did not yield enough clear data to 
‘warrant formulating this as a hypothesis, 
but the following summary of tabulations, 
_ relationships, exclusions, and impressions 
are submitted as evidence leading to and in 
Support of the proposition that psychotic 
sisters tend to be symptomatically like one 
another, especially with regard to manifes- 
tations of depressed states. 

There was so little reported on childhood 
experiences in the histories that one would 
conclude that the patients had had no child- 
hood, and certainly there was nothing of 
~ any theoretical significance in this area. 
_ There were, however, a number of condi- 
tions which appeared in these histories with 
_ notable frequency and which, as expected, 
_ crossed diagnostic lines quite indiscrimi- 
~ nately. For instance, in 30 of the cases the 

informants volunteered information which 
__ indicated that the onset of the patients’ ill- 
= ness was of considerable duration—averag- 
ing over 6 years. There are a number of 
considerations which should temper any in- 
clination to generalize from such ambiguous 
data ; nevertheless, in the context of some 
extraordinarily fragmentary histories, any 
regularity may deserye more rather than 
less attention than one would be inclined to 
attach to it. 

If senile and arteriosclerotic cases are ex- 
cluded, the average age at first hospitaliza- 
tion was 41. For schizophrenics, who form 
the largest portion of the sample, it was 38. 
Looked at in another way, this means that 
the sisters involved had spent, on the aver- 
age, from 17 to 20 years in their communi- 


eg 
N 


[ November ; 


ties before being hospitalized ; and, if we 
can judge from the histories, the 5 or 6 years 
preceding hospitalization were increasingly 
stressful for the patients and their compan- 
ions, and increasingly unproductive. The 
average hospitalization for the total sample 
was 4 years 4 months, although the high in- 
cidence of paranoid schizophrenics (whose 
average hospitalization was 6 years 8 
months) creates a deceptively high average. 
In view of the fact that 35% of the sample 
had been previously hospitalized at least 
once, and another 25% more than once, the r 
average period hospitalized during a life- 
time for the sisters in this sample will be ~ 
predictably very high.? 

While these data might not in themselves 
seem to be specifically related to the pro- 
position that the psychoses of religious tend 
generally to include manifestations of se- 
vere depression, they constitute a quantita- 
tive backdrop to the context of the religious 
life in which these patients live, and when 
viewed in this perspective they may assume 
new relevance. The following portion of the 
article combines some information from the 
1956 survey and some material from the 
case histories with some insights based on 
personal experience of the religious life. The 
significance of the 4 points issuing from the 
combination and the conclusion based on 
them can be tested, presumably, only by 
further experiential observation. 

1. Sixty-four per cent of the case records 
used in this study contained specific refer- 
ence to at least one of the symptoms in- 
cluded—not altogether arbitrarily—under 
the term self-accusation, namely : scrupu- 
losity, a sense of worthlessness, a sense 0 
failure, the desire to be destroyed. An addi- 
tional 12% were described without further 
elaboration as being “severely depressed 
Prior to and during hospitalization. 

2. The rates of hospitalized sisters bbe! 
100,000 in each of the specified occupations 
in the 1956 survey were : domestic, 3042; 
cloistered, 645 ; teachers, 420 ; professional 
hospital personnel, 228, As has been pointed 


3 Here again the sample is notably like the 
universe from which it was drawn. In 1956 the 
average age at first hospitalization was 44; 5 
average length of hospitalization was nearly 
years ; 48.4% had been previously hospitalized for 
mental illness, 


s ty 
= out, the occupational distribution in the 
present sample is almost identical with the 
survey distribution, and it can be assumed 
that these rates are more or less stable. It 
may be no more than an interesting coin- 
cidence that the rates of psychosis increase 
as we move from the most totally absorbing 
and “distracting” occupations to those which 
leave the greatest freedom to the mind. 
3, Asceticism, the practice of systematic 
self-denial for the purpose of attaining a 
_ higher ideal, is an integral part of the reli- 
gious life. In the interest of ascetical prac- 
tice, exercises in deliberate and controlled 
self-examination and introspection are in- 
stitutionalized in the religious life. If these 
exercises are undertaken without prudent 
direction and/or by unstable, immature per- 
sons, they can easily and insidiously develop 
into gross depression. The case histories 
strongly suggest that such depression be- 
comes a stage in a circle of abnormal mani- 
festations which may eventually include the 
delusions and hallucinations reported in 60% 
of these cases,4 
4. A certain amount and kind of insecu- 
nity is inevitable in the structure of the 
religious life. Being uprooted overnight 
from everything to which they have be- 
Come accustomed is for some a trauma 
Which is never outlived. The trappings of 
the life remain for them always uncertain, 
Unreal, painful, and this is all the more diffi- 
cult, discouraging, and depressing because 
it is not supposed to be so. Unless or until 
ee has developed considerable psy- 
et and moral strength and stability, 
ban ol a e demands associated with prac- 
oh g the vows of poverty, chastity, and 

edience can constitute an over-rigorous 


4 

hes eee be illogical and mistaken to conclude 

pet et the self-examination and introspection 

3 nay methods to be employed in pursuit of 

e there is a great body of evidence to the 

aA What is implied is that they must be 
sed wisely and under wise direction. 


and repeated failure or experience of 
ability to meet standards intensifies depres- 
sion. 2 


CONCLUSION 


This report is not intended to suggest thi 
psychotic religious, or religious in general, 
are more depressed than other occupational 
or social classes, but to outline some po: 
sible reasons, specific to their life, why those 
who are depressed become so. Great stres: 
is laid in religious life on hard work, high | 
productivity, and “success” in the strict] 
religious and spiritual aspects of conventua 
life as well as in the “active” or professiona 
works which they undertake. (The traits of 
the “American character” are quite faith 
fully mirrored in American religious com- 
munities.) In addition to these cultural 
influences, certain immature or poorly in- 
structed religious are plagued by the suspi- 
cion that every failure is a sin, and for this _ 
reason their mental disturbances themselves _ 
become a circularly reinforcing cause of 
depression. The early onset and lengthy — 
course of their disabling disorders, and th 
high rate of recurrence, further intensify 
their depression. Y 

Considering the carefully structured char- 
acter of religious life, it would seem tha 
more careful selection among those wh 
apply for permission to undertake the life, — 
joined with precise and accurate moral and — 
psychological instruction of those admitte; 
could do much to reduce appreciably the 
abnormally depressed states among reli- 
gious. 
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Murder of the spouse as a reaction to 
delusions of infidelity and/or delusions of 
persecution is an ever present danger in pa- 
_ tients suffering from involutional psychosis, 
paranoid type. In order to illustrate the 
malignancy of this clinical picture, I would 
like to relate excerpts from case records of 
"patients charged or indicted with Murder, 
first degree, and committed to Matteawan 


Case 1: This 43-year-old white male patient 
of pyknic habitus and average intelligence 
was never in conflict with the law until he was 
arrested for homicide. For several years he had 
b sexually impotent and suspicious of his 
w ’s infidelity. He described progressive dis- 
trustfulness of her to the point where he would 
pect her genitalia to see if she were sleeping 
ith other men. Finally, he was so preoccupied 
ith his delusional system of her unfaithful- 
ess that he was unable to work, lost his job 
and his wife separated from him. While appeal- 
ing to her to return to live again with him, he 
shot her because of her refusal. 


Case 2 : This 55-year-old white male patient 
angled his wife with a chain. Patient had 
: become sexually impotent for about a year 
preceding the crime, and had delusions about 
` poisoning by his wife. For several months prior 
_ to the crime he expressed ideas of infidelity and 
blamed the loss of sexual interest on his wife’s 
nagging. His psychosis was characterized by 
ideas of infidelity, ideas of persecution directed 
against his wife, ideas of poisoning, misinter- 
pretation of real occurrences and somatic com- 
plaints. His homicide was a reaction to his 
paranoid ideas directed against his wife. 
Case 3 : This 59-year-old white male patient 

was always shy and retiring ; he became de- 
pressed in December, 1959. This depression 
led to his retirement from the postal service ; 
- he sold his home on August 1, 1960 and moved 
- to a new residence. He became increasingly 
more depressed and withdrawn. Following an 
argument with his wife he strangled her and 
- then attempted to commit suicide by turning 
on the gas but was found by the police and 
arrested. In this case the diagnosis was in- 
~ yolutional psychosis, melancholia. 


1 Assistant Director, Matteawan State Hospital, 
"Beacon, N. Y. = 
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Case 4 : This 52-year-old white male patient 
had been previously hospitalized because of 
depression, jealousy and ideas of infidelity. On 
January 13, 1957 he stabbed his wife to death 
and then planted the knife into his abdomen 
in two places. Patient’s psychosis was charac- 
terized by ideas of infidelity and ideas of per- 
secution. His homicide was a reaction to his 
delusional system. He claims that his wife 
wanted to put him in a psychiatric hospital to 
get rid of him, while, at the same time, she 
was showing interest in younger men. 


Case 5 ; This 69-year-old white male patient 
showed evidence of mental illness for the first 
time in 1937, at the age of 46. It was charac- 
terized by ideas of infidelity, ideas of reference, 
misinterpretation and somatic complaints. Pa- 
tient separated from his wife and finally ob- 
tained a divorce in December 1954. He re- 
married within a short period of time, again 
developed ideas of infidelity, ideas of poison- 
ing and mild ideas of persecution with evi- 
dence of illogical thinking. He continued to ex- 
press many somatic complaints. He had ideas 
of infidelity which he based on very trivial hap- 
penings but he still seems convinced that they 
were proof of infidelities on the part of his 
wives. At the age of 63 he finally killed his 
second wife by strangling her with his bare 
hands. It was felt that while there had been 
recurrent periods of depression, the under- 
lying mechanisms belied a deep-seated schizo- 
phrenic psychosis which again became acute 
in the involutional period to such an extent 
that the patient killed his wife as a reaction to 
his delusions of infidelity and persecution. 


Case 6 : This 62-year-old white male patient 
first began to show mental symptoms early in 
1953, at the age of 55. His psychosis had been 
characterized by preoccupation, seclusiveness, 
restlessness, lability of the emotions, ideas © 
reference, irritability and depression. He was 
twice treated with ECT and showed marked 
improvement. When he was discharged from 
the hospital, he apparently was in a remission 
from his involutional psychosis but there were 
still residuals in his mental condition with de- 
pression and irritability. Soon again he voic' 
ideas of reference and delusions of persecution 
towards his wife, Finally, at the age of 58, dur- 
ing an argument with his wife, he killed het 
with a knife. The diagnosis of inyolutional psy 


chosis, paranoid and depressive features had 
"to be continued. 


Case 7: This 57-year-old white female pa- 
tient has a history of longstanding abnormali- 
ties of personality traits and habits which de- 
veloped into overt insanity about 8 years ago, 
about the time of her menopause. Her psy- 
= chosis had been characterized by depression, 
agitation and delusions and culminated in the 
murder of her husband, because of her belief 
that he had cancer. She had delusions of per- 
secution and ideas of reference. 


Case 8 : This 45-year-old colored female pa- 
tient had an apparently normal childhood and 
adulthood development. Patient had a hysterec- 
tomy in 1944, Over a period of a year from the 
beginning of her menopause, she gradually 
developed a psychosis characterized by hypo- 
chondriacal complaints, ideas of infidelity and 
paranoid ideas concerning her husband, cul- 
Minating in the murder of her husband. She 
admitted that about a year before the murder, 
she thought that people were staring at her 
and She admitted auditory hallucinations, 
claiming that at the time of the murder she 
thought there were other people hiding in the 
house who were talking to her. 


These are some of the more characteristic 
cases of homicide which occurred as a re- 
action to delusions of persecution and/or 
delusions of infidelity in patients suffering 
from an involutional psychosis. Many other 
cases were committed by Court with the 
charge or indictment of assault, after they 
ad unsuccessfully tried to kill their marital 
Partner as a reaction to their delusional com- 
plex of ideas. It is noteworthy that the ma- 
Jority of the male inyolutional patients 
S ae for murder or attempted murder 
on elr wives as a reaction to delusions of 
oe elity and/or persecution are of Latin 
tural background with a high respect for 


the inviolability of the marriage vows 
far as the women.are concerned, In co 
parison with the male patients, amon 
women committed for murder (with a 
adult female population of 200), only 
were diagnosed as involutional psycho 
and none of them were of Latin cul 
background. In all of our patients the h 
cidal act was preceded for many months 
years by a slowly developing involuti 
psychosis with ideas of persecution an 
infidelity. ; 
Recently much has been published abo 
the prevention of suicide but nothing so | 
about prevention of homicide. We ha‘ 
be on our guard if an involutional pa 
expresses paranoid ideas about his spou: 
The forebodings which always exist shou 
not be ignored. These patients should 
hospitalized and kept under strict surve 
lance if there is a serious, well-founded fe 
of the marital partner threatened by 
paranoid patient. Prevention is better th 
treatment. 


CONCLUSION 


Eight short case histories were present 
of patients admitted to Matteawan S 
Hospital for the Criminal Insane charg: 
or indicted with murder, first degree, ocet 
ring as a reaction to paranoid delusions of 
an involutional psychosis. In all of these” 
cases, forebodings of the malignant nat ui i 
of patient’s mental illness were presen 
This would indicate that these patien 
bored potential homicidal tendencies fc 
prolonged period of time. A patient in 
involutional period with potential homici 


sions, should be hospitalized as a preveni 
measure as early as possible, the same 
done with potential suicidal patients. 


i CHIEN LI HUANG, M.D., Ps.D., anp ALBERT A. KURLAND, M.D.! 


INTRODUCTION 


After the introduction of chlorpromazine 
psychiatric treatment in 1951(1) many 
clinical reports followed, attesting to its ef- 
ficacy. These data are summarized in a 
number of recent reviews(2, 3, 4), but a 
Series of issues remain unresolved. These 
are : (a) the difficulties in determining ade- 
quate dosage levels without any means 
other than clinical observation(5) ; (b) the 
ation of maintenance of the patient who 
shown a favorable response to this type 
treatment(6, 7,8) ; (c) the factors which 
influence the variations in the rate of re- 
ession when such patients are taken off 
edication(9,10) ; and (d) the introduc- 
tion of more potent congeners(10) of chlor- 
‘omazine has re-emphasized the need for 
ormation relative to the metabolism of 
these compounds. 
= A review of the literature indicates that 
relatively little is known concerning chlor- 
promazine metabolism in man although 
there are a number of studies on the metab- 
_ olism of the drug in animals(11, 12, 13, 14, 
15,16) in which different metabolic pat- 
erns have been demonstrated(14), Salzman 
Brodie(16) found a negligible amount 
changed chlorpromazine and about 


_ Promazine metabolites in the urine of man 
as sulfoxides; however, Posner(17) sug- 
_ gested that phenol formation represents a 
major pathway of metabolism of the drug. 
Nadeau and Sobolewski(18) carried out 
_ studies relative to the conjugated forms, 
They reported that following chemical or 
enzymatic hydrolysis 10 to 20% of the con- 


= 1Research Department, Spring Grove State 
Hospital, Baltimore 28, Md. 
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A QUANTITATIVE STUDY OF CHLORPROMAZINE AND ITS 
SULFOXIDES IN THE URINE OF PSYCHOTIC PATIENTS 


jugated fractions was recovered in the urine 
of subjects receiving 75 to 300 mg. of chlor- 
promazine daily. Lin, et al.(19) demon- 
strated glucuronic acid on paper chromato- 
grams after the enzymatic hydrolysis of the 
urine. Fishman and Goldenberg(20) re- 
ported detection of 6 sulfoxides plus other 
unidentified polar metabolites, and Haynes 
(21) found 5.5 to 9.0% of the ether extract- 
able metabolites as bound chlorpromazine 
and free and bound chlorpromazine sulfox- 
ide in the urine of 4 patients receiving 
daily dose of 200 mg. and 800 mg. chlor- 
promazine for 4 to 11 days. 

As a result of this survey and the con- 
siderations indicated above an experimental 
study * 8 was initiated : 1. To determine the 
total amount of free chlorpromazine and its 
sulfoxide in the urine of chronically ill, psy- 
chotic patients being maintained on chlor- 
promazine ; 2. To determine the changes 
occurring in the levels of free chlorproma- 
zine and its sulfoxide in the urine of pa- 
tients when medication is discontinued. Are 
there differences between excretory patterns 
of those patients who regress quickly and 
of those patients who maintain their im- 
provement for longer periods of time? 3. 
To determine when treatment with chlor- 
promazine is reinstituted what effect it has 
on the pattern of chlorpromazine metab- 


2 This study was made possible by a research 
grant (MY-3967) from the Department of Health, 
Education and Welfare, Public Health Service, 
National Institute of Mental Health, 


8 The authors wish to express their appreciation 
to Dr. Samuel Bessman, professor of pediatric re- 
search and associate professor of biochemistry of 
the University of Maryland Medical School for 
consultation and help with tmany of the technical 
problems in developing the analytical procedures, 
and to Misses S. Chen and D. Kremen for their 
technical assistance, Thanks go to Dr. I. Derby for 
the analysis of urinary creatinine and to Dr. E. J. 
Van Loon of the Smith Kline and French Labor- 
atories, Philadelphia, Pa. for the supply of chlor- 
promazine and its sulfoxide standards. Appreciation 
is also acknowledged to Dr. Bruno Radauskas, 
Superintendent of the Spring Grove State Hos- 
pital for making the clinical facilities available. 
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es excreted in the urine : (a) when com- 

‘pared to their previous pattern and (b) 

when compared to the degree of stability 
naintained without the drug. 


‘THOD 


group of 7 hospitalized, male schizo- 
hren: 


one of the phe- 
d on the same 


l studies were very modest and the stud- 
were highly exploratory in character. 
Prior to the study evaluations of the pa- 

status were obtained during 


ews with the research psy- 

vioral patterns 

notes and in- 

ews with the ward personnel who had 
time. The pa- 

y a psychologist 

ilizing the Multidimension- 


scale yielding scores on several dimensions 
of psychopathology, including a total mor- 
bidity score. 

Then the patients’ previous medication 
was discontinued. The drug free phase was 
allowed to proceed until the patient began 
to show signs of deterioration. This was 
usually characterized by increasing discom. 
fort and accentuation of his symptomatolo- 
gy. At this point drug therapy with chlor- 
promazine was instituted in all cases (Ta- 
ble 2). 


CLINICAL OBSERVATIONS 


These were made according to the follow- 
ing plan : the patients were seen during the 
first year of the study on the average of 
once weekly ; the same nursing personnel 
temained assigned to the ward and were 
very familiar with the patients and the 
characteristic fluctuations of their behavior ; 
and the same psychologist carried out the 
ratings, 

The decision at which point the patient’s 
drug free period (Table 2) should be ter- 
minated resulted in a division into two sam- 
ples: (a) Nos. 1 and 2 in whom the de- 
cision was relatively easy since they ex- 
pressed themselves in increasing outbursts 


~ ‘TABLE 2 
Average Daily Excretion of Chlorpromazine (CP) and Chlorpromazine Sulfoxides (CPO) 


DAILY 


A e 
pobe mo NERES Bengin 
IN MGS. OF RX. (IN MG) % cP % ` CPO % REMARKS 
300 1 20.68 6.89 a 
400 2 27.90 6.98 a 
600 6 45.85 7.64 a 
300 1 15.42 5.14 a 
400 2 27.54 6.89 a 
600 . 6 50.02 8.34 a 
pa 7 ee 10.03 a 
1.14 3.38 0.25 0.09 9.89 -30 b 
600 13 22.78 3.80 0.77 0.13 22.01 37 b 
900 1 58.09 6.46 3.67 0.41 54.42 6.05 c 
1200 4 202.90 16.91 14.80 1,23 188.10 15.68 c 
300 1 3.91 1.31 0.56 0.19 3.35 1.12 b 
é 300 2 7.87 2.62 0.97 0.32 6.90 2.30 b 
P 600 1 38.97 6.50 2.45 0.41 36.52 6.09 c 
4 1200 4 109.90 9.17 14.20 1,20 95.70 7.97 c 
@ 16 300 9 61.63 20.54 8.40 2.80 53.23 17.74 c 
Bits: (a) Originally the combined quantity of CP and CPO was determined. 


(c) The last technique utilized for CP and CPO was dete; 
(d) Patients Nos, 5 


d 


tained by taking the number of determinatio 
losage. 
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of hyperactivity, irritability, conflicts with modified, and refined. In addition bloc 
other patients, and caused increasing diffi- analyses(25) were also carried out 
culty of the ward management (Table 1) ; time to time to obtain the levels of cl 
(b) Nos. 3, 4, 5, 6, and 7, who were much promazine in relation to the dosage 
more difficult to determine since their re- Comparative paper chromatographic stu 
gressive patterns were not as dramatic, but was carried out on each patient's 
were a slow drift toward increasing psy- Studies were initiated to determine tl 
chopathology (Table 1). In this latter group amount and types of chlorpromazine ¢ 
it took at least 2-3 weeks to make a decision. curonides(24) present in the urine. 
Once the impression had been obtained that studies will be reported later since this 
the patient was displaying signs of increas- port is concerned only with the exer 
ing discomfort, i.e., responding more mark- of free chlorpromazine and its sulfoxides, 
edly to delusional and hallucinatory exper- Twenty-four urines were difficult to 
iences, neglect of food, increasing difficulty tain because of the patient's mental 
in conforming to ward routines, verbal ex- and various procedures had to be develop 
pressions which seemed to indicate increas- for securing specimens at fixed interva 
ing discomfort with a marked increase in For a period of time urine specimens 
psychotic content, the drug free interval the 7 patients were collected every 2 ho 
was terminated. during a 24-hour period on the first day 

In this phase of our study, the MSRPP the week and for the rest of the week at 
ratings (Table 1) tended to show a range hour intervals during daily 12-hour perio 
of variability which indicated that its appli- from 10:30 a.m, to 10:30 p.m. (Table 
cation to such a small sample was limited. The specific gravity of the specimen was 
Obviously a larger number of patients corded and the specimen stored in a ref 
would have to be studied through a series erator until analysis could be carried 0 
of drug free and treatment phases. ‘At this time 1 ml. each of the sample 

Table 2 indicates that the drug free inter- each specimen was subjected to the PF 
val ranged from 3 to 27 weeks. Following  test(23) and spectrophotometric ana 
this initial drug free phase, different dosage for free chlorpromazine and chlorpron 
levels were used for varying periods in zine sulfoxides (Figure 1). i 
order to obtain some information as to the Later a procedure was utilized in which” 
levels at which maximum improvement oc- the 24-hour urine output was estimated by 
curred as observed by clinical comparisons the creatinine content of the day’s urine 
of the remission obtained and for the pur- specimen. The standard creatinine excr 
pose of determining the variability of the i t 
metabolites being measured. 


CHEMICAL METHODS 


The available techniques for measuring 
the excretion of free chlorpromazine and 


its sulfoxides in the urine were utilized, specimens. The maximum deviation from 


T 
Average Daily Urinary Excretion of CP and CPO in 


3 “4 
Mat and Percentages of the Administered Dose \ 
of CP During a 12-Hour Period (Method of Analysis As,0,) ? 


TIME < 10:30AM. 1:30 P.M. 4:30 P.M. 7:30 P.M. 10:30 P.M. 
% mg. %0 
Pt. No. 1 mg. % mg. % mg. % mg. % mg. si 
150 mg. ti.d.* 18 041 244 051 251 056 231 O51 i ie By) ro 
zoome, tid** 214 036 249 042 282 047 254 042 2.28 0. 
. No. 2 


200 mg. qi.d.*** 2.19 0.28 246 031 299 0.37 


*—22 days. 
**_17 days, 
***—16 days. 
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STUDY OF CHLORPROMAZINE 


eE 
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FIGURE 1 
Structures of Chlorpromazine and its Sulfoxides 


Chlorpromazine 
sulfoxide 


e mean for any patient was 10%, This 
igure was utilized for estimating the total 


urine for chlorpro- 
nd CPO respective- 
minary steps had to be 
ment of a quantitative 


_ in the urine of patients receiving chlorpro- 
“mazine. 
Method for estimation of total CP and 
_ CPO in urine. Various quantities of CP in 
normal urine were prepared and samples of 
1 ml. of the mixture were adjusted to pH 12 
and extracted with 12 ml. CsHe. After being 
centrifuged, the CgH, layer was separated. 


id 
st 
> 


i 


Nor]-chlorpromazine 
sulfoxide 


Norg-chlorpromazine 
sulfoxide 


To 10 ml. of the CgHe extract, 3 ml. of As,O; 
(saturated in Concentrated HCl) reagent 
(27) was added. The purple color which de- 
veloped was read within 10 minutes in a 
Beckman DU spectrophotometer at 575 mp. 
The color density followed Beer's law. The 
color produced by the As,O; reagent fades 
slowly on standing at room temperature, 


but there is less than 2% change in 10 min- 
utes. 


with 50% HSO,. 
ing CCl, was that 
CP and CPO of approximately 96%. Standard 
curves were made usi 

quantities of CP a 
A sample of 3 ml, of the mixture was ad- 
justed to pH 12. The mixture was extracted 
with 12 ml, CCL. After being centrifuged, 
the urine layer was removed. Ten ml. of the 
CCl, layer were placed in a test tube and 
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extracted with 2 ml. 0.2M sodium acetate the second solvent system, n-butano 
buffer pH 5.6(16) and centrifuged. To 1.5 acid-water (4:1:1). 
ml. of the buffer extract (contains CPO) The CCl, layer described above con 
1.5 ml. of concentrated HSO, was added tained unchanged chlorpromazine only (R 
with cooling. The pink color which devel- 0.96). Four spots (S;—S,) were found | 
oped was read in a Beckman DU spectro- two-dimensional paper chromatograms 
photometer at 525 mp. To 8 ml. of the CCl, the acetate buffer extract. From thi 
À layer (containing free CP) 3 ml. of 50% value and mixed chromatograms with | 
iy HSO, was added, shaken and centrifuged. thentic specimens, 3 spots were tentativel 
b; The resulting light pink color in the acid identified to be chlorpromazine sulfoxi 
l layer was read as above. The optical density (Sə, Rfə, 0.86), norı-chlorpromazine sulfo 
vs. concentrations was plotted on a graph ide (Ss, Rf, 0.80) and nor»-chlorpromazi 
E: paper. The colors followed Beer's law. The sulfoxide (S4, Rfs, 0.75) (Figure 1). The 
absorption curves of CP and CPO obtained was very faint and its nature has not 
from patients’ urines are shown in Figure 2. been identified. All these 4 spots failed to 


FIGURE 2 
Absorption Curves of CP and CPO in Patients’ Urine 
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Paper Chromatography. It was found that produce color with FeCl, solution. The 


a more sensitive and specific method for the values of these 4 compounds did not change 
determination of individual metabolites after being treated with barta oe 
could be performed using paper chromatog- curonidase in a neutral medium aoe a 
raphy. Two-dimensional ascending paper 24 hours, and the enra i 
chromatograms were developed on What- drolysate did not produce = Di „a 
man 3MM paper with the first solvent sys- moniacal AgNO; reagent. rhe pap 
tem, ethanol-n-butanol-water (2:5:5) and of S4 was found to be larger 
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n the chromatograms. This technique was 
eveloped into a quantitative one-dimen- 
sional method for the analysis of urinary CP 
and CPO. Paper chromatograms of 0.3 ml. 


tracted with 3.5 ml, of 50% HSO, and fl- 

red. The acid extracts thus obtained were 
read in Bausch and Lomb “spectronic 20” 
at 525 my. The details of the quantitative 

paper chromatographic analysis of the uri- 
nary chlorpromazine metabolites will be re- 
ported later(26). 


that of the quantitative determinations dur- 
ing the period of continuous medication. 


the patterns of be- 
atients in their states of 
ion varied. The pa- 
6 displayed some of 


atings with only 
showing changes 
by inspection. 


Table 2 indicates the excretion of chlor. 
promazine and its sulfoxides at different 
dosage levels and the relationship of these 
in the individual patient. It will be noted 
that 3 different techniques were utilized in 
making these determinations, In sequence 
these were : the use of the As.Os reagent, 
the modified method of Salzman and Brodie, 
and quantitative paper chromatography, 
These developments increased the sensitiv- 
ity to a point where the presence of 1 gam- 
ma of the free CP or CPO per ml. of urine 
could be measured with a maximum error 
of 15%. It was also reassuring to find that all 
3 methods tended to yield approximately 
the same type of information as indicated 
in Figure3, 


FIGURE 3 
Average Daily Excretion of Chlorpromazine (CP) and 
Chlorpromazine Sulfoxide (CPO). Numbers Identify the 
Patients in Table 3 
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The single daily urine specimen obtained 
at the 
chlorpromazine 
mg. The CPO 
mg. at the dos- 
this study, which 


; FIGURE 4 eee 

Daily Excretion of CP and CPO, and the Duration of Excretion After the Discontinuation. of Oral 
of 300 mg. tid. in One Patient (No. 1) (Specimens wa Analyzed by the Modified Method of Salzman 
and Brodie} 
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DAYS( during thè period of medication) 

these 2 metabolites was found to be ap- was found in the third specimen (4:30 
proximately 1 to 16. E p.m.) collected a half hour after the thir 

It would thus appear that in approximate- dose. i ( 
ly 3,600 urine Cathe feted as the 7 As will be reported in detail ltor 5 
patients under continuous medication, the found that the major portion ne bet: ab- 
excretion of CP was very low, usually less lites being excreted was in the AE 
than 1% of the administered dose which is _glucuronides(24) which yeaa hier. 
in agreement with other reports(14, 16). results of Berti and Cima(14) w ore pi 
The rate of excretion of CPO was found to that 90% of the metabolites consisted of su 
be between 1 to 18% of the administered oxides in man. 
dose. It would also appear that the excre- No attempt 
tion of CP and CPO is not proportional to on the excretion 
the dosage, the termination 

dee Mi of patients Nos. 1 and 2 Re 
collected at fixed intervals during the day l . ee 
to determine the period of maximum ex- preliminary dean oe ee 
cretion (Table 3). It will be noted that the the u ue: eee co 
highest total excretion of chlorpromazine tinued for an average of 4 to 9 


D; 
(off medication) 


__ be accounted for. From 
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discontinuation of the medication while the 
other metabolites could be detected for 7 
to 8 days. Much longer duration of excretion 
of CP (7 days), CPO (3 weeks) and the 
glucuronides (2 months) was observed in 
one patient in quantitative paper chroma- 
tography (26). 


Discussion 


The first goal of this study had been the 
determination of the total amount of free 
chlorpromazine and its sulfoxides in the 
urine of chronically ill, psychotic patients 
‘being maintained on chlorpromazine, The 
results have indicated that this is a relative- 
ly minor pathway for the excretion of the 
chlorpromazine metabolites. The hydroxy 
derivatives and the glucuronides remain to 
data already avail- 
able to us, glucuronide formation(24) rep- 
resents a relatively major pathway of chlor- 
promazine metabolism(24). 

The question which naturally follows is : 
Are the metabolites in any way therapeuti- 
cally effective in themselves? Data now 
available indicate that the sulfoxides have 


little effect pharmacologically(16) and there 


is reason to suspect that the glucuronides 
are even less effective. 
The significance of the persistence of ex- 


_ cretion of free chlorpromazine and its sulf- 


oxides in the urine of patients when medi- 
cation is discontinued and whether differ- 


-ences in this excretory pattern have any 


correlation with the 
remission is under 


duration of the clinical 
study. From the very 


preliminary information now available no 
definite 
_ The pattern of chlorpromazine metabolites 


trend or direction can be noted. 


excreted in the urine is being studied during 
repeated phases of on and off medication, 

Whether these patients will behave con- 
sistently during the drug-free periods is also 
under study particularly in relation to per- 
sonality structure and environmental hap- 
Penings. Despite these considerations the 
variables relating to the metabolic process 
must be clearly defined before these other 
issues can be dealt with more definitively, 
The difficulties in correlating psychometric 
studies such as the MSRPP with clinical 
changes and the determination of end Points 
emphasize the fact that there are no ob- 
jective criteria for psychiatric alterations ex- 


fs 


cept of the most marked type. Whether end 
points can be determined more effectively 
and at earlier periods and whether a study 
of the metabolites may provide further clues 
for the management of dosage will require 
long term studies with a group of carefully 
observed and sufficiently cooperative pa- 
tients. A start has now been made in this 
direction. 


SuMMARY 


A group of 7 chronically ill, male, schizo- 
phrenic patients living on the same ward 
over a period of at least a year were studied, 
Spectrophotometric measurements of ap- 
proximately 3,600 urine specimens were 
performed in order to determine the excre- 
tion pattern of free chlorpromazine and the 
3 chlorpromazine sulfoxides which were 
identified on paper chromatograms. 

The average excretion of free chlorpro- 
mazine and its sulfoxides combined during 
the period of continuous medication with 
chlorpromazine at dosage of 100 mg. to 400 
mg. t.i.d. ranged from 1.31 to 20.54% of the 
administered dose. Of this, free chlorpro- 
mazine was usually found to be less than 1%, 
while the sulfoxides ranged from 1 to 18% of 
the administered dose. The average ratio of 
free chlorpromazine to its sulfoxides was 
found to be approximately 1 to 16. After the 
medication was stopped, free chlorproma- 
zine and its sulfoxides disappeared from the 
urine within 5 days. 
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A FURTHER STUDY OF SOME FEATURES OF THE INTERVIEW 
WITH THE INTERACTION CHRONOGRAPH 


VICENTE B. TUASON, M.D., SAMUEL B. GUZE, M.D., 
JAMES McCLURE, M.D., anp JERRY BEGUELIN, A.B.1: 2 


The search for adequate methods of ob- 
jectively assessing changes in behavior is an 
old problem among psychological investiga- 
tors. The use of the interview as an instru- 
ment of assessment has been lauded because 
of its obvious flexibility and uniqueness. It 
has also been severely criticized because of 
__ its frequent unreliability. The corollary dif- 
a ficulty of finding a suitably precise instru- 
ment to record clinical interviews has also 
posed a challenge for researchers in the 
field. The development, by Chapple, of the 
interaction chronograph(1) and his intro- 

duction of the standardized interview(2) 
"suggested a way for some answers to these 

__ problems, The basis of Chapple’s interaction 

_ method is an analysis of the time variable 

_ during the interview. After considerable 

work in this field, Chapple arrived at his 

- conclusion that time was an important vari- 

_ able for describing human relations. He sug- 

| gested that: “.. . if we want to predict how 

people will act, the way to do it is to watch 

__ how they do act and not to infer their be- 
havior from what they say without any 

~ means of observational check.” He further 
= emphasized that personality can be assessed 
without recourse to intra-psychic and other 
psychodynamic formulations, and that this 
assessment involves merely the process of 
observing the time relations in the inter- 
= action patterns of individuals, He indicated 
that this method, because of its objectivity, 
can lead to a science of personality. This 

_ view is consistent with MacKinnon’s con- 
clusion that the most Promising approach 

-to personality assessment will come from a 
= “field theory” which gives sufficient weight 
W, both to “organismic” factors (the individu- 
= als behavior) and the “situational” or “field” 


iy 1 From the Department of Psychiatry and Neu- 
9 rology, Washington University School of Medicine, 
St, Louis, Mo. 

2 Work done during the tenure of a U.S.P.H.S. 
Student Research Scholarship, 

This investigation was supported by a research 
grant (My-2242) from the Institute of Mental 
Health, Public Health Service. 
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(which involves the other interactees) vari- 
able(5). It is significant to note that Sara- 
son (and others) have attempted to view — 
the Rorschach Test in a similar manner and 
have emphasized the examiner-subject rela- 
tionship and the effects of this on the sub- 
ject’s productions(11). 
There have been a series of reports deal 
ing with the interaction chronograph. A his- 
tory of the development of various early i 
forms of this instrument will be found in the 
paper by Chapple(1). Essentially the in- 
teraction chronograph, which records cer- E 
tain temporal aspects of verbal and gestural 4 
interactions, is nothing more than a very 
elaborate stop watch. The device allows the _ 
observer to record, in time units with a high i 
degree of precision, the behavioral interac- 
tion (exclusive of content of the verbaliza- & 
tions) of two individuals. The variables, R 
definitions of which are given in Table 1, 4 


TABLE 1 
Definitions of the Interaction Variables 


1. Pt.’s Units: The number of times the 
patient acted. 

2. Pt.’s Action+ : The average duration of 
the patient’s actions. Ee 

3. Pt.’s Silencet+ : The average duration of 
the patient's silences. 

4. Pt’s Tempo+ : The average duration of 
each action plus its following inaction as a 
single measure, 

5. Pt.’ Activity+ : The average duration of 
each action minus its following inaction, as a — 
single measure. 

6. Pt.’s Adjustment+ : The durations of the 
patient’s interruptions minus the durations of — 5 
his failures to respond, divided by Pt.’s Units. 

T. Interviewers Adjustment+ : The dura- 
tions of the interviewer’s interruptions minus | 
the durations of his failures to respond, divided 
by Pt’s Units. 

8. Pts Initiative: The percent of times, 
out of the available number of opportunities 
(usually 12) in Period 2, in which the patient 
acted again (within a 15-sec. limit) following 
his own last action. j 

9. Pts Dominance ; The number of times 


| 


= 


1961 ] V. B. TUASON; S. 


GUZE, J. MCCLURE, AND J. BEGUELIN 


(out of 12) in Period 4 that the patient 
“talked down” the interviewer minus the num- 
ber of times the interviewer “talked down” the 
patient, divided by the number of Pt.’s Units 
in the Period. 

10. Pt?s Synchronization : The number of 
times the patient either interrupted or failed 
to respond to the interviewer, divided by the 
number of Pt.’s Units. 

11. Interviewers Units: The number of 
times the interviewer acted. 

12. Pt.s Quicknesst : The average length 
of time in Period 2 that the patient waited be- 
fore taking the initiative following his own 
last action. 

13. No. of Interruptions: The number of 
times one interactee interrupted the other dur- 
ing the total interview (or a period thereof). 

14, Length of Interview; The duration of 
the interview in min. 


-+ Values for these variables are recorded in hundredths of 
a min. To convert to sec. multiply the given value by 0.6. 


are objectively recorded by an observer who 
activates a series of electrically controlled 
counters which are connected to two keys, 
one for the interviewer, the other for the 
subject. Each key is depressed by the ob- 
server whenever the designated individual is 
talking, nodding, gesturing, or in other ways 
communicating (interacting) with the sec- 
ond person. Values for these variables can 
be abstracted from the printed record of the 
total interview with little difficulty. Some of 
these variables may seem unusually ar- 
bitrary, since they represent algebraic sums 
of two variables rather than individual 
measures of each of these variables. Chap- 
ple, in developing his interaction theory of 
personality, considered these derived vari- 
ables more useful than the first-order vari- 


addition to containing individual counters 
for each variable, the interaction chrono 
graph has a “signal” counter which, wh 
pressed by the observer after a pre-arrangi 
signal from the interviewer, functions as a 
marker to record the start of different peri- 
ods of the interview. 
In his early study of interaction patterns — 
during interviews, Chapple placed li 
restriction upon the interviewer other than 
that he should use a non-directive inter- 
view of the type described by Rogers(10). 
He soon discovered, however, that every — 
interviewer was different not only in th 
way he behaved but in the results that he 
obtained from the same subject. Evidence — 
for this very important point is provided 
several reliability studies done by Chapple 
(2), and by Goldman-Eisler working ind 
pendently in England(3). 
They found that the use of the interactio: 
chronograph for the objective assessment of 
patient personality patterns is made more — 
difficult by the differences in “interaction — 
patterns” (or “personalities”) of different — 
interviewers. These studies have shown that 
the differences in inter- and intra- inter — 
viewer interaction patterns have a subtle but — 
marked effect on the interviewee’s interac- 
tion patterns when these are carefully and | 
objectively recorded. These experimental re- 
sults thus have helped to define some of the — 
uncontrolled variance which in the past has — 
made the interview, including the inter- 
viewer's behavior, unreliable. 

The need for some control or standardiza- 
tion of the interviewers behavior if the 
clinical interview is to be used as a research — 
tool is obvious. Accordingly Chapple = : 


ables from which they were obtained. In gested some rules to guide the interview 
TABLE 2 
Characteristics of the Standardized Interview 3 
TYPE OF DURATION OF PERIOD : 
PERIOD INTERVIEWING — FIXED DURATION VARIABLE DURATION 3 
| Free 10 Min. ia 
ll Stress (silence) 12 failures to respond, or 15 min, whichever is shorter y 
Free 5 Min. 
Stress (interruption) 12 interruptions, or 15 min., whichever is shorter 


Free 5 Min. 


INTERVIEW WITH THE INTERACTION CHRONOGRAPH [ November 


behavior(2). In addition, by prescribing 
that the interviewer behave in a number of 
different specified ways as the interview 
‘proceeds, it was possible to sample a larger 


TABL! 
Standardized Interviewer’s Behavior : 
Rules for Interviewer 


no probing or depth 
can reflect, ask for 
information, intro- 


ewer’s comments should be non-challenging 
and open-ended and related to the patient’s 
~ past comments or to some new, general topic. 

= ©, All interactions must be verbal only, or 
verbal and gestural at the same time ; i.e., in- 
terviewer cannot use head nods and other ges- 
jese alone. This rule simplifies the observer’s 
task, 
d. All of interviewer's utterances must be 
approximately 5 sec. duration, 
e. After patient finishes a comment or other 


£ Each time patient interrupts interviewer, 
the latter must continue to talk for 2 more sec. 
_ This rule insures more explicit definition of a 
Patient's ascendance-submission pattern than 

ould be possible if interviewer “submitted” 
immediately, 
__g. After interviewer has been silent for 15 
ec. (and patient has not taken initiative) in- 
_terviewer makes another 5-sec, comment. 

5 


a, Interviewer must “fail to respond” to 
last interaction of patient a total of 12 times 
(or period 2 should last for 15 min., whichever 


is shorter.) 
Period 4 only 
__ a, Each time patient acts, interviewer must 


interrupt patient for 5 sec. for a total of 12 


b. Interviewer’s interruption should begin 
about 3 sec. after patient has begun his inter- 
action. 

c. After having interrupted patient, if the 
patient continues through the interruption 
(does not submit), interviewer will not inter- 
rupt again until patient has finished his utter- 
ance, ġe., interviewer will interrupt patient 
only once during each utterance of the latter 
if patient does not “yield.” 

d. The period is ended after 12 interruptions 
or 15 min. of attempting to obtain these. 


A number of reliability studies have been 
published dealing with several aspects of 
the standardized interview. 


OBSERVER RELIABILITY 


A study reported by Phillips, et al,(9) 
utilized one highly experienced observer and 
another observer with only minimal experi- 
ence. They independently and simultaneous- 
ly observed the same 17 interviews, From 
their results it is clear that the observation 
and recording patterns during the standard- 
ized interview are highly reliable. The 
findings in this study served to indicate 
that the observer's task is largely a mechani- 
cal one once he has read, understood, and 
practiced the published rules. 


SCORER RELIABILITY 


The interaction chronograph yields cumu- 
lative scores on the several variables, and 
thus scoring, which involves primarily sim- 
ple arithmetic skills, is a reasonably ob- 
jective procedure, Saslow, Matarazzo and 
Guze(14) teported the scores of 2 scorers 
who followed Chapple’s manual of instruc- 
tions. They scored independently the inter- 
action chronograph records of 10 standard- 
ized interviews selected at random. The 
results indicated perfect agreement between 
the 2 scorers on 96% of the 600 individual 
final scores involved. The magnitudes of the 
errors involved in the temaining 4% were 
very minimal and they were of the order of 
1 unit in whole number scores and .06 in 
those variables measured in hundredths of 
a minute. Thus it would appear that scorer 


reliability presents no problem in these ob- 
servations, - 5 
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INTERVIEWER RELIABILITY 


Because of the nature of the standardized 
interview itself, interviewer and interviewee 
performance are mutually dependent and 
thus the question of the reliability of the 
interviewer's standardized performance (the 
independent variable) is confounded with 
that of the interviewee’s performance (the 
dependent variable). Thus the patient, free 
to manifest his individuality, sets the pattern 
both for content and temporal character- 
istics, while the interviewer must follow 
him, imposing only the predefined con- 
straints set forth in Tables 2 and 3. Saslow 
and Matarazzo(12) however made indirect 
approaches in assessing the reliability of 
each participant. Their statistical data gave 
evidence that the interviewer is able both to 
learn and to follow the rules of the standard- 
ized interview to a reasonably high degree. 


INTERVIEWEE RELIABILITY 


There are 3 published studies concerning 
this aspect of the method. The first study 
(14) revealed that the interviewee interac- 
tion variables for any given subject are quite 
stable across 2 different interviewers, when 
the latter standardized their interviewing 
behavior (without standardizing the content 
of their interviews). At the same time, it was 
demonstrated that the variables are modi- 
fiable by planned changes in the intra- 
interview behavior of each interviewer. A 
second study(6) replicated the general sta- 
bility and specific modifiability of inter- 
viewee interaction patterns which were 
found in the first sample of subjects. The 
second study used a different series of sub- 
jects. In a third study(13), the stability and 
modifiability were again shown when only a 
single interviewer was used and the test- 
retest interval was extended to 7 days. The 
first 2 studies employed a test-retest interval 
of a few minutes. 

With the demonstration of observer, 
scorer, interviewer and interviewee reliabili- 
ties, we turned our attention to the question 
of the validity of some facets of the inter- 
view technique. It has been noted earlier 
that all the studies described previously 
were based upon the use of the standardized 
interview. This contains several sub-periods 
during which the interviewer's behavior 
varies in accordance with certain rules 


(Table 3). This is in order to control for 
the known effect on the subject's interaction — 
chronograph responses if the interviewer's — 
behavior varies, as pointed out previously 


by Goldman-Eisler(3). Since the standard- 


ized interview involves complex behavior 
patterns on the part of the interviewer, the 
present study concerned itself with the more 1 
simple sub-period of the interview. In this — 
study, we limited ourselves to interviews 
using the behavior of the “free” period, or 
the Period I type of interviewing. In this 
period, the interviewer tries to make his 
utterances as non-directive as possible, ap- — 
proximately 5 sec. long each time, without 
either interrupting the subject or delaying 
his response more than half a second. 

On the basis of his experience, Chapple 
selected a duration of 10 min. under baseline 
condition as representative of a subject's be- 
havior during a nonstressful interaction 
(Period 1), Guze and Mensh(4) studied 
this question further. Their findings with 
19 subjects suggested that the variation 
within any single 30-min. interview between 
successive 10-min, intervals of Period I type 
behavior might be too great to justify select- 
ing 10 min. as a baseline for comparison 
with other intervals. 

We decided to repeat this study with a 
larger group of subjects and to further 
evaluate the reliability of a 30-min. Period 
I type interview using one interviewer, and 
a 7-day test-retest interval. Ultimately our 
research plan involves the assessment of the 
changes in interaction patterns following 
the administration of controlled doses of 
drugs. A reliable baseline measure is there- 
fore of utmost importance for this purpose, 


METHOD 

The present study was initiated after 3 
experienced interviewers and an observer 
practiced the interview technique and ob- 
serving respectively. The research design 
called for interviewing 50 white patients 
randomly selected from the Washington’ 
University psychiatry clinic. They were all 
new patients in the clinic or had not been 
seen for at least a year. There were 30 males 
and 20 females, ranging in age from 17 to 
72. The presenting problems were typical of 
the outpatient clinic population. Diagnosti- 
cally, there were 13 cases of anxiety neurosis, 
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acute and chronic ; 8 cases of hysteria ( con- 
version reaction) ; 10 cases of depression of 
the manic-depressive variety; 4 cases of 
schizophrenia ; 10 cases of personality dis- 
turbances ; 2 cases of chronic brain syn- 
drome ; 1 case of chronic alcoholism ; 1 case 
of drug addiction ; and 1 case without any 
obvious clinical psychiatric difficulty. 

The interviews were conducted on one 
side of a one-way vision screen with the 
observer on the other side to activate the 
apparatus. Each patient was subjected to a 
80-min. interview of Period I type behavior 
(Table 2). Each patient returned a week 
later for a similar interview. 

Nearly all the previous work dealing with 
the interaction chronograph in the study of 
interview interaction has depended upon 
the use of equipment rented from the E. D. 
Chapple Co. One of the major advantages to 
using Chapple’s machine is the fact that 
many of the calculations based upon the 
basic, observational data are handled auto- 
matically and cumulatively. Since we were 
not interested, however, presently in many 
of Chapple’s second order variables which 
were based upon various combinations of 
the basic elements of the interaction, we 
worked out a satisfactory alternative to 
Chapple’s apparatus, 

After experimenting with different kinds 
of recorders, we selected a 5-channel Ester- 
line-Angus. It uses standardized paper in 
relatively inexpensive rolls which come 
tuled in various time intervals. By selecting 
an appropriate gear ratio, we can run the 
recorder so that the paper is moved at 3” 
per min. Using paper No. 1705-C, we found 
that this provides ruled lines at 2-sec. in- 
tervals with heavier lines at 10-sec. intervals 
and still heavier lines at 60-sec. intervals, 
These lines are 1/10’, 1/2” and 3” apart 
respectively. The ink line can be read to the 
nearest second, The record, using this ap- 
paratus, consists of 3 continuous synchro- 
nous parallel ink tracks, one for the patient, 
one for the interviewer and a signal track. 
The appropriate pen is deflected about 
1/10” whenever the corresponding key on a 
small key-box is depressed by the observer 
to indicate that the designated individual 

is interacting during the interview. At the 
conclusion of the interview, the relevant 
chronograph variables are extracted from 


the record : the number of times the patient 
interacts (units), the duration of the inter- 
action (action) and the duration of the 7 
silence (silence). i 


STATISTICAL ANALYSIS 


Both Spearman rank correlation coeffi- 
cient (rho) and Pearson product moment 
correlation coefficients (r) were used. Pre- 
vious studies(6, 13, 14) suggested that rho 
is the more appropriate statistic for this ~ 
type of data in view of the concomitant 
problems of extremely narrow ranges, lim- 
ited frequencies, and some occasional asym- 
metrical distribution of the scores. Values: 
for r are thus included in the tables only for 
purposes of comparison. 


RESULTS AND Discussion 


The total number of units, mean action, 
and mean silence and their standard devia- 
tions are presented for each subject for both 
interviews in Table 4. The units ranged 
from 1 to 69 in the first interview, and 1 to 
81 in the second interview. The mean ac- 
tions ranges from 11 sec. to 1800 sec. (or 30 
min.) in the first interview, and 17 sec. to 
1800 sec. in the second interview. The mean 
silences ranged from 4.6 sec. to 12.1 sec, in — 
the first interview, and 4.9 sec. to 10.1 see. 
in the second interview. There are no 
standard deviations for the following : the 
mean silence period of the second interview 
for subject 14; the mean action period of 
the second interview, and the mean silence 
period of the first and second interview for 
subject 36 ; the mean silence period of the 
second interview for subject 44; and the 
mean action period and mean silence peri- 
ods of the first and second interview for 
subject 47. This is because these subjects 
interacted or were silent only once. 

As mentioned earlier, this study confined 
itself to consideration of only a part of the 
standardized interview. A major part of the 
statistical testing therefore was confined to 
the analysis of the “action” scores. The 

silence” variable was not subjected to de- 
tailed analysis because inspection revealed a 
very limited range in the scores for this 
variable, making statistical analysis of little 
usefulness. The reason for this can be at- 
tributed to the character of the interview 
itself. In all cases, the maximum time an 
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TABLE 4 E AA 
Total Number of Units, Mean Actions, and Mean Silences and Their Standard Deviations for 


N=50 
(All Values are Given in Sec.) . 


PATIENT N Ny ACTION ACTION SILENCE SILENCE ACTION 
NO. 1 2 1 2 SD, 


1 56 80 24 17 25.2 2.0 
2 19 19 87 88 36.0 3.1 
3 22 18 72 87 53.4 40 
4 15 22 123 78 i $ A eS 20 
5 44 40 32 36 9.3 . ; 42.7 41 
6 51 46 28 34 68 i 31.0 36 
7 33 32 51 50 64 26.6 16 
8 61 48 24 32 6.2 25.4 25 
9 64 73 22 20 6.1 19.6 19 
10 6 5 307 388 66 176.6 23 
11 13 21 140 78 6.6 68.8 14 
12 20 15 84 115 “1d 61.6 2.7 
13 26 23 61 73 66 44.9 26 
14 7 2 247 902 7.0 517.0 2.0 
15 71 70 11 20 5.2 12.2 26 
16 27 17 70 100 7.1 76.9 2.1 
17 10 12 149 147 5.1 108.8 4.2 
18 58 39 25 39 6.1 21.4 26 
19 10 12 162 157 Bas 3 46.5 5.7 
20 4 4 462 426 11.3 8. { 402.0 4d 
21 35 53 46 27 6.6 ; 21: 12.3 11 

U 22 13 1l 138 158 64 87.8 14 

>N 23 27 28 62 58 65 40.1 21 
24 13 19 136 89 69 39.6 14 
25 6 3 20 219 58 wo 13 1 

i 26 69 31 19 51 6.2 34.2 23 a 
27 37 41 41 40 5.0 14.6 10 r 

' 28 65 69 21 20 75 12.6 ue 
29 7 EEr) 8.8 249.0 ai 
30 16 25 110 62 8.1 ‘ ‘ 

g 31 35 19 47 94 6.8 f 

: 32 10 12 170 154 6.0 
33 28 21 60 85 6.1 
34 27 15 68 120 65 
35 5 13 421 150 88 

pr 36 8 1 227 1800 8 

| 37 31 16 52 ‘104 61 

i 38 32 19 50 105 

z 39 67 81 20 18 


44 3 2 573 967 
oe 46 49 40 31 
46 9 6 205 364 

ay 47 1 1- 1800 1800 
K: 48 12 5 150 367 
mer a9 25 32 56 49 


ee 50 11 6 182 356 


169 181 11-1800 17-1800 
1373 1350 7683 10974 
TERETI K 153.6 115.5 
20.1 17.2 266.9 141.9 


a ZMR 
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sec, (Table 3). It is therefore apparent that 
variations in the silence score are not likely 
- to be striking. 
q According to the “rules” of the standard- 
5 ized interview (Table 3) no restrictions are 
placed on the length of the “action” period 
(the duration a patient talks). The subjects 
could vary in their behavior in this Period 
__ I type of interviewing so that the length of 
_ this period could range from, say, 1 sec. to 
_ 1800 sec.—the full 30 min. We arbitrarily 
assigned the duration of 1800 sec. to subjects 
_ that interacted once for the whole period. 
Such is the case in the second interview with 
_ subject 36 and in the first and second inter- 
_ view with subject 47. Analysis of the data in 
Table 4 will show that the scores are of an 
asymmetrical distribution. The distribution 
is graphically represented in the accompany. 
ing histogram (Graph 1). 

The rank order correlations (tho) and 
the Pearson correlation coefficients (r) for 
mean actions are shown in Table 5. A;—A.— 
A;—A1,2~A1,2,3 represent mean actions in 
the first 10 min., second 10 min., third 10 
 min,, first 20 min. and entire 30 min. respec- 


GRAPH 1 
DISTRIBUTION OF SCORES 
(from Data in Table 4) 
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180 
MEAN ACTIONS IN SECONDS IN SECOND INTERVIEW 


tively of the first interview. B,—B.—B,— ~ 
By,2—B3,2,3 represent the same parts of the 
second interview. It will be noted that Nis ~ 
not 50 in each case. This is because in some - 
patients, it was not possible to divide the 
full interviews into 10-min. sections since 
the subjects continued to talk beyond the 
10-min. point. Ws 
Examination of the data in Table 5 shows 
the striking stability in the action variable ~ 
from one interview to another conducted a 
week later. The correlations between the- 
whole 30-min. interviews and the correla- 
tions between the successive 10-min. periods 
within a single interview are all highly sig- 
nificant. These results agree with the hypo- 
thesis that patients unfold their behavior 
during the course of a 30-min. interview in 
a way that is reliable from interview to in- _ 
terview, and that the behavior early in a _ 
given interview is very much like the be- 
havior later in the same interview. The find- 
ings revealing the stability of the 10-min. 
period in this study is in contrast to an 
earlier observation previously noted(4). A 
re-analysis of the data (mean actions) in the 
previous study, however, revealed some sig- 
nificant points. Their data were found also 


IN 50 SUBJECTS 


240 270 300 


210 240 270 300 


TABLE 5 se 
Coefficients of Correlation for Patients’ Action * 


SECOND INTERVIEW NO. OF PTS. r 


Ay By 38 6214+ 
Ay B3 38 546 
As Bs 38 430 
Aiz Bio 38 634 
123 B 123 50 718 


_ “All values given in seconds. 
{All r's and rho’s are significant at the .01 level. 
to follow a skewed distribution. A rank in the second interview. The reason for 


f order correlation, a more appropriate statis- difference is not apparent at present. 
© tic than the Pearson r which was used, for this is a function of true patient-stability as 


the 10-min. periods in the other study showed a result of interacting with the same exam- 
ggested as a tentati 


Yj. int _ Values of .700, .722 and .839 for Periods 1 iner a second time is su; 
ai and2, 1 and 3, and 2 and 3, respectively. hypothesis. Our data do not provide th 
d should be mentioned 


These are all significant at the .01 level of answer. Finally a wor 1 
confidence and compare favorably with our about the high value of the correlation co- 
findings. efficient obtained for the total interview 

Reading across the rank order correla- The rho of .903 for the full 30 min. is seen 
tions in Table 5, one is struck by the con- as the highest value obtained. This finding 
sistently lower correlations obtained in naturally suggests that the reliability in- — 
comparing the successive 10-min. periods of creases proportionately as the number of 
the first interview with the correlations ob- observations increases. 
tained between successive 10-min. periods Table 6 shows the data in 3 reliability 


TABLE 6 i 
Test-Retest—Interaction Variables—Total Standardized Interview 


In 3 Series of Subjects Together with the Present Series 3 


UNITS ACTION SILENCE 
SERIES MEAN RANGE MEAN RANGE MEAN RANGE : 
Original Dr. 1 72.20 25 to 127 48.20 13 to 154 9.10 4 to 19 
(20 Sx) Dr. 2 69.85 29 to 112 43.90 9 to 136 8.20 M4 
Rho 807* 847* : 
Replication Dr. 1 68.30 39 to 132 44.15 12 to 93 9.10 
(20 $x) Dr. 2 76.65 41 to 133 39.35 12 to 93 9.00 
Rho 917* 945 3 
Seven-day First 72.30 43 to 118 34.55 5 to 86 9.75 
(20 Sx) Second 78.30 48 to 131 ao 9 to 73 9,30 
Rho 765* 597 i 
Present Study First 27.5 1 to 77 153.6 11 to 1829 6.98 
(N=50) Second 27.0 1to 81 1155 17 to 2036 6.94 
Rho .980* .903* : 


* Significant at the .01 level. 
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studies reported previously. The results of 
the present study are given for comparison. 
The marked concordance of our findings 
13 with previous works is quite striking. The 
ndings of much less variability (or more 
ability) of the 3 variables (units, actions, 
ilences) in our series can be accounted for 
by several factors : firstly, our investigation 
ealt with a much larger sample (50 vs. 
20) ; secondly, we utilized only the simple 
of the standardized interview; and 
stly, we extended the observation from 10 

0 30 min. 


SuMMARY 


A brief review of the concepts and meth- 
ds involved in the objective description 
and measurement of “personality” by means 
of interaction chronograph methods, to- 
gether with a comment on previous studies, 
_ have been presented, 

__ The present study was concerned with 
testing the reliability of 10-min. and 30-min. 
_ samples of Period I type behavior, follow- 
the rules of a partially standardized in- 
iew. Using interaction chronograph 
res, it was concluded that 10 min. are 
sufficient to reach a stable pattern of patient 
communication under Period I conditions. It 
was. established further that extending the 
tiod. of observation to 30 min, offers a 

a h more stabilized interaction. 


hr 
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TREATMENT METHODS AND FASHIONS IN TREATMENT ~ 


LEONARD CAMMER, M.D. 


It seems that in the current practice of 
psychiatry, the fashion for almost every kind 
of nervous and mental disorder is pharmaco- 
therapy. There are “psychotropic” and “neu- 
roleptic” tranquillizers, energizers (can 
brain function be “energized”?), antide- 
pressants, hallucinogenic chemicals, and 
other drugs, all representing the latest in 
psychiatric treatment. 

But while the chemists produce more 
rings and side chains to the already existing 
compounds, perhaps we should take a sec- 
ond look at the impact of this new wave of 
pharmacological therapy on clinical prac- 
tice. Fashions in medicine, as in clothes and 
cars, can lead too readily to a discard of the 
usable and useful. Proven therapeutic meth- 
ods may be brushed aside for the sake of 
boarding the bandwagon, With such easy 
acceptance of newer agents no time is taken 
to evaluate their worth. This illusion of 
progress can be damaging as dubious ra- 
tionalizations (needed to reinforce the il- 
lusion), often cover up failures in clinical 
judgment and integrity. 

Psychiatrists today are pounded by im- 
pressive reprints of scientific articles, ex- 
travagant brochures, and eloquent detail 
men offering samples and promoting the 
therapeutic merits of various pharmacolog- 
ical products. For example, it is claimed that 
a certain antidepressant drug will “elim- 
inate” or “reduce” the need for electroshock 
treatment (ECT), or serve as a useful al- 
ternative. The sales literature is replete with 
implications that ECT is to be avoided, that 
it is old-fashioned, and that it is almost 
contraindicated when compared to an avail- 
able drug which can be prescribed in a 
convenient dosage regimen. Such an appeal 
(especially if the psychiatrist or other phy- 
sician is not geared to administer ECT per- 
sonally), is of course, very persuasive. Just 
have the patient take the pill and await the 
desired results. 

A brochure on one of the very newest 
antidepressants states that of a certain num- 
ber of psychotic patients suffering from in- 
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yolutional melancholia who received th 
drug, 27% showed marked improvement at 
35% moderate improvement. In manic 
pressive disease, 34% showed marked 
provement and 31% moderate improvemé 
But suppose we look at it from the po 
of view of the patient's need and consid 
the therapeutic goals required for hi 
First, we compare the results reporte 
the brochure with our own intimate know 
edge of ECT. In this writers 15 years 
personal experience with ECT, 75% of p 
tients with involutional melancholia 
markedly improved with an average of 9 
treatments given in a 3 week period. Such” 
results are confirmed by the work of in- 
numerable clinics throughout the world and 
Arthur P. Noyes? states: “In the depres- 
sions of involutional melancholia and of 
manic-depressive psychosis the improvi 
ment following ECT is striking. In 802 
more of these disorders five to ten treat- 
ments are followed by full or social re- 


Moreover, there are other and subtler con- 
siderations such as the duration of the pa- 
tient’s illness, the degree of suffering, 
economic loss to the patient and, particular- — 
ly in the depressions, the danger of suicide, 
A fairly common experience where the pa- 
tient served as her own control can 


cited : 


A 48-year-old housewife who suffered fi 
repeated manic-depressive, depressed episod 
had her first significant depression in 1944. 
was ill for 6 months before being treated but 
recovered after 12 ECT’s with a full remission. 
The second severe depression in 1957 wa 
treated for 4 months with antidepressant drugs 
and psychotherapy. The patient showed X 
improvement, finally requiring 14 ECT’s for 
her recovery from that episode. With the o 
of the third significant depression in 1961 
patient's husband brought her for treatm 
after 2 weeks of illness (anorexia, insomni 


2 Noyes, Arthur P. : Modern Clinical Psyc 
4th Ed, Philadelphia : W. B. Saunders Co., 
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_ tearfulness, self-depreciation, and suicidal pre- 
occupation). ECT was given immediately. This 
time the illness required only 8 treatments in 
an 18 day period for a full remission (although 
_ the patient was relieved of “mental pain” and 
suicidal thoughts after the 4th treatment in 
= an 8 day period). 
2 
Early institution of treatment with a proven 
ocedure aborted the illness in less than 3 
weeks ; the very similar episode 4 years 
eviously, treated first with drugs, required 
nearly 6 months of therapy (and suffering) 
_and almost twice the amount of ECT be- 
“cause of the delay in administering such 
_ therapy. 
- In dealing with those patients where 
_ pharmacological agents have failed to help 
the condition, this writer has noted that 
_ drugs, in too many instances, have deepened 
the depression, made it refractory to ECT 
(or at best, created the need for more ECT 
_ than previously required), or have helped to 
_ convert acute but relatively manageable de- 
_ pressions, into chronic states with poorer 
_ prognoses, 
_ Pharmacotherapy is of course proving an 
_ enormous benefit to psychiatry and is un- 
doubtedly an addendum to the therapeutic 
_ armamentarium. Many patients react to 
_ drugs when the illness has not responded to 
_ other methods and in numerous cases the 
_ drugs are of great value both primarily and 
_adjunctively in the management of a psy- 
chiatric patient, Such drugs have also 
opened many new doors to the mysteries of 
‘ain metabolism, neurochemistry and neu- 


Ce oe, 
rophysiology. But why abandon our great 
store of knowledge which has been so care- 
fully accumulated simply because a new 
multicolored package wrapped in plastic is” 
handier ? It seems as if the clinician who — 
waits for the “follow up reports” and is not 
content with the large print and graphic 
displays of the “most recent developments” 
is in the minority—and old-fashioned. 

In clinical practice, the primary goal in 
therapy is to return the patient to an opti- 
mum functioning level in accordance with 
his potentialities and abilities, and to keep 
him at this level. Having diagnosed the 
nature of the disease process, the psychia- 
trist, rather than reach for the latest sample ` 
of a drug in his desk drawer, will structure 
a comprehensive program, using all forms of 
treatment available for maximal improve- 
ment. 

The advent of new treatment measures 
is always exciting. It creates fresh ap- 
proaches to research, to studies in etiology 
and pathology and of course, to diagnosis 
and treatment. But clinically, the criterion 
is not newness ; it is effectiveness and thera- 


peutic results. Thus, all psychiatrists and 


other physicians have an obligation to the 
patient not to discard the useful for the 
latest, while the younger physicians, particu- 
larly those about to go into practice, might 
do well to familiarize themselves with the 
“old-fashioned” as well as the new. Fashions 
do change rapidly in our current age of 
technology but the responsibility to heal the 
sick is as old as medicine and this does not 
change. 
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(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


SODIUM AND POTASSIUM CONTENT OF CEREBROSPINAL 
FLUID COLLECTED FROM PATIENTS WITH CHRONIC 
SCHIZOPHRENIC REACTIONS * 


TURGUT ZILELI, M.D., LORING FO CHAPMAN, Px.D., 
anp HAROLD G. WOLFF, M.D. 


During the course of studies(1, 2) pri- by flame photometry(6), using a B 
marily concerned with other biochemical Atomic flame photometer, model KY 1. 
properties of cerebrospinal fluid (CSF) The results of these determinations (see 
collected from patients with schizophrenic Table 1) indic: 
reactions, the opportunity was taken to de- 
termine potassium and sodium content as > 
well. Although previous studies by oth- reactions is not different from the conti 
ers(3, 4, 5) failed to indicate that sodium of thes 
or potassium occur in abnormal amounts patients without 
in CSF collected from such psychotic pa- Table 2). Further, 
tients, the paucity of data encouraged the patients, no signifi 
assay of these substances in the relatively potassium or sodium content were 
large number of specimens available. when the patients were separated 

CSF was collected by lumbar tap from 92 diagnostic subcategories of catatonic, paras 
hospitalized patients with a diagnosis of noid, hebephrenic, or ‘undifferentiated: 
ight schizophrenic reaction, None was iy schizophrenia, 4 
a highly excited state at the time of study 
and none exhibited catatonic stupor. Many BIBLIOGRAPHY 
of the patients were receiving phenothia- 1. Chapman, L. F., and et a) 
zine derivatives at the time of study. AMA. Arch. cues Rs ie dW 
Sodium and potassium were determined eee ea eurol, Assoc., 1959, } 


1 Supported by grants from the National Institute 52. a 
of Neurological Diseases and Blindness, U. S. Pub- 3, Katzenelbogen, S.: The Cerebrospinal 
lic Health Service. Fluid and its Relation to the Blood. Baltimore + 
E rrom the 2 Seat Ona in Human Heltial’ Johns Hopkins Press, 1935. g 

e Ecology an, and the Department o i- , Wi heilk., 8 
cine (Neurology), The New York Hospital-Cornell 4. Eichhom, O. : Wien. 2. Newall 
Medical Center, New York, N. Y. 261, 1954. 


TABLE 1 
Schizophrenic Subjects 


7 iiequivalents/liter) 
N ae aa 7 SEMA 


i 9,495 

M Schizophrenia (undifferentiated) aay OUD O A 

31 Paranoid schizophrenia 308A oy CEBREN Oe ieee dees 

12 Catatonic schizophrenia 3.01 0.203 (0072 142.58 9.424 
8 Hebephrenic schizophrenia 2.96 0.173 0.050 42. 

92 TOTAL eg, mata 0002 WAS ES 


* Standard deviation. 
® Standard error of the mean, 
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TABLE 2 
Normal Subjects 


Source of Data 
(See Bibliography) 


K (milliequivalents/liter) 
Mean S.D. 


Na (milliequivalents/liter) 
2 Mean S.D.2 


(7) 2.88 — 142.47 — 
(8) 2.96 = 140.60 — 
(9) 2.97 0.399 143.40 5.74 
Standard deviation, 
Sarteschi, P., and Ardito, R. : Rass. Studi 38: 574, 1951. 


625, 1949. 


Jacobs and Mesnikoff(1) reported 4 pairs 
twins who demonstrated “alternating psy- 
hoses.” Although 3 of their twin pairs were 
“identical, the authors suggested psycholog- 
ical factors were responsible for the re- 
‘ed paring of illnesses. Since no study of 
“identical twins can ignore hereditary fac- 
rs, their thesis can be criticized for failing 
discuss this aspect, One might expect 
identical twins to become ill at the same 
A recent paper by Rosenthal(2) dem- 
nstrates how misleading disregard for gen- 
tic factors can be, and sharply criticizes 
the concept that predominantly psycholog- 
actors lead to the pairing of schizo- 
hrenic illnesses in twins, 
s report casts no new light upon 
enetics but does lend support to the idea 


at simultaneous onset of psychosis in rela- 


depressive psychosis, but whose members, 
although of different ages, appeared to be- 
come ill and to be hospitalized in relation to 
me another (Figure 1). 

The A. family had depressive illness in at 
ast half of the members in direct con- 
1 Resident in Psychiatry, Mass. Mental Health 


enter, and Teaching Fellow in Psychiatry, Har- 
ard Medical School, E 


hi $ 
. Mosher, R. E., et al. : Am. J. Clin. Path., 
Shaw, C. W., et al. : J. Lab. Clin. Med., 


8. Cooper, E. S., et al.: Am, J. Med., 18 : 
613, 1955. 

9. Woratz, G., and Rotzsch, W. : Deutsch 
Z. Nervenheilk., 181 ; 252, 1960. 


PAIRED EPISODES OF MANIC-DEPRESSIVE ILLNESS 
WITHIN A SINGLE FAMILY 


GEORGE E. VAILLANT, M.D.1 


sanguinity to the trio of siblings under 
study. A grandfather, a maternal aunt, a 
paternal uncle were all definitely hospital- 
ized; and both parents were alleged to be 
clinically depressed. Although in the case of 
2 of the siblings the diagnosis was initially 
dementia praecox, retrospective examination 
of the records reveals that the recorded 
clinical pictures were equally compatible 
with manic-depressive illness, and in time 
the latter diagnosis became clear. The pa- 
tients recovered from each episode without 
benefit of somatic treatment or of extensive 
psychotherapy, and recovered without so- 
cial deficit, flattened affect, or loosened as- 
sociations. 

The A, family were very close. The 3 
children were orphaned in 1910 and lived 
in a small New England town with their 2 
aunts and an uncle, For almost all of their 
lives they have remained within a few miles 
of one another, whenever practical have 
visited each other once a week, and for 
more than 50 years have been perhaps the 
most important objects in each others’ lives. 
Only one of the children, D.A., married. 

In 1900 at the birth of C.A., the foster 
mother and aunt of the 3 children had a 
depression. In 1920 this aunt, B.A., was first 
hospitalized 3 months after C.A. became ill 
with an acute psychotic episode. Although 


1940 


ee 1930 


KEY q 
1. June 1920—Dec. 1920 5. Oct. 1929—Oct. 1931 10. Mar. 6, 1951—June 1955 
2. Mar. 1920—Dec. 1920 6. 1930 11. Mar. 6, 1951—1952 
% 
3. Oct. 1927—May 1928 7. Dec. 17, 1934—May 1943 12. Mar. 1960—July 1960 
4, 1927 B. Dec. 17, 1934—Dec. 27, 1934 13. Dec. 1960—Jan. 1961 


9, July 1940—Apr. 1942 
* Indicates manic episode without hospitalization. 


B.A. was the dutiful, if cold, foster mother 

when well, she wished to kill C.A. when B.A. died from a cerebrovascular acci 

sick. none of the siblings became ill at this 

Both women made full recoveries, but 
C.A. had 2 more hospitalizations in 1927 required hospitalization. She was excit 
and 1929. On the second admission she 
finally received the diagnosis “manic-depres- 
sive-depressed” :, this remained her diag- receiving in the mental hospital. This 
nosis on subsequent admissions. During the only illness i 
both her periods of hospitalization, the association with the onset of 
brother, D.A., experienced bouts of manic other member. The marked affective co 
behaviour ; but although these led to mani- ponent of her schizophrenia-like illnes: 
festly inappropriate social and business to her diagnosis remaining unclear. A 
activity, they did not necessitate hospitaliza- year she was discharged, “recovered, 
tion. held several responsible jobs as did 
On December 17, 1934, the day he was brother who was discharged a year later. 

to take his sister, E.A., to the hospital for On March 6, 1951 E.A. took her 
what was diagnosed as “nervous exhaus- C.A. to the hospital for a severe de 
tion,” D.A. became acutely manic and was While the social worker was admitting 
hospitalized himself for 8 years ; except for E.A. suddenly ceased to be the resp 
the manic episodes 5 years earlier, there had sibling answering the social workers 
been no prodromal symptoms. His mental tions ; she became mute and that afters 
status varied but was always most con- had to be admitted by ambulance to. 
sistent with manic-depressive psychosis. His other state hospital. Here, she chang 
sister was able to return to work after sev- mute withdrawn behaviour 
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manic state, was diagnosed as “manic-de- 
pressive—other types,” and made a rapid 
recovery. C.A., on the other hand, although 
often leaving the hospital on visit, was not 
discharged for 5 years. Both sisters returned 
to responsible employment. 

In the summer of 1960, following the 
marriage of his daughter and the loss of his 
job, D.A. again became agitated and de- 
pressed and was hospitalized for 4 months. 
After he was discharged, his sister, E.A., 
became increasingly depressed, found work 
difficult, and finally was dismissed. She was 
admitted to the hospital somewhat retarded 
and unable to assume responsibility for her 
own care. In 2 months she had improved 
and returned to work, 


DISCUSSION 


Several facets of this case deserve atten- 
tion. First, 12 out of 13 psychotic episodes 
which occurred in 4 individuals over a span 
of 40 years were paired within a year of 
each other. The odds are greater than 1 in 
10,000 against such coupling occurring by 
chance. Two pairs of hospitalizations oc- 
curred on the same day. Secondly, each 
member initiated at least one of the paired 
illnesses; each one except the aunt re- 
mained ill for at least a year; and in no 
case were there shared delusions, This evi- 


dence militates against the phenomena of 
folie à deux or psychotic symptomatology 
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secondary to a conversion reaction. 
Finally, although the strong family back- 
ground suggests a real genetic predisposi- 


tion, both the striking pairing of the 4 


hospitalizations and the excellent social ad- 
justment between illnesses suggest that in- 
trafamilial psychologic factors were crucial 
in the decompensations. For although ex- 
tensive psychodynamic evidence is not 
available, the whole family appeared to 
exhibit the delicate reciprocal relationships 
that other studies have ascribed only to 
twins or mother-child pairs. The same ex- 
cessive interdependence and covert hostility 
towards the relative, noted in the study of 
Jacobs and Mesnikoff, were evident. In 3 
cases the particular relative who became ill 
second had felt directly responsible for the 
one first hospitalized. 


SUMMARY 


For one family data are presented to 
suggest that the specific stress of psychosis 
in a relative can serve as one of the major 
precipitating factors in what otherwise 
might appear to be a largely genetically 
determined psychosis. 
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A CLINICAL EVALUATION OF MELLARIL 


SOL SHERMAN, M.D.1 


There is little doubt that the phenothia- 
zines have been a boon to the treatment of 
mental disorders, especially schizophrenic 
reactions, Following the introduction of the 
phenothiazine group, there have been at- 
tempts to alter the nucleus in an effort to 
prepare tranquilizers of greater potency, but 
this has wrought little other than a “battle 
of the milligrams” comparable to that evi- 
denced earlier with a progression of “new” 
steroids for the treatment of collagen dis- 
eases. While it is true that “more potent” 


1 Director of Geriatrics, Metropolitan State Hos- 
pital, Waltham 54, Mass. 


tranquilizers have been developed, the con- 
sequences have not been all salutary, for 
there has been a noticeable increase in in- 
cidence and severity of side effects, especial- 
ly those related to extrapyramidal stimula- 
tion(1). 

The value of any therapeutic agent is a 
composite of clinical efficacy and toleration, 
and this report is concerned with a pheno- 
thiazine that appears to exhibit a high in- 
dex of usefulness. The chemical configura- 
tion of Mellaril? (thioridazine hydrochlor- 


2 Sandoz Pharmaceuticals. 
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ide) is somewhat unique in having a optimum effect was obtained, A 
thiomethyl radical in position 2 and a dose of 1600 mg. daily was employed 
piperidine ring in position 10. A number of few cases, b dosage 
clinical studies have shown it to be an effec- from 75-600 mg. ] 
tive tranquilizer with little tendency to pro- taken to titrate dosage to suit the needs of 
duce Parkinsonism and devoid of the dys- each patient. Each patient was his own con: 
tonic reactions encountered with other trol; his response to Mellaril compared 
previous medication serving as the 
Mellaril was evaluated over a period of stick of improvement or lack of it, 


agents of this class(2, 3, 4). 


TABLE 1 
Diagnoses 


Personality Disorders 
a. Inadequate personality 
b. Schizoid personality 
Schizophrenic reaction, acute undifferentiated type 
Schizophrenic reaction, chronic undifferentiated type 
Schizophrenic reaction, hebephrenic 
Schizophrenic reaction, catatonic 
Schizophrenic reaction, paranoid 
Schizophrenic reaction, simple 
Chronic brain syndrome with convulsive disorder (deterioration) 
Chronic brain syndrome with convulsive disorder (epilepsy) 
Chronic brain syndrome with cerebral arteriosclerosis 
Chronic brain syndrome associated with alcoholic intoxication (Korsakoff) 
Psychoneurotic reaction, obsessive compulsive 
Psychotic disorder, manic 
Psychotic disorder, depressed 
Schizophrenic reaction, schizo-affective type 
Unclassified 
Psychosis with mental deficiency, imbecile 
Chronic brain syndrome with senile disease 


20 months in 74 male patients, aged 14-78 
(average 42 years) who had been confined 
to hospital è for periods ranging from 1 to 
31 years (average 8 ). Diagnoses are pnyiety 


shown in Table 1 and a breakdown of psy- Nervous tension 
chiatric symptomatology in Table 2. In es- Apprehension 


sence, these patients were disorganized and Insomnia 


restless, exhibited disturbed thinking and Restlessness 
Headaches 


action and were noisy and untidy in their 


general habits. 
This series of patients had previously re- Dizziness 


ceived various forms of treatment, including tones respiration 
Heart consciousness 


most of the presently available tranquilizers, 


alone or in combination with “energizers,” Violent outbursts 
MAO inhibitors and EST and had not re- Confused states 
sponded adequately. The starting dose of Destructive behavior 
Mellaril was 25 mg. t.i.d., maintained for Poor impulse control 


5.6 days and then gradually increased until Delirium 
3 Metropolitan State Hospital. 
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‘RESULTS 
“Of the 74 cases, 19 were rated excellent, 
aving improved sufficiently to permit dis- 
charge or parole; 16 were considered 
arkedly improved, as measured by sig- 
nificant quietening and tidiness—these were 
‘permitted ground privileges and visits to 
their homes; 15 were rated fair, demon- 
trating fewer outbursts and moderate im- 
ovement. The remaining 24 patients 
showed no improvement, some through re- 
fusal to take medication or discontinuation 
thereof. 
_ It was interesting to note a change in the 
ward atmosphere coincident with quieten- 
ing of the more agitated cases, reduction in 
disturbances and altercations, better rap- 
port among patients and with nursing per- 
sonnel. An improved sense of well-being 
amongst most of the patients was an ob- 
servation reported by several of the at- 
tendants, 
The only side effects of any consequence 
were seen in 2 patients who exhibited 
pseudoparkinsonism, which occurred near 
the conclusion of the study and which dis- 
sipated following reduction in dosage. Spe- 
al attention was paid to blood checks(5), 
ith tests being performed before the in- 
stitution of therapy and once a month 
thereafter. However, no sign of blood dys- 
crasia was evidenced throughout this study. 
Comparing Mellaril with other therapies 
“that had been employed, it was noted that 


Management of the depressed patient re- 
mains a complex problem for the clinician. 
-Many of these illnesses prove to be very 
_ refractory when the criterion of full remis- 
_ sion is utilized and a good deal of flexibility 
and persistence is required on the part of 
the physician and his patient. The full 
-armamentarium of the clinician, includ- 
_ ing psychotherapeutic interview, convulsive 

therapy, outpatient convulsive therapy, the 


“4 Associate Professor of Psychiatry, University of 
Wisconsin, Madison, Wis. y 4 


the patients receiving it seemed to be alert, 
in contrast to the “knocked-out” state that 
had been seen with some phenothiazines. 
Previous trial with other phenothiazines had 
been disappointing because of the extra- 
pyramidal symptoms, which appeared with 
doses too low to afford adequate clinical 
improyement. It would seem that increased 
toleration was the major factor in permitting 
Mellaril to demonstrate its therapeutic po- 
tential to a greater extent than that obtained 
with the other compounds. 


SUMMARY 


A clinical evaluation of Mellaril in 74 
chronic psychotics has shown it to be an 
effective and well tolerated tranquilizer. Its 
ability to control or modify major emotional 
disorders with little or no clouding of con- 
sciousness or extrapyramidal stimulation is 
its greatest forte in comparing it with other 
phenothiazines. 
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THE USE OF PARNATE IN THE TREATMENT OF DEPRESSION 


MILTON H. MILLER, M.D.1 


use of monoamine oxydase inhibitors and 
other antidepression medications, particular- 
ly Tofrānil, may be utilized. 

This clinical note will describe work with 
a promising new antidepressant medication, 
Parnate.? All patients in this study were 
treated by this physician in private practice, 
both in and out of the hospital. Thirty-three 
patients received Parnate with Stelazine, 1 
or 2 mg. in a tablet, Parstelin. The patients 


2 Medication for this study was furnished by 
Smith Kline & French Laboratories. 


Fee Ls SATS a ENAT, 


1961] _ 


were all depressed and most suffered from 
involutional depressive states. A number of 
patients had been previously treated with 
several series of convulsive therapy and a 
variety of medications, including Stelazine, 
over the years. Several patients suffered 
from illnesses which were of schizophrenic 
nature but with substantial depressive ele- 
ments. The patients ranged in age from 20 
to 70 years. 

Results with this medication, administered 
in dosages averaging 30 mg. of Parnate 
daily and 3 to 6 mg. of Stelazine daily were 
generally impressive. Even more impressive 
was the specific response of several patients 
who had been in the care of this physician 
for 5 or 6 years and who had previously 
failed to obtain substantial or sustaining re- 
mission. During one 2-month period, a 
group of 4 patients were switched from Par- 
nate and Stelazine and were placed on 
Stelazine and another antidepressant medi- 
cation. Three of these patients sustained re- 
lapses during a 2-month period and thence 
improved again when placed back on Par- 
nate, Although there were some patients 
who were totally non-responsive, approxi- 
mately two-thirds improved moderately to 
substantially. There were no serious toxic 
side effects although some patients com- 
plained of dryness of the mouth, sweating 
and some dizziness. The dizziness appeared 
to be associated with sudden change of 
bodily position. Another occasionally dis- 
turbing side effect was a rather sudden 
sharp headache which 4 patients reported. 


lated to the medication and occurred oi 
or twice during the treatment were of br 


duration, and not accompanied by any neu- ” 


rologic signs. The headaches were co 
trolled by aspirin. : 
Routine blood and urine tests and liv 


were noted, 


group respond 

than 2 weeks. Following an initi 

response, the medication was continued, 
though in smaller doses for periods beyond 
several months. ) 
tinued the medication and have sustained 
their improvement. t 


SUMMARY 


Six months of clinical experience with 
new antidepressant medication, Parnat 
(tranylcypromine), indicates that this com 
pound is a very effective monoamine oxy 
dase inhibitor. It appears to act fairly rapid 


remission in several 
sive illnesses. It would ap 


depression and 
depressive illnesses whi 
responsive to other therapies. 


A NON-REPORTED SIDE EFFECT OF IMIPRAMINE 


CARLOS A. LEON, M.D." 


In a group of 50 patients receiving imi- 
pramine,? 30 of whom were followed-up for 
more than 6 months, we found that 5 of 
the latter presented the following hitherto 
undescribed reaction : 

Around the first or second week of treat- 


1 Professor and Chairman, Department of Psy- 
chiatry, Universidad del Valle Medical School, 
Cali, Colombia. 

2 Supplied as Tofranil through the courtesy of 
Geigy Laboratories, Basilea. 3 ane 


ment under a daily oral dose of 100-150 mg. 


Some patients have discon- 


an unexpected phenomenon — 


happened in all cases when the patient 
wee Sale in bed and most often when 
they were about to fall asleep. 

Detailed inquiries about the peculiar 
of the above mentioned phenomen! 
the fact that one of the patients v 


perienced it 


fu 
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characterize it as a single generalized tonic 

muscular, contraction producing hyperexten- 
_ sion and lasting for only about a second or 

less. No other symptoms were described as 

preceding, accompanying or following this 
= reaction. Alarm and preoccupation about 
_ the symptom were experienced by all pa- 
tients in moderate-to-intense degrees lead- 
ing in one case to discontinuance of the 
medication. 

Only one of the patients was receiving 
additional medication at the time the reac- 
_ tion occurred. None of the patients had ever 
complained of convulsive disorders in the 
past. The therapeutic effect in all cases was 
satisfactory. 
= Although the symptom occurred usually 
_ for several times during the same day, the 
interval between episodes was never shorter 
than 2 hours, 

We will summarize briefly the case his- 
tories : 


Case 1. A 38-year-old married male with a 
diagnosis of manic-depressive reaction, depres- 
sive type. Started on 75 mg. a day of imipra- 
6 mine, increased gradually to 150 mg. a day 
z within a week, kept at this dose for 4 weeks, 
to be gradually reduced to a maintenance dose 
of 50 mg. a day. On the third week he com-, 
' plained anxiously of having experienced a 
_ sensation of “electric shock on the whole body” 
_ while falling asleep. This was repeated fre- 

quently in the course of the following 3 weeks, 
appearing at least once a day always when 
the patient was at rest. Disappeared spon- 
taneously at the end of the sixth week. 

Case 2. A 50-year-old widowed female diag- 
nosed as chronic depressive reaction, Imipra- 
_ mine was started at a daily dose of 75 mg. 

which was increased within 3 days to 125 mg., 
Sustained for a month and then gradually re- 
duced to 50 mg. a day for 2 months, During 
the first week she experienced “jerks” as if 
produced by “an electric discharge.” The “jerks” 
continued throughout the fourth week especial- 
ly when patient was at rest and then disap- 
peared spontaneously. 

Case 3. A 60-year-old married male with a 
diagnosis of involutional reaction. Imipramine 
was started at a daily dose of 100 mg., in- 
creased to 150 at the beginning of the second 
week, sustained for 2 weeks and then gradually 
reduced to 50 mg. a day within the following 
month. During the second week, patient com- 
plained of “sudden jerks” or “thrills” general- 
ized to the whole body, which occurred’ when 
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he was at rest. These episodes repeated fre- 
quently along the second and third week ; pa- 
tient became quite alarmed about the symptom 
and discontinued the medication on his own, 
but was persuaded to restart it the following 
day at a reduced dose of 100 mg. a day. No 
symptoms appeared hereafter. 

Case 4. A 27-year-old single female diag- 
nosed as schizophrenic reaction, chronic un- 
differentiated type with superimposed depres- 
sion. Imipramine was started at a daily dose 
of 100 mg., increased to 150 mg. on the second 
week, sustained for 1 month and gradually re- 
duced to 5 mg. within the following month. 
Eight days after the medication was started, 
patient experienced a “reaction like an electric 
discharge” while she was about to fall asleep ; 
this was repeated several times for 3-4 days 
while at rest and caused her a great deal of 
concern but disappeared spontaneously after 
this short period. 

Case 5. A 35-year-old married male with a 
diagnosis of depressive reaction in an emotion- 
ally unstable personality. Imipramine was start- 
ed at a daily dose of 100 mg., increased to 150 
mg. within the first week ; this was sustained 
for 1 month and then gradually reduced to a 
daily maintenance dose of 50 mg., within the 
following month. During all this period, pa- 
tient kept taking a daily dose of 400 to 1200 
mg. of meprobamate, which he started to take 
3 months prior to the depressive crisis without 
ever experiencing undesirable reactions. Dur- 
ing the second week, he complained one night 


of “an instantaneous convulsion” which was . 


repeated on several occasions throughout the 
fourth week ; he was quite anxious about the 
symptom and feared that he may develop 
epilepsy, but it disappeared spontaneously. 


Discusston 

We have described an undesirable side 
effect of imipramine which does not seem 
to be related to individual intolerance, 
amount of drug of time of administration. 

Speculations as to the nature of the phe- 
nomenon point to the possibility of a con- 
vulsive-like disorder related to cortical or 
subcortical excitation or to a lowering of 
the convulsive threshold. The effect seems 
to wear off spontaneously within a variable 
period of time. 

Epileptic G. M. seizures have been re- 
ported in patients treated with M. A. O. in- 
hibitors * including one case who received 
imipramine. 

Sharp, W. L.: Am. J. Psychiat, 117: 458, 
Noy. 1960. š 
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The interesting characteristics of the side 
effect and its apparently high incidence 


(10% of our cases) make further investiga 
tions most desirable. i 


INDUCED 5-HYDROXY-INDOLE-ACETIC ACIDURIA IN THE 
SCHIZOPHRENIC AND THE NON-SCHIZOPHRENIC 
PSYCHIATRIC PATIENT * 


PAUL KOCH, Pu.D., CAMILLE LAURIN, M.D., PIERRE LEFEBVRE, M.D., 
anp PIERRE B. BOURDON, M.D.? 


5-hydroxy-indole-acetic acid (5-HIIA) is 
the urinary endmetabolite of serotonin. 
Since it has been shown that increasing the 
brain serotonin will result in hallucinoses 
(1, 2), an aberration of the serotonin me- 
tabolism was hypothesized to be contribu- 
tory to schizophrenia. 

Variations of 5-HIIA are easy to measure. 
Thus they were a convenient way to demon- 
strate variations of serotonin metabolism. 
Several papers deal with differences be- 
tween schizophrenics and non-schizophren- 
ics in respect to 5-HIIA uria, Feldstein, et 
al.(3) and Buscaino, et al.(4) did not find 
any differences between 5-HIIA uria in 
normals and schizophrenics. Attempts to in- 
duce 5-HIIA uria brought conflicting re- 
sults, Buscaino, et al.(4) find that injected 
serotonin-creatinine-sulfate shows up as 5- 
HIIA in schizophrenics at a much higher 
rate than in normals. Zeller, et al.(5) and 
Lauer, et al.(6) report that oral tryptophane 
will increase 5-HIIA in the normal but not 
in the schizophrenic. Sachchidanada, et al. 
(7), however, affirm the exact opposite, 
while Kopin(8) finds increased 5-HIIA in 
both groups. 

No attempt has come to our knowledge 
to use reserpine as a means to induce 5- 
HITA in order to differentiate between the 
schizophrenic and the non-schizophrenic. 
Reserpine liberates not only the brain sero- 
tonin but the entire body serotonin as well 
(9,10). : 

This paper deals with some experiments 
to use reserpine induced 5-HIIA uria as 
well as oral tryptophane as a screening test 
for schizophrenia. 


1 This study is supported by the Canadian Min- 
istry of Health and Welfare. 

2 Albert Prevost Institute, 6555 West 
Boulevard, Montreal, Canada. F 
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MATERIALS AND METHODS 

Ten male schizophrenics, aged 20-40, suf- 
fering from various forms of the disease 
were compared with a similar group of 12 
non-schizophrenic patients. A third group of | 
schizophrenics of various ages, males an 
females, received only placebos. s 

On the first day all medication was su: 
pended at noon and was not resumed uni 
after the end of the experiment. The su 
jects received, however, each evening | 
mg, chloral hydrate to ensure sleep. Fasting — 


150 minutes, acidified and put into the — 
frigidaire. On the third day the same rou- | 
tine was followed again. The placebo was — 
replaced by the treatment (an intramusc 
lar injection of 2.5 mg, Serpasil® or a 
capsule, containing 100 mg. l-tryptophane), 
The nature of the treatment was not known — 
to anyone having any direct contact with — 
the subject. 

Because of the profound and lasting 


fect of reserpine, no inversion of the order 
ted. For this 


variations 0 

withdrawal of the medication. Bs. 
The urine samples of the second and o! 

the third days were analyzed together for 

5-HITA content according to the meth ; 

Udenfried(12, 13) as modified by Garner 


Se ee 

3 We wish to thank the Ciba Company Limited 
of Montreal for their gift of Serpasil and the cor- | 
responding placebos, as well as Miss Fernan : us 


Bastien for her, excellent te 
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(14). Creatinine was determined according an 


to standard methods(15). 
E 


d Brodie, B. B. : Science, 127 : 704, 1958. 
3. Feldstein, A., Hoagland, H., and Free- 
man, H, : Science, 128: 358, 1958. 4 
4. Buscaino, G. A., and Steffanachi, L.: 


TABLE 1 


Probab.5 Placebo 1-Tryptophane Probab, 


122 £2 


10.6 +15 16.2 + 17 


Placebos 


10.6 + 1.2 


gm. creat. 


>0.05 


11.6 + 1.6 104+ 14 <0.6 


123, 2 12.6 + 2.2 <0.9 


2nd Day Probab. 


98 + 1.1 


| Standard error of the means. 
5 The probabilities were calculated by means of Student's “t”. 
N 


pe DISCUSSION AND CONCLUSIONS 

_ Reserpine will increase the urinary 5- 
= HITA excretion of the schizophrenic as well 
as of the non-schizophrenic control. It was 
not deemed prudent to repeat the experi- 
ments using a higher dosage level of reser- 
_ pine, as toxic side effects were observed in 
_ many of the subjects, A single dose of 100 

mg, l-tryptophane did not vary in any way 
_ the 5-HITA uria of any of the patients nor 
_ did the withdrawal of medication. 


SUMMARY 


Inducing 5-hydroxy-indole-acetic aciduria 
by injecting reserpine and by oral trypto- 
phane did not differentiate between schizo- 
phrenic and non-schizophrenic psychiatric 
patients within our experimental conditions. 
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A PILOT STUDY OF L-GLUTAVITE IN HOSPITALIZED 
“AUTISTIC” AND “HYPERACTIVE” CHILDREN 


SEYMOUR LEVEN, M.D., ann ARTHUR S. IMPASTATO, M.D.* 


Recent studies in the use of L-Glutavite 
on hospitalized elderly schizophrenic pa- 
tients have indicated that significant im- 
provement may be expected in their mental 
status and social behavior. With these 
patients becoming more active and interest- 
ed in their environment(1, 2, 3, 4), it was 
felt that a pilot study was indicated to see 
whether L-Glutavite was of any therapeutic 
value in “autistic” and/or “hyperactive” 
children hospitalized at Kings Park State 
Hospital. 

L-Glutavite is a mixture of mono-sodium 
L-Glutavite plus vitamins and minerals. 
Upon absorption the L-Glutavite is pre- 
sumed to appear in the blood as glutamic 
acid, the main ingredient affecting cerebral 
metabolism, while the vitamins function in 
the process as coenzymes. 

Thirty-five male children whose ages 
ranged from 5 to 14 years were selected 
for the study. Sixteen were “autistic” and 
19 were “hyperactive.” All were in good 
physical condition and none was suffering 
from congenital or organic disease. Com- 
plete psychiatric and psychological as well 
as EEG examinations were performed on 
each child prior to the study and all forms 
of therapy and other medication were dis- 
continued. 

A simplified behavioristic rating scale was 
used and each of.the children selected was 
evaluated by 4 different trained observers 
prior to treatment and bi-weekly thereafter 
for 6 weeks. Unknown to these observers 
(ward nurse, school teacher, occupational 
and recreational therapists) was the fact 
that only 10 of the “hyperactive” and 8 
of the “autistic” children received the L- 


Ge Kings Park State Hospital, Kings Park, N. Y. 


Glutavite while the others received th e 
placebo, tomato juice. A standardized dose 
of one teaspoon of L-Glutavite per 4 ounces 
of tomato juice was given. aa 
RESULTS i 
In the group of 10 “hyperactive” children 
receiving L-Glutavite 2 showed appreciable 
overall improvement while another 2 
minimal improvement. In the group of 9 
“hyperactive” children receiving the place- 
bo 2 showed the same degree of overall 
improvement and only 1 showed minimal 
results. a 
In the group of 8 “autistic” children 
receiving L-Glutavite none showed any ap- 
preciable degree of improvement and only 
9 achieved minimal results. Of the 8 “autfs- 
tic” children receiving the placebo one did 
improve considerably. č 


SUMMARY 3 
Of 18 children receiving L-Glutavite in 
the blind study only 2 showed appreciable 
improvement in their behavior. Of the 17 
children receiving the placebo 3 displayed 
the same degree of improvement. L-Gluta- 
vite in the dose administered during this 
6-week study did not cause any marked 
improvement in “hyperactive” or “autistic” 
children. E 
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Chlorprothixine (Taractan) is a drug 
recommended for treatment of a variety of 
mental disorders. A clinical and toxicologi- 
Cal study was undertaken prior to marketing 
of the drug. 

It was planned to give chlorprothixine in 
dosage up to 100 mg. daily to acutely ill 
newly admitted patients and in dosage of 

- 200 mg. and over a day to chronically ill 
_ patients with symptoms of depression or 

‘withdrawal. Experience soon showed that 

low dosage was not effective, and the drug 

was then given to acutely ill patients in 
dosage of 50 mg. t.i.d. for 1 week, 100 mg. 

i.d. for 2 weeks, followed by 150 mg. t.i.d. 

r 3 weeks, At the end of this period if 
the patient was unimproved 200 mg. was 
given t.i.d., and reduced to 100 mg. t.i.d. in 
event of improvement. Determinations on 
blood were performed weekly for 3 weeks 
and then bi-weekly, as follows : total white 

lood count, differential white blood count, 

hematocrit, alkaline phosphatase, and non- 
protein nitrogen. Determinations on urine 
were made at the same frequency, as fol- 
lows: specific gravity, albumin, glucose, 
microscopic studies. 

= Clinical evaluation was done by super- 
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A CLINICAL TRIAL OF CHLORPROTHIXINE 


G. G. HAYDU, M.D.,! W. BRINITZER, M.D.,? J. GIBBON, M.D.,? 
ann L. GOLDSCHMIDT, Pu.D.1 


vising psychiatrists, according to symptom 
complexes. Excitement was the most fre- 
quently occurring symptom complex includ- 
ing aggression and combatiyeness. Delusions 
and hallucinations were next most frequent, 
then withdrawal and autism, dissociation 
and motivational confusion, and depression. 
Table 1 shows the study population by sex, 
by age decades and by diagnostic designa- . 
tion. 


RESULTS 


Forty-seven patients (33%) improved, 60 
(42%) did not change and 37 (25%) showed 
worsening of the major symptom complex. 
The only symptom complex which showed 
no change was hallucination and delusion. 
There were only two instances of leuko- 
penia and one instance of increase in alka- 
line phosphatase. Upon withdrawal of the 
drug these disappeared after 2 weeks, and 
their relation to the drug therapy is uncer- 
tain. The drug was well tolerated by pa- 
tients. The most frequent side effects were 
somnolence and tachycardia. There were no 
extrapyramidal symptoms, even at high 
dosage. 

Our clinical observations indicate that 
chlorprothixine is an effective sedative. Its 
tranquilizing effect is considerably less than 
that of chlorpromazine, and it did not alter 
delusions or hallucinations. An antidepres- 
sant effect of the drug was not apparent, 
even at high dosage. 


TABLE 1 
Characteristics of 144 Psychiatric Patients Treated with Chlorprothixine 


NUMBER OF PATIENTS BY DIAGNOSTIC CATEGORIES 
F DECADE OF AGE 
15-30 30-40 40-50 50-60 60-70 70-90 Manic- Acute Involu- Psy- . Senile Cerebral Other 
depressive, and tional chosis Psy- Arterio- 
depressed Chronic Psy- with chosis sclerosis 
Schizo- chosis Alco- 
phrenia holism 


91 10 4 8 8 13 


CASE REPORTS 


TOLUENE SNIFFING PRODUCING CEREBELLAR 
DEGENERATION 


DANIEL A. GRABSKI, M.D.* 


Despite the wide-spread use of tobacco, 
the intake of intoxicants via the respiratory 
tract through inhalation, or sniffing, is in- 
frequently reported. Modern industrial tech- 
nology has produced a wide variety of sol- 
vents, the volatility of which makes them 
readily available to inhalation. The follow- 
ing case will demonstrate the consequences 
in one case. 


H.J.B. was hospitalized for the first time in 
January 1954, at the age of 21. He stated that 
approximately 2 years earlier, while working 
in an aircraft factory he was assigned a job 
cleaning items in a solvent he identified as Tol- 
uene. While working over a large container of 
the substance he had inhaled its vapors, liked 
their smell, and the “dizzy effect” or euphoria 
he experienced. This led to experimentation 
and he inhaled the vapors of various other sol- 
vents. He claimed gasoline had a very euphoric 
effect and would use this when Toluene was 
unavailable. Isopropyl alcohol was without ef- 
fect. Trichlorethylene and methylethylketone 
smelled bad and were rejected. He solved his 
Toluene supply problems by purchasing the 
chemically pure (CP) substance in gallon lots 
from a paint store when he could no longer 
filch Toluene of analytic reagent purity from 
the aircraft company’s laboratory (he was 
quite concerned about using only a pure sub- 
stance). He continued to use this drug by in- 
halation until he was hospitalized. At this time 
his mother stated the patient would frequently 
spend time at home clutching a rag he had 
soaked in Toluene to his face inhaling its 
vapors. This bizarre behavior did not cause 
family concern until mental confusion, dizzi- 
ness, inappropriate laughter, staring into space 
and threatening suicide made hospitalization 
necessary. Physical examination on first admis- 
sion revealed evidence of cerebellar disease, 
as well as hepatomegaly and impaired liver 
function. Psychological testing was more com- 
patible with a schizophrenic disorder than of 


1 Dept. of Psychiatry, 5812 Beach Blvd., Buena 
Park, Calif. 


organic brain disease, although the overall clin: 
ical impression was that of a primary person- 
ality disorder with secondary toxic symptoi 
produced by Toluene inhalation. 

The patient has been hospitalized 3 time 
since under essentially similar circumstance: 
On his most recent admission, in 1958, neuro- 
logical examination revealed the following: © —~ 

Orientation, memory and intellectual func- 
tioning were within normal range. 

Olfactory sense intact. j; 

Eyes showed only slight nonpersistant nys- 
tagmoid movement on lateral gaze. Fundi ; 
normal, i 

Cranial nerves, 5,7,9,11,12, no evidence of 
abnormality. 5 

Deep tendon reflexes, of moderate intensity, 
equal bilaterally. j 

Posterior column signs, toe position an 
vibratory sense intact. Bilateral equivocal Bab: 
inski sign with negative Gordon, Oppenheim, — 
and Chaddock. a 

Muscle tone and muscle bulk within normal — 


drift phenomenon was not demonstrated. 

Superficial reflexes : abdominals equal bila- 
terally, cremasterics absent. 

Sensory examination : two point discrimin: 
tion, pain discrimination within normal li 

The possibility of multiple sclerosis or a — 
familial cerebellar disease was considered and 
excluded following evaluation of the famil 
members, and the absence of any eye diffic 4 
ties at any time in this patient. The final im- — 
pression was of a degenerative lesion of the | 
lateral cerebellar lobes due to prolonged inha- 
lation of Toluene vapors. j 


vent used extensively 

ily available, although 

used, for inhalation purposes. The chemic: 
7 f I 
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formula i is CsH4CHs, a methylated benzene 
‘ring. The substance is available under the 
‘commercial name of Toluene, Toluol, or 
‘Methylbenzene. Its toxicity rating is 4, 
hich is considered very toxic; 50 to 500 
mg. per kg., or 4 to 30 ozs., for a 70 kg. man 
are considered a fatal dose(1). The toxicity 
s similar to a related group of aromatic 
hydrocarbon solvents such as benzine, cu- 
‘mine, and mesitylene. These substances are 
commercially found as contaminants of one 
another and are widely used in industry. 

ey may be found around the home in 
aint removers, degreasing cleaners, lac- 
quers, insecticides, pesticides, and plastic 
cements. All of these aromatic hydrocarbons 
produce basically similar types of reactions, 
namely, local irritation, central nervous ex- 
_ citation and depression, and bone marrow 
inhibition. 
Psychiatrists will undoubtedly see more 


and more aKo who have sought refuge 
from their personality disturbances through 
the inhalation of aromatic or aliphatic sol- 
vents(2, 3) and may overlook the serious 
toxic effect of these drugs. Cerebellar signs, 
in particular, are easily overlooked. Tremors 
may be passed off by patient, family, and 
even examining physician, as “nervousness.” 
Toluene can produce irreversible cerebellar 
degeneration among its other toxic effects 
and the cessation of its inhalation must be 
considered emergent in the psychiatric 
treatment of this type of addiction. 
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DO WE HAVE A POSITION ? 


The aphorism that nothing that is human 
is foreign to psychiatry is a commonplace. 
Occasionally one encounters a more caustic 
corollary to the effect that it is no great 
challenge to a gentleman of the press to 
elicit a psychiatric opinion on virtually any- 
thing from the foibles of the Roman em- 
perors to the frustrations of the suburban 
housewife. 

Be that as it may, however prone to pub- 
lic pronouncement the individual psychia- 
trist may be, one detects no such alacrity 
among psychiatrists to express themselves 
collectively through their Association. 

A major responsibility of our Association 
(and of other professional associations in 
their fields) is to counsel the community on 
matters that fall within our professional 
competence, That is one good reason why 
the community confers a special status on 
us as a non-profit, tax-exempt, educational 
organization. 

We accept and discharge that responsi- 
bility in several positive ways. We publish 
standards for psychiatric facilities. We alert 
the public to dangers in the irresponsible 
use of hypnosis and tranquilizers. We take 
official positions on the confidentiality of 
the doctor-patient relationship and on psy- 
chotherapy in medical practice. Less of- 
ficially, but probably even more influential- 
ly, we perform our counseling function by 
setting up boards’and committees to screen 
what shall appear in our reports and jour- 
nals, Beyond that we have a staff facility 
which responds to thousands of requests 
for information and opinion on our sta- 
tionery. 

We also render counsel by refusal to take 
a position, by failure to respond, since nega- 
tion is quite as subject to interpretation as 
affirmation. It is possible that we rely too 
heavily on this device. To the extent that 
failure to respond is the product of neces- 
sity or thoughtful intent, it may indeed be 
the only or the wisest course of action. The 
bothersome question is whether our use of 
the device is the product of necessity or 


thoughtful intent or ofttimes the product of 


something less salutary. 

This is not to suggest that collective psy- 
chiatry should burst into print with offic ] 
opinion on the deleterious effects of te 
vision on children, or the Berlin crisis. Stil 
a debater’s brief is easily mustered : 
effect that we, the Association, have bi 
excessively timid in delineating the area of 
competence in which we owe a rendering 
of counsel to the community. A 

Every psychiatrist to his own illustrations. 

It seems a little strange to this writer, 
example, that our Association has no opini 
on the Kefauver-Celler Bill. How many 
members know what it is ? In a sentence 
would restrict the production, marketing 
and patenting of drugs until their saf 
and effectiveness is fully validated, The 
‘American Medical Association and pharm: 
ceutical manufacturers oppose the bill in 
the general conviction that it would lead t 
undesirable Federal controls. 

Surely here is an issue of deep and special 
concern to us. We use a lot of drugs. Wh 
among us had not expressed indignation 
shock at the excessive and unproven cla: 
attendant on advertising the birth of a 
tranquilizer ? Shall we let it be assun 
that as physicians we “go along” with t 
position of organized medicine ? Perha) 
we do, But it is possible that collective ps 
chiatry harbors a conviction that pres 
agencies and techniques for drug eval 
tion, marketing, and promotion are inade- 
quate and that more rigorous measures 
indicated. If so, should we not offer « 
counsel to the community on the Kefauv 
Celler issue ? 

Take the Kerr-Mills bill which propos 
a Federal matching grant program to e 
courage state expenditures on medical c: 
for needy aged people. The Kennedy 
ministration has a counter proposal © 
would eliminate any means test and mase 


‘medical care for the aged available to every: 


one eligible under the Social Security 
tem. How do we, the psychiatrists, 
about it? And especially, what would 
say if neither proposal provided 
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ts for otherwise eligible aged but mentally 
ill persons ? Shall we allow others to speak 
for us on this issue, too ? 

So much for just two examples. It almost 
seems that an issue must actually invade 
the area of psychiatric clinical practice if it 
to stimulate a reaction from psychiatrists 
ollectively. Such issues as the drug prob- 
lem and medical care to the aged are ap- 
_ parently considered a little too peripheral 
_ to capture our collective concern. So we fail 
_ to respond with counsel, even though it is 
anifest that any resolution of these issues 
will drastically affect our clinical practices. 


Our Association, through its Council, 
Committees, and Staff, has ample facilities 
that could be used more intensively for the 
transmission of counsel to the community. 
Should we not proceed to use them to this 
end? 

Many World War II veterans among us 
will recall the old military quip, “Well, let’s 
raise the flag, boys, and see who salutes.” 
These comments are in the nature of such 
a flag raising. Will anybody salute ? 


Watter E. Banton, M.D., 
President. 
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PARITY IN NURSING EDUCATION 


The theme that emerged from an early 
Mental Hospital Institute was the “Thera- 
peutic Community”. In a discussion on 
Nursing at a subsequent Institute it was 
noted that the number of professional nurses 
employed in mental hospitals had decreased 
almost to the vanishing point and that the 
only state systems which could obtain any 
significant number of professional nurses 
were those which provided undergraduate 
training programs. The available statistics 
indicate that the situation has not improved 
and one wonders whether there has been 
much effort to improve it. Albee states in 
passing “. . . no nursing leader has sug- 
gested a return to the practice of training 
nurses in schools located in mental hos- 
pitals . . .” However nursing leaders gen- 
erally are very enthusiastic about providing 
a period of experience and formal instruc- 
tion in psychiatric nursing for undergradu- 
ates in the general nursing .course.t When 
the question of providing schools of nursing 
in mental hospitals is raised the answer is 
that they would be acceptable if they could 
meet the standards. This seems fair enough 
if it did not always seem to carry with it 
the implication that, of course, they could 
aoe really be expected to meet the stand- 
ards, 

The attitude of mental hospital adminis- 
trators is a little difficult to determine. Some 
maintain that they can prepare other cate- 
gories of personnel who will be better qual- 
ified to function as key personnel in the 
“therapeutic community” than is the pro- 
fessional nurse. Can we accept this opinion 
at its face value or is it a tacit acceptance of 
the impossibility of providing in mental hos- 
pitals a high standard of basic training for 
professional nurses or of obtaining profes- 
sional nurses trained elsewhere ? 

The question may well be raised “why 
make so much of the professional nurse, or 
why confine the term to the general-trained 


1In Ontario the mental hospitals provide 3 
month affiliation courses for about 1,800 students 
from general hospital schools of nursing each year. 
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registered nurse ?” Some jurisdictions 
raised mental hospital nurses without g 
eral training to the professional level 
the sponsors are quick to assert that th 
nurses get as satisfactory training in 
physical care of the patient as the gen 
nurse. Nevertheless they cannot get reco; 
tion as having equal competence to provi 
physical nursing care. 
Theoretically nursing educators agre 
that the nurse should be able to apply h 


tention has been devoted to evolving more 
effective methods of studying the “whole 


nursing. 

The basic course of 9 months is take: 
the “home” school and is followed by 15- 
months affiliation in a general and a chil. 
dren’s hospital. Although, since 1937, 
least one year's affiliation in grade A gi 


hospitals has been provided for under- 
aduates training in mental hospitals, the 
iew relationships that have been developed 

_ are providing for better integration of the 
_ students in the affiliate hospitals. 
_ The first 2 years, including affiliation, are 
entially academic. The third year, taken 
the “home” school, is devoted to psychia- 
tric nursing in the mental hospital and its 
“community services. 
The student who successfully completes 
the 3 years is eligible to sit the examination 
or the R.N. As an R.N. she is able to qual- 
y for employment as a general nurse in 
y type of hospital or in private practice. 
the same time she has the advantage of 
nuch more extensive training in psychiatric 
ursing than is provided by the usual psy- 
chiatric affiliation, 

With the beginning of the new course 
stipends were increased, bursaries made 


warded by a great increase in the number 
_ and quality of applicants, and the enrol- 
~ ment, after more careful selection, has more 
~ than doubled. 
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The fear is sometimes expressed that 
training that will fit nurses to obtain em- 
ployment in general nursing will only en- 
courage the nurse to leave the mental hos- 
pital. This is an expression of distrust of our 
ability to make employment in the mental 
hospital interesting and congenial. This is a 
risk that we are prepared to take because 
previous experience with general nurse 
training has been reassuring, 

The efforts outlined above can only be 
justified on the assumptions that the nurse’s 
role is still relevant to the care of sick peo- 
ple, that the nurse is the doctor’s most ap- 
propriate assistant and that the nurse with 
combined training is likely to be more com- 
petent in the care of patients and particu- 
larly in a responsible supervisory role. These 
assumptions are made on the condition that 
programs of nurse training will ensure that 
the nurse is prepared to use the interper- 
sonal skills which are relevant to her func- 
tion in the therapeutic process. 


B. H. MeNeel, M.D., 

Chief, Mental Health Branch, 
Ontario Dept. of Health, 
Toronto, Ont. 
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ted one getting patente and EPE faster and faster and out of it all a new 
_ civilization will emerge. it ever simplify and solidify itself again P Or will i 

and more like an infinite pack of eais y Ea RERE more 


-Wum James (1908) 
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Short words are best and the old words when short are best of all. 


—CHURCHILL 
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CORRESPONDENCE 


MONISM AND DUALISM 


Editor, THE AMERICAN JOURNAL OF PsycuHI- 
ATRY : 

Sm: Dr. Levin’s article on Monism and 
Dualism in the July issue of the Journal 
will leave those of us who are interested in 
philosophy utterly bewildered. He tries to 
prove Dr. Bailey’s “mistake” by discussing 
the views of Hughlings Jackson, whom he 
represents as a “monist.” He quotes the 
following passages : 


The doctrine I hold is: first, that states of 


consciousness (or, synonymously, states of 
mind) are utterly different from nervous states ; 
second, that the two things occur together, 
that for every mental state there is a correlative 
nervous state; third, that, although the two 
things occur in parallelism, there is no inter- 
ference of one with the other. This may be 
called the doctrine of Concomitance. 


This view, of course, was not introduced 
by Jackson, but is the well-known philoso- 
phy of Leibnitz, I am sure that Jackson 
expected his readers to realize this because 
Leibnitz was well known in Jackson's time. 
It is the strongest expression of dualism 
ever proposed. Mind and Matter (Leibnitz 
thought) are concomitant, but independent, 
like two clocks, one of which has hands to 
show the hour, the other a gong to ring the 
hour. If they are synchronous, a casual ob- 
server may believe that the fact that the 
gong of one clock rings when the hands on 
the other clock show the full hour must be 
based on an “interaction” between the 
clocks ; actually, they are merely synchro- 
nous. The Lord has created the world so 
perfect that this synchronism is established 
forever. Jackson’s only reservation was that 
being a physician, not a philosopher, he 
would not have to say anything about the 
reason for the synchronism, and did not 
need Leibnitz’s religious explanation. 

Having quoted Jackson’s belief in the 
theory of Parallelism, Dr. Levin continues : 
“To put the matter into other words, mental 
states are but the epiphenomena of physical 


“putting the matter into other words” bu 
rather presenting an entirely differ 
though equally well-known theory, 
theory of the mind as epiphenomenon. I 
difficult to imagine that someone coul 
identify or combine these two, for Parall 
ism is dualistic ; it needs two parallel ci 
cepts—there are no “one-piece parallel 
The theory of the epiphenomenon (ori 
nating with the ancient atomist, Demo: 
etc.) is monistic. Here the assumption 
that there is only Matter ; what appears 
Mind is nothing more but like the fl 
which appears as an epiphenomenon wher 
wood oxidizes ; a spectacular, but in its 
non-existing, meaningless epiphenomenon. 
While I was still pondering which o 
these views Dr. Levin accepts, or how he 
can combine them both into one theory, 
I was suddenly finding myself confronted 
with a third, again different theory. “Psychic 
event can influence behavior” we are sud: 
denly told. He presents a “Theory of Inter 
action.” Why it should be importan' 
whether interaction is immediate, or “medi- ~ 
ated by cerebral mechanism” (or maybe | 
pineal mechanism, as the famous dualis 
Descartes thought), is a bit dificult to un 
derstand. It’s interaction and dualism in any 
case. If one can influence the other, we are 
dealing with two phenomena, and so havi 
now switched back to dualism and to Dr 
Bailey's claim of the implied dualism in 
psychodynamics, which Dr. Levin tries t 
deny. iyi: 
What is that “Mind” which can influenc 
the body ? Is it Plato’s substantial Mind 
Kant’s transcendental Mind? Dr. Levin 
does not tell us; and his example of t 
child who was scared by a dog and shows 
behavioral changes later on is not illum 
nating, either. What happened when 
child was “frightened by a dog ?” A physio 
logical fright reaction with body influencin 
mind? Or maybe a psychological traum: 
with mind influencing bod: Concomi: 


68 


CORRESPONDENCE 


; bie i alae 7 


[ November 


ire 


tance P Epiphenomena ? Interaction ? Which 
" one is it ? 

But must we psychiatrists continue to 
ight each others philosophy? Is there 
none which provides a basis suitable for 
all? Many modern scientists (including Al- 
bert Einstein) find the philosophy of Spi- 
noza strangely modern. Benedict Spinoza, 
__ the heretic philosopher, believed that there 
is only One world. But it is like an optical 
lense with two surfaces, one convex, and 
the other concave. These may appear like 
two different, independent phenomena to 
an observer, for he sees nothing else. But 
actually these two surfaces are indivisibly 


i 


Editor, Tue AMERICAN JOURNAL oF Psycut- 

__ATRY: 

__ Sm: Prudence warns me not to engage 

Dr. Unger in a dispute over the meaning of 

monism and dualism, as his competence in 
ilosophy is obviously greater than mine. 

The object of my article was to invite at- 


Monism and dualism have many different 
meanings, I use the terms in the sense of 
_ Lord Cohen, who wrote, “The ultimate goal 
7 science is a universal monism.” In the 
same sense the chemist Wilhelm Ostwald, 
as reported by Heinrich Klüver, declared at 
__ the turn of the century, “I open the monistic 
_ century.” In this usage the monist, it seems 
to me, is he who believes that all behavior 
(including mentation, which is internal be- 


One. And so (Spinoza feels) Reality is only 
One, but offers two aspects: Body and 
Mind, Matter and Spirit. Each change of 
this reality will affect both aspects (though 
not necessarily in the same degree). Here 
we have neither independent concomi- 
tance, nor an epiphenomenon, nor an inter- . 
action. But an identity of the psychobio- 
logical organism, which merely appears to 
us human beings as a dual phenomenon. 
Would not such a philosophy, I wonder, 
suit both, Dr. Bailey as well as Dr. Levin ? 


Hans S. Unger, M.D., 
Buffalo, N. Y. 


REPLY TO THE FOREGOING 


havior) is the product of cerebral activity. 
Psychic activity is “concomitant” with cere- 
bal activity. 

Dr. Unger says that Jackson’s doctrine of 
concomitance is “the strongest expression of 
dualism ever proposed.” This is hard to 
accept (in the sense of Lord Cohen and 
Ostwald). Jackson was a monist and noth- 
ing else. The exponent of dualism was Lay- 
cock, as shown by the citations given in my 
article. 

Mind and brain are two things, and dual 
means two, but this is a mere accident of 
semantics, and not a reason to designate 
psychophysical parallelism as dualism. 

A minor point : I do not claim that Jack- 
son introduced the doctrine of concomi- 
tance, nor did he, Jackson named a dozen 
earlier writers (including Leibnitz) who 
had proposed essentially similar ideas, (See 
the Selected Writings, volume II, page 84.) 


Max Levin, M.D., 
New York, N. Y. 


FELLOWSHIPS, NEUROPHYSIOLOGY, NEURO- 
ANATOMY.—New York University Medical 
Center is offering a 3-months Training Fel- 
lowship with stipend of about $1,000 in 
neuroanatomy and neurophysiology, begin- 
ning March 1, 1962. Candidates holding 
the M.D. or Ph.D. degree and interested in 
teaching or research in these subjects are 
eligible. Applications should be in by Janu- 
ary 1, 1962. For information apply to : Dr. 
Louis Hausman, department of anatomy, 
New York University School of Medicine, 
550 First Ave., New York 16, N. Y. 


LINDAUER PSYCHOTHERAPIEWOCHE.—The 
12th Lindau Psychotherapy-week will be 
held from April 30-May 5, 1962. The main 
items will be the physical symptom as psy- 
chotherapeutic problem. In 2 morning ses- 
sions the theme “Psychotherapy in Medical 
Institutions” will be dealt with. In after- 
noon sessions there will be opportunities for 
practical experience in the important phases 
of psychotherapy. Related exercises will be 
dealt with during the week. 

For information write to the Secretariat 
of the Lindauer Psychotherapiewoche, 
München 2, Dienerstr. 17. 


Bmra ControL.—New Medical Materia, 
Sept. 1961, publishes the results of that 
journal’s latest -survey in which several 
thousand doctors participated: 44.1% of 
obstetricians and gynecologists and 25.3% 
of general practitioners give birth control 
advice routinely ; 50.7% of all doctors give 
such advice on request of patients; only 
17.7% of all doctors reported that they never 
gave such advice. 

The returns published were not broken 
down as between Catholic and non-Catho- 
lic doctors. 


U. S. Pusiic HEALTH SERVICE SUPPORT OF 
Communrry MENTAL HEALTH SERVICES.— 
Funds budgeted for this purpose during 
1961 totalled $91 million, an increase of 
about 100% since 1957. 


NEWS AND NOTES 


An analysis of State legislative actio 
made by the National Institute of M 
Health reveals that during the current 
8 State legislatures enacted major new 
islation affecting community mental heali 
In one year 1960-1961, total Federal, S 
and local funds budgeted in State plans f 
these purposes increased by 41% from $65, 
000,000 to $91,000,000, The latter figur 
cluded Federal funds amounting to $6; 
000—less than 7% of the total. Ten years agi 
Federal funds accounted for 27% of tol 
budgeted funds. 

Under provisions of the National Mental 
Health Act passed in 1946, all the Stat 
and Territories now share in Federal fun 
which are allocated on the basis of 
State’s population and financial need. Und 
regulations all States must match every do! 
lar of Federal aid with one State dollar. 


ACADEMY OF PSYCHOANALYSIS OFFI 
anp Trustees, 1961-1962,—President, Roy R. 
Grinker, Sr., M.D., Chicago, Ill. ; President- 
Elect, Sandor Rado, M.D., New York, N. Y.5 
Past-President, Frances S. Arkin, M.D., New 
York, N. Y.; Secretary, Joseph H. Merin, 
M.D., New York, N. Y.; Treasurer, John L. 
Schimel, M.D., New York, N. Y. ; Trustees, 
Nathan W. Ackerman, M.D., Irving Bieber, 
M.D., Ralph M. Crowley, M.D., Mari- 
anne H. Eckardt, M.D., Don D. Jackson, 
M.D., Janet Mack Rioch, M.D., May E. 
Romm, M.D., Leon Salzman, M.D. Y 

The mid-winter meeting of the Academy 
will be held at the Hotel Commodore, New | 
York City, Dec. 9-10, 1961. The main su 
ject of the 2-day meeting will be Psycho- 
analytic Education. A 


Dr. Grretson Honore.—At the last Con- 
gress of the International Psycho-Anal tic 
Association in Edinburgh, Scotland, in Jul, 
1961, Dr. Maxwell Gitelson of Chicago 
elected President. In this ofice he is succ 
sor to such eminent men as Ernest Jon 
Jung and Abraham. ; TS 

At the present time Dr. Gitelson has 
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en temporary leave from his practice to 
accept the visiting Sloan Professorship at 
the Menninger Clinic. 


_ Divistonan Meetine N. Y. STATE 
Brancues APA.—This biennial meeting will 
be held Nov. 10-12, 1961, at the Hotel New 
rker, New York City. 

The theme will be a multi-disciplinary 
‘report of studies on human behavior by sci- 
entists, philosophers, and psychiatrists. 
Among topics to be discussed will be The 
‘Biochemistry of Behavior, Genetics in Psy- 
chiatry, Physiological Basis of Behavior, 
id Animal Behavior. 

__ Six scientific sessions and 4 panel meet- 
ings are planned for the 3-day meeting. 


Dr. CLourer ro Heap Worn FEDERA- 
on ror MenrtaL HeartH.—Dr. François 
loutier, F.R.C.P, and a member of the 
merican Psychiatric Association and the 
Canadian Psychiatric Association, likewise 
the Association of French speaking Physi- 
cians, has been appointed Director of the 
‘World Federation for Mental Health suc- 
eding Dr, J. R. Rees of London. 
Dr. Cloutier will take office in 
962. He is a resident of Montreal, 


4 Dr Kery SALMON Lecrunrer, 1961.—The 
nual Thomas William Salmon Lectures 


and worshipped, 


The human record began with warfare, 
until mankind attains a spiritual level higher 


will be delivered on Monday, December 4, 
at the New York Academy of Medicine, 2 
East 103rd Street, New York, at 4:30 P.M. 
and 8:30 P.M. 

The 1961 lecturer will be Seymour S. 
Kety, M.D., Henry Phipps Professor of Psy- 
chiatry at the Johns Hopkins Medical 
School. Dr. Kety will speak on “The Impli- 
cations of Biochemistry for Psychiatry,” 
discussing in the first lecture “The Basic 
Chemistry of the Nervous System,” and in 
the second “The Application of Biochemis- 
try to Problems of Psychology and Psychi- 
atry.” 
The Salmon Lectures, which have been 
given since 1932, are under the aegis of the 
Salmon Committee on Psychiatry and Men- 
tal Hygiene. The committee is appointed by 
the Council of the New York Academy of 
Medicine. The Lectures are published later 
in book form. 


IsrarL S. Wecuster Lecrure.—Dr. Oli- 
ver H. Lowry, Professor and Director of the 
Department of Pharmacology, Washington 
University School of Medicine, St. Louis, 
Mo., will deliver the seventh annual Israel 
S. Wechsler Lecture on December 8, 1961 
at 8:30 P.M. in the Blumenthal Auditorium 
of the Mount Sinai Hospital, New York 
City. 

Dr. Lowry’s lecture is entitled: “Chal- 
lenges in the Study of Brain Chemistry.” 


OUTGROWING WAR 
which will remain a dominant occupation 
than that of any of the gods he has feared 


—ARISTOPHILUS 


GODS 


As our knowledge of the gods increases, they recede ; as we 
eyentually vanish ; only then can we appreciate them. 


penetrate farther, they 


—ARISTOPHILUS 
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crooked ? 


Consider the work of God: for who can make that straight which He hath made 
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Action ror Mentat Hearta, The Final Re- 
port of the Joint Commission on Mental 
Illness and Health. (New York; Basic 
Books, Inc., 1961, pp. 338. $6.75.) 


Billed as a “Program for Meeting the Na- 
tional Emergency,” the report provides much 
that is useful for future programming but 
makes its greatest contribution in bringing to- 
gether the consensus of leading authorities, 
providing material on certain studies carri 
out for its purposes, and broadening the vision 
of mental health planning toward an apprecia- 
tion of basic conditions which underlie some of 
the formidable problems of today. 

This volume is, in part, a summation of the 
work of the members of the commission, the 
staff, and editors, task forces, advising commit- 
tees and consultants who, guided by the Com- 
mittee on Studies, finally produced 10 volumes. 
The titles of these suggest the scope and depth 
of the total effort. These are : Current Concepts 
of Positive Mental Health (Marie Jahoda) ; 
Economies of Mental Illness (Rashi Fein) ; 
Mental Health Manpower Trends (Albee) ; 
Americans View their Mental Health (Gurin, 
Verhoff, Feld) ; Community Resources in Men- 
tal Health (Robinson, DeMarche, Waggle) ; 
and Epidemiology and Mental Illness (Plun- 
kett, Gordon). These are now available from 
Basic Books, Inc., NYC. In preparation : The 
Role of Schools in Mental Health (Allin Smith, 
Goethals) ; the Churches and Mental Health 
(McCann) ; New Prospectives on Mental Pa- 
tient Care (Schwartz, Schwartz, Field, Mish- 
ler, Olshansky, Pitts, Rappaport, Vaughan) ; 
and Research Resources in Mental Health 
(Soskin). Recommendations are summarized in 
the beginning and also discussed in the final 
chapter. They contain 4 main headings : 

I. Pursuit of Knowledge : An important con- 
tribution is the philosophy “that science and 
education are resources like natural resources— 
and that they deserve conservation through 
intelligent use and protection and adequate 
support—period.” “What is most needed (in 
Research) is a balanced portfolio,” with em- 
phasis on basic, long-term, diversified support 
of persons. and ideas assuming the necessary 
calculated risk. The need is for capital support 
for careers—careers made attractive enough to 
hold young scientists and offering assistance to 
eligible educational institutions. The report 
endorses the Jones Report (U. S. Senate Com- 
mittee on Appropriations, 1960). Since the 
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- share the cost of state and local 


volume on Research is not yet out, no 
can be made on the justification for these 
of view. They appear, however, to 
with commonly accepted ideas. 

Il. Better Use of Present Knowledge 
Experience : (A) Manpower—A major coni 
tion is made toward recognition of the 
cits in the manpower pool from which 
health personnel are drawn. (B) Relations 
Mental Health Manpower to the Whole Field 
of Education and Career Choice—but solution: 
to what are presented as insolvable short: 
do not differ from ideas which have been 
monly mentioned for sometime and these 
not specifically presented. 

There is reason to believe that some’ 
more optimism is justified in the light of devel- 
opments in social psychiatry and the shift in 
methodology which appears to be in the % 
ing. The recommendation for income 
deduction for educational expenses is an ini 
esting approach towards increasing the respi 
sibility of individuals for general education in 
their own families, The comments on the ses 
of volunteer services and the place of church 
in mental health are useful but leave a sense. 
of imbalance since college students are not 
often available and use of volunteers is in- 
creasing fast in other ways. Useful sections — 
include ; services to mentally troubled p y 
(defined as mentally ill in early stages), 
mediate care, intensive treatment of acul 
ill, and care of chronic patients gives a re 
of a variety of approaches. Suggestions as 
the use of large state hospitals are controve 
and impractical but may aid progress because 
of their provocative nature. Sections on a 
care and rehabilitation services are espe 
good, but it could be added that Day Ho: 
tals, etc. are equally valuable in diverting 
patient from entering a hospital or assisti 
him after he leaves. Again, the volume 0 
“New Prospectives on Mental Patient Care” 
not yet available and we do not know how wi 
the justifications are’ developed for the sp 
recommendations. i 

II. Public Information on Mental 
Lays the basis for a sound program for ci 
groups. - 

IV. Cost : The EE if 
tures for public mental patien J 
be doubled in the next 5 years—and t ipl 
the next 10.” The principal recommenca™ 
is that states and federal be ee 0 
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"services with federal government providing up 
to one-third of state costs. This is not as radical 
"as it sounds considering the growth in public 
_ assistance and social security funds emanating 
- from the federal government, but it is another 
- large step towards federalization of local serv- 
ices. Emphasis in increased services and a 
sound standard of care and treatment would 
have been more valuable. 
__ The commission report neglects to make any 
_ mention of the formidable array of individual, 
_ private, and voluntary hospital services which 
already furnish an appreciable amount of the 
psychiatric services in the nation. Therefore, 
the statement, “Our proposal is the first one in 
American History that attempts to encompass 
the total problem of public support of mental 
ealth services and to make minimum stand- 


be criticized for its assumption that public sup- 
port shall encompass the total problem. This 
‘is both contrary to the present situation and 
contrary to American tradition. For example, 
in one state last year, 25,000 admissions to 
ate hospitals occurred while, at the same 
time, 22,000 admissions were received in non- 

i? governmental, licensed mental institutions and 
24,000 admissions in psychiatric units of gen- 

‘al hospitals, some of which were voluntary 
hospitals and some of which were county hos- 

_ pitals. The commission might have made an 
~ equally radical recommendation in the opposite 
direction, That is, that responsibility for the 
Be cost of psychiatric treatment services be shifted 
from the current 65% tax support and 35% non- 
tax support to a 50-50 division of responsibility 
between individual, private and voluntary re- 
ources, including prepaid insurance on the 


opportunity to demand parity for persons with 
_ mental disorders in terms of equal sharing of 
_ federal monies from public assistance, total 
_ disability and old age medical care (Kerr-Mills 
Bill) as are received by persons suffering from 
other diseases. 
A glaring omission is the lack of reference to 
mental retardation which is the second in the 
list of 7 major categories of mental disorders 
named in the official nomenclature of the 
__A.M.A, and APA. The Cinderella of mental dis- 
orders is thus delayed another eon of time in 
_ finding her golden slipper. The fact that NIMH 
had made a sizable grant to the National Asso- 
ciation for Retarded Children to study retarda- 
tion does not justify the omission. Periodic re- 
ference on how subject matter treated in this 
comprehensive report also applied to mental re- 


tardation would have been easy and quite help- 
ful. 


The staff, particularly the Director, Dr. Jack 
Ewalt, and Mr. Greer Williams, who is respon- 
sible for its clarity, punch, and forceful dic- 
tion, deserve great credit and the thanks of 
the nation. In spite of some omissions, this vol- 
ume and all 10 volumes are strongly recom- 
mended for careful reading and study. 

Daner Bua, M.D., 
Sacramento, Calif. 


THE NEUROCHEMISTRY OF NUCLEOTIDES AND 
Ammo Acs, A Symposium of the Section 
on Neurochemistry, American Academy of 
Neurology. Edited by Roscoe O. Brady and 
Donald B. Tower. (New York : John Wiley 
& Sons, Inc., 1960, pp. 292. $10.00.) 


For a long time, carbohydrate metabolism 
has occupied the center of the stage in neuro- 
chemistry but interest is now focussing more 
and more on the metabolism of nitrogenous 
and lipid substances. The present volume is a 
record of the transactions at a symposium or- 
ganized by the Section on Neurochemistry of 
the American Academy of Neurology, held in 
April, 1958. 

The book’s first part is mainly devoted to an 
account of the acid-soluble nucleotides and 
their coenzyme functions, most of them apply- 
ing to nervous and non-nervous tissue alike. 
Topics of neurochemical interest include the 
function and occurrence of guanine nucleotides 
in brain, the role of cytidine nucleotides in the 
biosynthesis of phosphatides and of uridine 
nucleotides in the biosynthesis of cerebrosides, 
and the neurological effects of the acetylpyri- 
dine analogue of nicotinamide dinucleotide. 
The last chapter of this section, misleadingly 
entitled “Neurochemistry of Polynucleotides” 
is for the most part a study of the in vitro inter- 
action of nucleic acids and related polymers 
with a fluorescent dye. Important though its 
implications may be, it seems somewhat out of 
place. Only passing reference is made to the 
work of Caspersson ; that of Hyden or Edstrém 
is not mentioned at all although it offers per- 
haps the richest promise of linking polynucleo- 
tide metabolism to neural function. 

The second part of the book deals with 
selected aspects of the neurochemistry of amino 
acids and their derivatives. Neurohormones, 
monoamine oxidase activity and phenylketon- 
uria are briefly surveyed. The metabolism and 
possible function of y-aminobutyric acid in the 
brain and the microdistribution of the principal 
enzymes responsible for its formation and 
breakdown are expertly reviewed. Asparagine 
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and glutamine are the subjects of another de- 
tailed discussion. In the final chapter, experi- 
ments bearing on the metabolism and turnover 
of brain proteins are reported. 

The formal papers are followed by discus- 
sions. In a final summing-up, the editors fill in 
some gaps, take stock of the present position 
and assess the outlook for future research. 

The contributions are, on the whole, well- 
written, concise and competent. They provide 
a useful introduction to the field. 

H. Wem-Maunerse, M.D., D.Sc., 
Saint Elizabeths Hospital, 
Washington, D. C. 


Recent ADVANCES IN BIOLOGICAL PSYCHIATRY. 
Vol. III. Ed. by Joseph Wortis, M.D. (New 
York and London : Grune & Stratton, 1961, 
pp. 241, illus., $9.75.) 


In his foreword, Editor Wortis speaks of the 
origin of the Society of Biological Psychiatry in 
1947 and its purpose to give fresh emphasis 
to “the neural, the neurologic, the physical, 
the physiologic side of psychiatry—at the time 
when psychological, and especially psycho- 
analytic, aspects of psychiatry were being so 
strongly emphasized that the physical basis of 
mind was often neglected or forgotten.” Mem- 
bership in the Society “has always been limited 
to those who have demonstrated their capacity 
for experimental work.” 

The present volume contains the scientific 
papers read at the 15th annual meeting of the 
Society in June, 1960. 

Hoch, in his presidential address, reviews 
the great gains that biological psychiatry has 
made in recent decades in the treatment of 
many forms of mental illness, and points also 
to areas where more intensive work must still 
be done, particulatly where etiology is so ob- 
scure. He sees psychological activity as part 
of the total biological functioning of the indi- 
vidual, and psychotherapy simply as a feature 
of the total treatment process. He points out 
that the pharmacological treatment of schizo- 
phrenia “is symptomatic and not etiological,” 
and that “appraisal of the efficacy of these new 
treatments should be done effectively, devoid 
of the usual sniping that they are no good 
because they do not fit into certain psychody- 
namic preoccupations.” 

Hoff of Vienna delivered the Academic Ad- 
dress, sponsored by the Manfred Sakel Founda- 
tion. He points to the hereditary taint in both 
schizophrenia and manic-depressive illness, 
this factor being more prominent in the latter. 
He traces psychological symptoms of schizo- 
phrenia due to defective energy metabolism in 


matic or more often by psychological stress 
Hoff reports: “In most countries of ‘th 
world, 39 percent of all patients suffering fro1 
relapsing depression die in the following 
years by suicide.” } 
Treatment of schizophrenia is adjusted t 
the form the psychosis takes. Insulin is 
garded as “a basic therapy. It opens a di 
through which the patient may be reached.” 
In Vienna at least 50 coma hours are usual. 
Group therapy, occupational therapy and dru; 
treatment are also fitted into the therapeuti 


program. f 
Hoff describes also the carefully planne 
management of the endogenic depressions, 1 
lying heavily on ECT. “The shock treatment 
of endogenous depression is certainly one of 
the most successful forms of therapy in the 
whole field of medicine.” 
Lauretta Bender reports a very careful stud: 
of the vexed question of the relationship 
childhood schizophrenia and epilepsy. Medun: 
(1937) had postulated that those two condi- 
tions were “biologically antagonistic.” Hoch 
(1843) had concluded from an extensive stud; 


Hoch 17 years earlier. 

The fact that 68 research workers are rep 
sented in this book, either by original studi 
or in the discussion of the papers, is evid 
of the expanding interest in the biologic basis 
of mental disorders and the fruitfulness of such 
studies as here described. a 


Tue SocraL EPMEMIOLOCY OF Mentau I 
orvers. By E. Gartly Jaco. (New Yorl 
Russell Sage Foundation, 1960, pp- iA 
$3.50.) y 

The authoy presents a study made in Texas 
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o check the reliability of, or add to, generally 
cepted concepts regarding demographic, 
ecological, social and cultural factors in mental 
disorders. In spite of most careful planning, 
„execution and analysis, inconsistencies in the 
` various racial, sex, age, 
al, occupational, marital, 


emphasizes the need for answers, and provides 


and reproductions of high order. The report 
is to be highly recommended to all concerned 


E. McKinnon, M.D., 
Epidemiologist, 
School of Hygiene, 
University of Toronto. 


MepIcaL, SURGICAL AND GYNAECOLOGICAL 
~ Comprications or Precnancy. By The 

Staff of the Mount Sinai Hospital, New 

York City. Edited by Alan F. Guttmacher, 
- M.D., and Joseph J. Rovinsky, M.D. (Bal- 
_ timore: The Williams and Wilkens Co., 
1960, pp. 604, $16.50.) _ F 


Be, This volume is the result of the collaboration 
_ of the staff of a large general hospital where 


and 
_ book has been compiled giving authoritative 
"answers to major and minor problems which 
may confront the obstetrician who undertakes 
the care of a pregnant woman. 
_ To anyone who has practiced obstetrics for 
_ along period of time it emphasizes the change 
which has taken place in adequate antenatal, 
intrapartum and postpartum care. No longer 
are the mechanical problems of childbirth the 
_ predominant responsibility of the obstetrician, 
but the modern obstetrical physician must have 
detailed knowledge of a wide range of patho- 
logical processes, the importance of these con- 
- ditions being frequently accentuated by the 
metabolic strain of pregnancy. 
= The critic will search in vain for omissions 
jn this comprehensive work, The section on 
heart disease presents an up-to-date consider- 
ation of this important complication. Haemato- 
logic problems and endocrine disorders, includ- 
_ ing diabetes, are dealt with clearly and in an 


authoritative manner. The sections dealing with 
neurological complications and mental and 
emotional problems are particularly interesting 
especially as it is unusual to see them dealt 
with at length in an obstetrical text. Virus 
diseases and an appreciation of the basic prob- 
lems of congenital abnormalities as well as the 
problems of malignant disease, both of the 
genital tract and breast, are outstanding 
features of this excellent book. 
W. G. Cossw, M.D., 
Toronto, Can. 


GeneraL Envocrinoxocy. 3rd Ed. By C. Don- 
nell Turner. (Philadelphia : W. B. Saunders 
Co., 1960, pp. 511.) 


This is a completely rewritten version of a 
book which has established itself as a standard 
text on general endocrinology as a basic science. 
The approach is even more experimental than 
in previous editions, and while the importance 
of the applied viewpoint is recognized the 
purpose of the present volume is to convey 
the basic facts. The increasingly chemical de- 
velopment of the subject is reflected in the 
greater attention given to the chemistry of 
endocrinology, and there has been a greater 
addition of comparative material and an elim- 
ination of virtually all clinical references. The 
illustrations, the chapter references, and the 
text combine to make the present edition of 
General Endocrinology the most useful book of 
its kind, 

Assey Montacu, Px.D., 
Princeton, N. J. 


Human Prrurrary Hormones. Vol. 13. Ciba 
Foundation Colloquia on Endocrinology. 
Edited by G. E. W. Wolstenholme and C. 
M. O'Connor, (Boston, Mass. : Little, 
Brown & Co., 1960, pp. 336.) 


The Ciba Foundation Colloquium on human 
pituitary hormones was held in Buenos Aires 
in 1959, honoring Dr. B. A. Houssay, Argen- 
tina’s distinguished endocrinologist. Over thirty 
leading investigators from Europe and the 
Americas contributed research data for discus- 
sion. Major emphasis was placed on human 
growth hormone with discussion of its prepara- 
tion, purification, identification in human serum 
by immunological methods, and metabolic 
effects in human subjects. Preparation an 
purification of human follicle stimulating hor- 
mone was also discussed, along with observa- 
tions of its efect in human beings. In conjunc- 
tion with chorionic gonadotropin, human FSH 
has produced apparent ovulation in infertile 
females, a feat never accomplished with infra- 
human gonadotropins. Final sections of the 
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colloquium described experiences with new 
methods of measuring and isolating other hu- 
man pituitary factors, adrenocorticotropic, 
melanocyte stimulating, and thyroid stimulat- 
ing hormones. 

Informal discussion which follows each for- 
mal presentation contributes measurably to 
analysis of the data, The volume maintains the 
high standard set by previous Colloquia in 
Endocrinology, which have consistently pro- 
vided recent reliable research reports and 
thoughtful discussion of new knowledge in the 
field. 


Lorne D. Proctor, M.D., 
Henry Ford Hospital, 
Detroit, Mich. 


Princes or Human Generics. By Curt 
Stern. (San Francisco and London : W.H. 
Freeman and Co., second edition, 1960, pp. 
753. $9.50.) 


In recording the publication of the first 
edition (1949) of “this masterpiece of an ele- 
mentary textbook for students of human and 
population genetics” in the Journal (Vol. 107, 
p. 879), this chronicler was moved to place the 
event into the category of memorable occasions. 
What is more, he never had any reason after- 
wards to regret the choice of that superlative 
classification. 

It is true that the appearance of the new 
edition (1960) was long in coming, obviously 
because of the many recent advances in the 
scientific areas covered. However, waiting a 
few years for the thorough revision has been 
definitely worthwhile. As to the size of the 
second edition it may be noted that it has 
grown considerably, from 617 to 753 pages 
and from 197 to 265 illustrations, in order to 
allow for a smooth incorporation of newly dis- 
covered data, The main thing is, however, that 
the superior standard of the widely used text 
has been maintained throughout. In fact, this 
is probably one of the first current books on 
human genetics that was not hopelessly out- 
dated at the time it appeared in print. 

While the general outline of the first edition 
has been more or less retained, it is significant 
that the new version of the book has under- 
gone an imperceptible change in its mood. The 
nature of this change is best illustrated by the 
two formulations of a statement made in the 
introduction. In the first edition, the author 
conceded apologetically that “man is an un- 
favorable object for genetic study.” In the 
second edition, this statement is formulated as 
follows : “At first sight, man appears to be an 
unfavorable object for genetic study.” In this 
unobtrusive manner characteristic of the au- 
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thor’s fine scholarship, the revised edition re- 
flects that remarkable increase in the degree of 
confidence in the understanding of genetic 
phenomena in man, which was gained during 

the past decade. f 

Among newly added chapters is one con- 
cemed with “genetic hazards of radiation” (26 
pages). The chapter “linkage and crossing over” 
has been subdivided into two, one dealing with 
different types of linkage, the other with the 
detection of linkage. The chapter on “heredity 
and environment” has been even more ex- 
panded and now consists of three separate sec- 
tions entitled “types of twins”; “physical 
traits”; and “mental traits.” The new chapter 
on mental traits begins with a series of examples 
taken from animal behavior studies, and the 
various sections dealing with the causes and 
effects of mutations have been similarly en- 
larged. 

Of course, the new version of the section on 
“chromosomal sex” includes a lucid discussion — 
of the cytogenetics of Turner's and Klinefelter’s 
syndromes as well as of Barr’s sex-chromatin 
bodies, and the chapter on “genic action” con- ` 
tains up-to-date information about the hapto- | 
globins, the structure of haemoglobin, and the 
biochemistry of the sickle-cell trait. The forma- 
tion of hybrid molecules in heterozygotes is 
briefly mentioned, while the section on inborn 
errors of metabolism still seems incomplete. On 
the other hand, the lists of references at the end — 
of each chapter have been thoroughly revised 
and will prove to be helpful guides to further 
reading. 

In the second edition, too, the most com- 
mendable features of the book are that the 
author neither talks down to the reader nor ever 
pretends that human genetics is without its own 
brand of technical difficulties and methodolog- 
ical dilemmas. Together with these dual qual- — 
ities of modesty and scholarly integrity, it is the 
clearness of the presentation of a highly com- 
plex subject which makes the book what it was ~ 
called 10 years ago, “an authoritative guide to 
the basic principles and dynamic potentialities 
of human heredity.” 
Franz J. Kateman, M.D, 7 

Psychiatric Institute, 
New York City. 


Epwemiorocic Mersons. By Brian Mac- 
Mahon, Thomas F. Pugh and Johannes Ip- 
sen. (Philadelphia and Montreal : J. B. Lip- 
pincott Co., 1960, pp. 302, illus. $7.50.) 

This volume from the Department of Epi- 
demiology, School of Public Health, Harvard 


University, presents common-sense for 
the study of health and disease. The authors 
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emphasize that there are many purely medical 
problems to be solved before attention can be 
_ spared for life’s remoter troubles as noted in the 
- WHO definition of health. They point out, too, 
- and demonstrate that simple arithmetic suffices 
- generally for the application of the methods 
presented. They repudiate any suggestion that 
any problem can be readily solved by merely 
~ turning a couple of epidemiologists loose on it 
for a couple of days. And they also demonstrate 
_ that competent analysis requires, as an im- 
" perative basis, a deep understanding of the 
_ primary data, their limitations, their attendant 
= circumstances and related events. 
The publishers are to be congratulated on the 
physical readability of the book, including the 
illustrations, on the attractive format and the 
~ complete absence of typographical errors. 
a N. E. McKnon, M.D., 
Dept. of Epidemiology, 
University of Toronto, 
Toronto, Can. 


CURRENT ÅPPROACHES TO PSYCHOANALYSIS. 
Edited by P. H. Hoch and J, Zubin. (New 
York ; Grune & Stratton, 1960, pp. 207.) 


4 This volume reports the proceedings of the 
48th Annual Meeting of the American Psycho- 
_ pathological Association, New York City, 1960. 
_ The purpose of the symposium, according to 
_ the Foreword, was “. . . to bring together some 

of the outstanding current trends in psycho- 

_ analysis by providing a platform for representa- 

4 tives of each of these trends.” The material is 

Ai presented in 3 sections titled : Theoretical Ap- 
proaches, Clinical Applications and Evalua- 

-tion Studies. 

“In this type of forum, one would expect a 

__ concise presentation of the theoretical approach 

of each “school of psychoanalytic thought,” 

_ rather than the introduction of new theoretical 

b: conceptions. Five theoretical approaches are 

summarized, beginning with Dr. Waelder’s 

E one-page outline of the psychoanalytic theory 

of the neuroses in its traditional application to 
the neuroses. He makes no allusion to the theo- 
retical conceptions of ego psychology nor to 
modifications in technique that render it appli- 
cable to other psychopathological conditions ; 
_ this is regrettable. After presenting a brief re- 
= view of the development of Freud’s theories, 
Dr. Sandor Rado outlines his theory of adapta- 
tional psychodynamics. Dr. Clara Thompson 
re-presents the views of Sullivan and Fromm 

as the theoretical framework of the W. A. 

White Institute and Dr. J. W. Vollmerhausen 
gives those of Horney, which are used at the 
American Institute of Psychoanalysis. Injury, 


as a central point of reference in a concept of 
psychopathology, is discussed by Dr. Irving 
Bieber, representing the postgraduate training 
course at New York Medical College—Flower, 
5th Ave. Hospital. 

The round table discussion that follows is a 
bit livelier, with the “schools” represented by 
Drs. Sidney Tarachow, Lionel Ovesey, Edith 
Weigert, Harold Kelman and Saul Fisher, re- 
spectively. Dr. Ovesey is particularly forthright 
in stating those aspects of Freudian theory on 
which those who use the adaptational approach 
agree ; those on which they disagree and which 
have been discarded and the results of applying 
the two frames of reference to one set of clinical 
observations, The knowledge and wisdom of 
Dr. Weigert are evident in her open-minded 
discussion of the various theoretical approaches 
and her ability to see the common ground 
and points of reconciliation among many of 
them. Her overview, which embraces some of 
the conceptions of a wide range of workers, 
is stimulating in its invitation to seek answers 
rather than to cherish theories. 

The section on Clinical Applications includes 
papers on psychoanalytic method and tech- 
nique by representatives of 3 of the schools, the 
classical and adaptational points of view being 
absent. This brief review of the volume cannot 
do justice to these detailed presentations. 

The third part of the book, Evaluation 
Studies, contains provocative reports on 3 
frontiers. Dr. David Levy writes on a method 
of analyzing clinical observations of relational 
behavior—a model of methodological procedure 
applied to an investigation of maternal atti- 
tudes. Changes occurring in patients during 
and after psychoanalytic treatment is reported 
by Dr. Henriette R. Klein. This study, carried 
out at the Columbia University Psychoanalytic 
Clinic by a cohesive group of investigators, 
evolves a method of evaluating patients’ ill- 
nesses and responses to treatment. It is a pio- 
neering effort that is continuing and that can 
contribute to the organization of similar in- 
vestigations in other psychoanalytic centers. 
Dr. E. I. Burdock, a research psychologist and 
biometrician, is the senior author of a study, 
“Predicting Success in Psychoanalytic Train- 
ing.” How does one choose a candidate for psy- 
choanalytic training who will successfully com- 
plete the course of training and emerge as a 
competent analyst P This report is a well or- 
ganized effort to solve another methodological 
enigma and it broadens horizons for future 
investigations. 


James P. CATTELL, M.D., 
New York, N. Y. 
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TexrsooK OF MEDICAL PHYSIOLOGY. 2nd Edi- 
tion. By Arthur C. Guyton. (Philadelphia : 
W. B. Saunders Co., 1961, pp- 1181, illus- 
traded. $15.50.) 


This is an entirely rewritten version of a 
book which was first published in 1956, and 
upon publication was widely adopted as a 
teaching text. The enormous amount of labor 
the author has put into the writing of this book 
is abundantly justified by the results, for it un- 
doubtedly constitutes one of the most readable, 
accurate, and certainly most up-to-date texts 
on the physiology of the human body. The 
illustrations are admirably clear, and the treat- 
ment of the human body as a single function- 
ing organism controlled by a variety of regula- 
tory systems, conveys the proper holistic view 
of the functioning organism. 

In the discussion of the endocrinology of 
reproduction I miss an account of the steplike 
developmental processes involved, and I cannot 
help but think that there ought to be some 
reference to the physiology of the adolescent 
sterility period in the human female (as well 
as the male). But these are mere details. The 
book is quite admirable. 

Asniey Montacu, Px.D., 
Princeton, N. J. 


Suxep Taerary in THE Neuroses. By B. V. 
Andreev, M.D. Translated from Russian by 
Basil Haigh, M.A., M.B., B. Chir. Edited by 
Joseph Wortis, M.D. (New York : Consult- 
ants Bureau Ent. Inc., 1960, pp. 114. 
$8.50.) : 


The author reports on the material which 
had been collected since 1946 in the Pavlov 
Institute of Physiology. His conceptual frame- 
work underlying the sleep treatment is Pav- 
lovian, mainly the concept of protective inhibi- 
tion, and the contention that “many patholog- 
ical phenomena are due, not to disturbance of 
the structure of nerve tissues, but to temporary 
inhibition, protective in character.” The aim 0! 
sleep treatment consists “in the strengthening 
of this inhibition” which is “restorative 
protective in character” in neuroses. 

‘After a brief outline of the history of the 
method of sleep therapy, the author goes on 
to discuss the indication for such a treatment. 


` He indicates that “most of the authors who u i 


sleep treatment think that, of all the 
neurotic conditions, the best therapeutic 
sults are attained in neurasthenia and nei 
thenic states, especially in those- with 
asthenic symptomatology.” There are disagr 
ments as to the effectiveness of sleep thera 
in hysteria and obsessional neuroses. 

The method of treatment consists of the 
lowing points: 1. Preparation for the treat- 
ment ; 2. Forms of therapeutic sleep con 
of interrupted prolonged (fractioned) sle 
and prolonged nocturnal sleep ; 3. Daily pro 
gram and environmental atmosphere ; 4. 
ical hypnogenic factors, ¢.8- sound, temp 
ture and weak rhythmic stimuli ; 5. The us 
sedatives, mainly barbiturates and avi 
combination of sedatives ; 6. The use of i 
substances (sedative substitutes) as co: 
tioned reflex stimuli. This can be realized 
some patients if it is used carefully, avoiding 
prolonged (for several successive days) re- 
placement of sedative by inert substances ; ar 
finally 7. The use of hypnosis and suggestion, 
The average daily sleep time is from 10 to 13 
hours and the duration of sleep treatment fro 

1-3 weeks. TA 

The author emphasizes repeatedly. that _ 

“sleep therapy cannot nowadays be regarded — 
as an independent and isolated method 
treatment. It can only be effective in combin 
tion with other therapuetic factors, to be 

in the subsequent period of the patient's stay 
in hospital or, in some cases, in the period o 
preparation for subsequent active psychother: 


enced “cure” or improvement. Of these, only — 
27 patients could be followed, 17 of whom 
“were in a satisfactory condition when ` 
examined them” (time is undetermined). 
The book ends with an extensive biblic 
iven by the 


Custom as well as spontaneous impulse 
d feeling bring us here today. Friends, 
elatives, family have gathered here. It is a 
eeting, as so often in Philadelphia, with- 
ut ceremony and ritual, where the Society 
f Friends has been accustomed to bring 
people together informally on the basis of 
community of feeling and dedication. This 
a coming together to indicate by our pres- 
many things. 
ere are many happy memories. The 
arkle and alertness of the eyes, showing 
keenness, the awareness of things ob- 
s and often deeper implications than 
first apparent. There was the not in- 
uent turning of his head and glance and 
attention to make sure those present were 


gaiety in his expression,—from the eyes, to 
the face, to the voice, with its expression of 
words, phrases, and opinions. 
_ His observations and conclusions came 
readily but not impulsively and casually. 
They were restrained and kindly but had 
ent, deep and forceful implications. 
His pace and gait were lively but not 
driven. His greetings were friendly, whether 
the occasion was of serious business or for 
festivity. He had his repertories whether of 
_ humorous stories and incidents, or of “tell- 
g” experiences which drove home a point. 
He had humor, which brought fun and bal- 
ance to many occasions: whether his at- 
tempts to trim his hair short as a crew cut 
when there was not so much to clip, or his 
jolly little cap, or his white coat and black 
tie for formal occasions. 

He had the psychological and the biolog- 
ical in balanced proportions in psychiatry. 

In his person and in his views the psychic 

1 Remarks made at the funeral service in Phil- 
adelphia on June 27, 1961 by Kenneth E. Appel, 
M.D. 
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and the somatic were wholesomely repre- 
sented. 

And some of my memories run to Christ- 
mas Eve when, in Pickwickian attire and 
pixie mood, with solid friendliness and pride 
he brought his lovely help-mate and jolly 
children, full of spirit and enthusiasm. They 
all came to carol and drink a communion of 
friendship and neighborliness in the warmth 
of mulled wine. 

Other memories also come of him : Doing 
a job and learning psychiatry, first in far 
off—at that time isolated, city managed, I 
was going to say almost zoological, Byberry. 
Or learning the refinements of psychiatry 
with Drs. Bond and Strecker in the comforts 
of the Pennsylvania Hospital. Or in gay 
New Orleans, where the distractions of 
Royal and Bourbon Streets, the delicious 
delicacies, exotic drinks, and jouncing jazz, 
did not too much divert him from the se- 
rious business of improving psychiatric care 
at the Charité, And as Chairman of the De- 
partment of Psychiatry at Louisiana State 
University he continually strove to improve 
the quality of psychiatric education in med- 
ical schools. The community and the state 
hospitals also felt his influence—he brought 
Maxwell Jones from far off England to con- 
ferences in the state hospitals. 

He had fruitful collaboration with his 
colleague at Tulane—Bob Heath, who was 
exploring both the neurological and chemi- 
cal aspects of schizophrenia, and modifying 
psychoanalysis. 

His calmness, friendliness, resourcefulness, 
was shown when he was taking me from 
Biloxi to New Orleans to place me on a 
plane. He ran out of gas 100 miles from no- 
where. I was wild—mildly turbulent as they 
say of a plane in rough, uncertain going, but 
I tried to contain myself. Then came his 
quiet reassurance that I should not worry 
and that he would arrive on time. Shortly a 
humble Cajun family in a doubtfully per- 
forming auto were pushing us 30 miles to 


a gas station. They refused any compensa- — F 
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tion, though obviously in need of it with 
their huge family of children—so persuasive, 
so intriguing, was Bob Matthews’ appeal. 

In Charleston again, helping psychiatric 
education with his practical discussions on 
Emergencies in General Practice, or The 
Importance of Giving Psychiatric Informa- 
tion to the Police Force—giving them an 
elementary understanding of acute emer- 
gencies, the intransigencies and aberrancies 
of human conduct and how to handle them. 

There in a day of delightful Spring 
weather, surrounded with Southern hos- 
pitality, he seemed receptive to tackling the 
Commissionership of Mental Health of 
Pennsylvania, With the determined, dedi- 
cated Harry Shapiro and the enlightened, 
sympathetic, Governor Leader, he intro- 
duced a new era in the care of the mentally 
ill in Pennsylvania. It was in his regime that 
the Western State Psychiatric Hospital with 
Dr. Brosin burgeoned into one of the great 
centers of psychiatry in the country; and 
then the Eastern Pennsylvania Psychiatric 
Institute, with the persistent and resource- 
ful John Davis, got off the ground and was 
realizing a dream of a new development of 
psychiatry in Philadelphia where public 
psychiatry could offer not only the best in 
modern methods of treatment, but also 
could develop a phalanx of basic research, 
rising to refinements and penetrations that 
are representative of the best in the world. 
The state hospitals themselves felt this new 
influence, for development and progress, in 
their functions. 

And finally in a historic professorship at 
the great Medical School at Jefferson— 
where Dercum, Strecker, Keyes, had been 
his predecessors, he showed leadership in 
developing psychiatry. He organized a 
large, successful, aggressive section of psy- 
chiatry in the great Jeferson Hospital. He 
established this with marked success—an 
undertaking that has been most difficult to 
achieve in Philadelphia Medical Schools. 

With all this-teaching, explorations of 
new types of service, private practice—he 
did not abandon his efforts in behalf of 
public psychiatry, to improve the treatment 

of those who could not afford the best. 

One of my last meetings was on the Med- 


chiatric Institute where we were searchi 
for new methods and procedures in or; 
ization and practice. He contributed : 
than his share of resourceful suggestions ti 
strengthen the foundations of that new 
stitution, forging new precedents and instru 
ments of research in a public hospital. i 
His home and family were a delight to 
enter. hi 
There is a presence here we commemo- | 
rate, It will always be in our hearts and it 
influences in our minds and decisions. 
we commemorate, we dedicate our en 
anew to the great and the constructive, tak 
ing with us his homely, humorous and bal- — 
anced views of the ideal and the practi 
dedications and directions for which Bob 
Matthews stood and lived. MW 


builder and co-laborer in 
great tradition. And from Avon come 
echoes, consoling, warming, energizing—as 
Bob Matthews would have liked. 


“When to the sessions of sweet silent — 
thought a 
I summon up remembrance of things past, i 
I sigh the lack of many a thing I sought, 
And with old woes new wail my dear 
time’s waste : 
Then can I drown an eye, unus’d to flow, 
For previous friends hid in death’s date- 
less night, 
‘And weep afresh love's long since can- 
cell’d woe, oe 
And moan the expense of many a vanish’d 
sight : $ 
Then can I grieve at grievances foregone, 2 
And heavily from woe to woe tell o'er 
The sad account of fore-bemoaned moan, — 
Which I new pay as if not paid before. 
But if the while I think on thee, dear 
friend, 
All losses 


are restor'd and sorrows end.” 


o the many friends of Franklin S. Du- 

, his death on June 24 brought deep 

ress, but to those of us who worked with 

ohm, through the years, on the staff at Silver 
ill, 


‘where he was Associate Medical Di- 
or, it meant irreparable loss as well. 
s knowledge of neuroanatomy and neuro- 
logy, and of internal medicine was 
a broad base on which his knowledge of 
- psychiatry stood, giving him an everpresent 
areness of the patient as a whole organ- 
ind contributing to his unusual diag- 
tic acumen and clinical judgment. To his 
intelligence, excellent professional 
ng and experience there was added 
en sensitiveness and intuitive under- 
ding, together with a warmth of feeling 
depth of sympathy for those who suf- 
d are in distress, which is an essential 
of the true physician. He was never 
red or too pressed for time to give 
usly of himself either to his patients 
associates. 
ctor DuBois was born in Liberty, In- 
, and following graduation from Wa- 
sh College entered the Rush Medical 
ge of the University of Chicago, where 
vas a member of Phi Beta Kappa and 
ha Omega Alpha. Prior to specializ- 
neurology and psychiatry and join- 
6 medical staff of Silver Hill in 1937, 
le was Professor of Anatomy ; was active 
in the development of Connecticut’s mental 
health program; was a past chairman of 
the Committee on Mental Health of the 
jonnecticut State Medical Society, and at 
e time of his death was Chairman of the 
oard of Mental Health of the State of 
onnecticut. He was the author of many 
articles in the fields of neurology and psy- 
chiatry and was particularly interested in 
the problems of emotional adjustment in 
childhood and adolescence. Some of his 
` papers dealing with the developmental 
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stages of the individual have been widely 
used for reference in schools and mental 
health groups. 

Doctor DuBois was also active in his 
contributions to his community. In New 
Canaan he had served on the Board of 
Trustees at the Country School and was a 
member of St. Mark’s Episcopal Church. 

He was a diplomate of the American Board 
of Psychiatry and Neurology ; a fellow of 
the American Medical Association, the 


American College of Physicians and the ~ 


American Psychiatric Association, and a 


member of the American Neurological As- 


sociation. He was an associate attending © 


neurologist of the Vanderbilt Clinic of the 
Columbia-Presbyterian Medical Center ; 


consultant to the department of psychiatry, — 


Greenwich Hospital, Greenwich, Conn. ; 
and consultant to the department of psy- 
chiatry and neurology of the Norwalk Hos- 
pital in Norwalk, Conn. 

With the recurrence of his malignant dis- 
ease last spring and his certain knowledge 
that he was in its terminal stage, Frank 
DuBois faced death with inspiring courage, 
and, in spite of physical torture, for weeks 
and months without complaint, his only 
concern was for his family, his patients, and 
his friends. The classic words which Mark 
Antony spoke would seem applicable to 
Frank Dubois : 


His life was gentle, and the elements 
So mix’d in him that Nature might stand up 
And say to all-the world ‘This was a man !’ 


Doctor DuBois is survived by his wife, 
Maurine Tompkins DuBois, his two sons, 
Arthur L., and Franklin S. DuBois, Jr., bis 
parents, Mr. and Mrs. Smith DuBois of 
Liberty, Indiana, a sister, Miss Charlotte 
DuBois of Austin, Texas, and two grand- 
children. 

William B. Terhune, M.D. 
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INTRODUCTION 


For half a century or more there has 
existed a school of thought that has believed 
that experiences of infancy and childhood 
play a large part in determining whether or 
not an individual grows up prone to develop 
psychiatric illness. To the growth of this 
school Adolf Meyer made a great contri- 
bution. Insisting that the psychiatric patient 
is a human being and that his disturbed 
thought, feeling and behaviour must be seen 
in the context of the environment in which 
he is living and has lived, Adolf Meyer bade 
us pay attention to all the complex details of 
the patient’s life history as possible clues to 
his illness. “The most valuable determining 
feature is, as a rule, the form of evolution 
of the [symptom] complex, the time and 
duration and circumstances of its develop- 
ment.” Though I find no evidence that 
Adolf Meyer was greatly interested in ex- 
periences of earliest childhood, they lie 
plainly within his field of vision and are in- 
deed a logical extension of his work. 

Over the years, the belief that experiences 
of early childhood are of much consequence 
for the development of psychiatric illness 
has grown in strength. Nevertheless, the 
basic hypothesis has always been a subject 
of sharp controversy. Some have contended 
that the hypothesis is mistaken—that psychi- 
atric illness has its roots elsewhere than in 
early childhood ; whilst those who believe 
the hypothesis to be fruitful are still at sixes 
and sevens regarding precisely what ex- 
periences are relevant. Much of the contro- 
versy arises from the difficulty of conduct- 
ing satisfactory research in this area—a diff- 
culty turning largely on the long gap in 
time between the events thought to be 
of consequence and the onset of the de- 
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In the past 20 years much evidence | 
accumulated that points to a causal relatio 
ship between loss. of maternal care in # 
personality 
velopment(7). Many common deviatio; 
seem to follow an experience of this 


tempt to fill this gap ; 
devoting myself in recent years, my plan is k 
to present a sketch of where the evidence 
seems to be leading. 

In judging my thesis I must ask you 
bear in mind that the enquiry does not fol- 
low the usual practice of psychiatric 1 
search which starts with a more or less 
defined clinical syndrome and attempts then — 
to delineate the underlying pathology. In: 
stead, it starts with a class of experience: 
loss of mother figure in infancy and earl 
childhood, and attempts thence to trace 
psychological and psychopathological proc- 
esses that commonly result. In physiologi- 
cal medicine a shift of this kind in research 
orientation has occurred long since. In 
studies, for example, of the pathology of 


chronic infection of the lungs, the investi- 
; 481 


‘gator is no longer likely to start with a 
oup of cases all showing chronic infection 
and 


attempt to discover the infective agent 
gents that are at work, It is more likely 
will start with a specified agent, per- 
haps tubercle or actinomycosis or some new- 
ly identified virus, in order to study the 
siological and physiopathological proc- 
esses to which it gives rise. In so doing 
he may discover many things which are 

t immediately relevant to chronic infec- 
pulmonary conditions. Not only may he 
light on certain acute infections and 
ical conditions, but he is almost 


s besides lungs are the work of the 
genic organism he has selected for 
_ study, No longer is his centre of interest a 
cular clinical syndrome : it has become 
tead the manifold sequelae of a particu- 


particular figure, usually his mother, and 
veloping a strong liking to be in her 
any. After about 6 months he shows 
references in unmistakable fashion 
Throughout the latter half of his first 


father or grandmother, may become im- 
portant to him so that his attachment is 
not confined to a single figure. Nevertheless, 
there is usually a well-marked preference 
for some one person. In the light of phylo- 
geny it is likely that the instinctual bonds 
~ that tie human young to a mother figure 

` are built on the same general pattern as in 
other mammalian species(9, 30, 52). 

The majority of children suffer little dis- 
uption of this primary attachment in their 
arly years. They live with their mother 


—— a 
figure and, during the relatively brief 
periods when she is absent, are cared for 
by a familiar subordinate figure. On the 
other hand a minority does experience dis- 
ruptions. Their mother may desert or die; 
they may be left in hospital or institution ; 
they may be handed from one mother 
figure to another, Disruptions may be long 
or short, single or repeated. The experi- 
ences that belong under the general heading 
of maternal deprivation are thus multifarious 
and no one investigation can study them 
all. If, therefore, effective research is to be 
done, for each project the experience to be 
studied must be fairly narrowly defined. 
As regards research strategies, the investi- 
gator has a choice(2). An obvious possi- 
bility is to examine a sample of older 
children and adults who had the experience 
in their early years with a comparable sam- 
ple who did not have the experience. Al- 
though brilliantly adopted by Goldfarb 
(29), this strategy has many practical diffi- 
culties. The principle ones are locating a 
suitable sample, selecting and examining 
appropriate controls, and finding reliable 
instruments to measure the features of per- 
sonality that are expected to show differ- 
ences. An alternative approach is to study 
the child’s responses at the time of and in 
the period immediately subsequent to the 
experience. After spending several not very 
productive years following the first strategy, 
it is the second on which my research group 
has concentrated during most of the past 
decade. It has been much more rewarding. 


SEPARATION FROM MOTHER 
AND CHILDHOOD MOURNING 


The basic data with which we have been 
concerned are observations of the behaviour | 
of healthy children of a defined age, namely 
in their second and third years, undergoing 
a defined experience, namely stays of lim- 
ited duration in residential nurseries or hos- 2 
pital wards and there cared for in traditional 
ways. This means that the child is removed . 
from the care of his mother figure and all 
subordinate figures and also from his fa- 
miliar environment and is cared for instead 
in a strange place by a succession of un- Í 
familiar people. Further data are derived 
from observations of his behaviour in his | 
home during the months after his return and 
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from reports of it from his parents. Thanks 
to the work of James Robertson and Chris- 
toph Heinicke we have now a considerable 
body of observations, some of which have 
been published(8, 31, 49, 50, 51). Because 
observations by a number of other workers 
(3, 14, 15, 34, 48, 54, 56), record sub- 
stantially similar sequences of response, we 
feel fairly confident of the common pat- 
terns. 

In the setting described a child of 15 to 
30 months who has had a reasonably secure 
relationship to his mother and has not pre- 
viously been parted from her will commonly 
show a predictable sequence of behaviour. 
This can be broken into 3 phases according 
to what attitude to his mother is dominant. 
We have described them as phases of Pro- 
test, Despair and Detachment. At first with 
tears and anger he demands his mother 
back and seems hopeful he will succeed in 
getting her. This phase of Protest may last 
several days. Later he becomes quieter, but 
to the discerning eye it is clear that as much 
as ever he remains preoccupied with his ab- 
sent mother and still yearns for her return ; 
but his hopes have faded and he is in the 
phase of Despair. Often these 2 phases al- 
ternate : hope turns to despair and despair 
to renewed hope. Eventually, however, a 
greater change occurs. He seems to forget 
his mother so that when she comes for him 
he remains curiously uninterested in her, 
and may seem even not to recognise her. 
This is the phase of Detachment. In each of 
these phases the child is prone to tantrums 
and episodes of destructive behaviour, often 
of a disquietingly violent kind. 

The child’s behaviour on return home de- 
pends on the phase reached during the 
period of separation. Usually for a while he 
is unresponsive and undemanding ; to what 
degree and for how long turns on the 
length of the separation and the frequency 
of visits. For example, when he has been 
away unvisitied for a few weeks or months 
and so has reached the early stages of de- 
tachment, it is likely that unresponsiveness 
will persist from an hour to a day or more. 
When at length it breaks the intense ambiv- 


3 Jn certain earlier papers the term “Denial” was 
used to denote the third phase. It has many dis- 
advantages, however, and has been abandoned. 


alence of his feelings for his mother 
made manifest. There is a storm of feeli 


to impatient demands for her presence and” 
angry reproaches when she has been absent 
When, however, he has been away for i 
period of more than 6 months or when 
separations have been repeated, so that he 
has reached an advanced stage of detach- 
ment, there is danger that he may remain 
detached and so never recover his affection 
for his parents.* p 

Now in interpreting these data and 
relating them to psychopathology a 
concept is that of mourning. There is, in- 
deed, good reason to believe that the ses 
quence of responses described—Prot 
Despair and Detachment—is a sequence 
that, in one variant or another, is character- 
istic of all forms of mourning. Following | 


and action vary 
pectancy expressed in an angry der 
for the object’s return to a despair expresse 
in subdued pining—or even not expressed 


picture of healthy mourning is not alt 
gether familiar e 
that it is a true one seems compelling( 


4 Many variables influence the child’s beha Í 
during and after separation and this makes a brie 
schematic exposition difficult. The description 
given applies especially to the behaviour of 
dren who are unvisited and are 
nurses or others who have little insight or sympathy 
for his peoe t seems likely Jha free visiting 
and more insightful care can mitigai e 
described, but there is as yet Tittle reliable informa- 
tion about this. 7] 
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If this view is correct, the responses of 
young children on removal to hospital or 
jnstitution must be regarded simply as 
variants of basic mourning processes. Irre- 
spective of age, it seems, the same kind of 
responses occur and in the same sequence. 
Like adults, infants and young children 
who have lost a loved object experience 
grief and go through periods of mourning 
(11). There appear to be only 2, inter- 
related differences. One is that in the young 
the time scale is abbreviated, though much 
less so than has sometimes been thought. 
The other, in which lies the significance for 
psychiatry, is that in childhood the proc- 
esses leading to detachment are very apt 
to: develop prematurely, inasmuch as they 
‘coincide with and mask strong residual 
‘yearning for and anger with the lost object, 
both of which persist, ready for expression, 
at an unconscious level. Because of this 
premature onset of detachment, the mourn- 
ing processes of childhood habitually take 
a course that in older children and adults is 
regarded as pathological. 

Once we recognise that the separation of 
a young child from his loved mother figure 
commonly precipitates processes of mourn- 
pathological sort, we are able to 
relate our findings to those of many other 


~ enquiries. On the one hand are the findings 


of workers who have taken the grief of 
adults as a starting point for a study of psy- 
chopathology(18, 38, 42), On the other 


are those of the more numerous investi- 


gators who have followed the traditional 


~ pattern of psychiatric research, that starts 


with a sick patient and tries to discern what 
have been the preceding events of causal 
significance, and who have advanced the 
hypothesis that loss of loved object is in 
some way pathogenic. 

Enquiries that have pointed to loss of 
loved object as probably pathogenic are of 
several kinds. First, there are the very num- 
erous studies, of which Freud’s Mourning 
and Melancholia is the prototype, that re- 
late a psychiatric syndrome of relatively 
acute onset, such as anxiety state, depressive 
illness or hysteria, to a more or less recent 
bereavement, and postulate that the clinical 
picture is to be understood as the result of 
mourning having taken a pathological 
course. Next are the studies, almost equally 
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numerous, that relate a psychiatric syn- 
drome of more chronic degree, such as a 
tendency to episodic depression or a diff- 
culty in experiencing feelings, to a loss that 
occurred in the patient's adolescence or 
earlier childhood. Thirdly, there is the ex- 
tensive psychoanalytic literature that seeks 
to relate a proneness towards psychiatric 
illness in later life with some failure of psy- 
chic development in early childhood. 
Fourthly, there is a steadily accumulating 
series of papers that show a raised incidence 
of childhood bereavement in the lives of 
those who subsequently develop psychi- 
atric illness; and, finally, the striking ob- 
servation that individuals are apt to become 
mentally ill at an age which appears to be 
determined by an episode in their childhood 
when they suffered the loss of a parent— 
the so-called anniversary reactions. 

It is not possible in a single lecture to 
discuss systematically the relevance of the 
evidence derived from each of these sources. 
This I am attempting to do in a series of 
detailed papers in course of publication. 
The most that can be done now is to draw 
on a few typical studies from each field (but 
excluding anniversary reactions) and to in- 
dicate briefly how these findings appear to 
fit together. Since, however, the whole 
thesis turns on the nature of the processes 
of mourning and especially those present 
in the first phase, it is necessary to give 
them further attention. 


URGES TO RECOVER AND TO REPROACH LOST 
OBJECT : THEIR ROLE IN PSYCHOPATHOLOGY 


Now I wish to draw your attention to 
anger as an immediate, common and per- 
haps invariable response to loss. Instead of 
anger indicating that mourning is running & 
pathological course—a view suggested by 
Freud and rather commonly held—evidence 
makes it clear that anger, including anger 
with the lost object, is-an integral part of 
the grief reaction. The function of this 
anger appears to be to add punch to the 
strenuous efforts both to recover the lost 
object and to dissuade it from deserting 
again that are the hallmarks of the first 
phase of mourning. Since this phase has not 
only been given little attention hitherto but 
appears crucial for an understanding of 
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psychopathology, it is necessary to explore 
it more fully. 

Because in cases of death an angry effort 
to recover the lost object is so obviously 
futile there has been a tendency to regard 
it as itself pathological. I believe this to 
be profoundly mistaken, So far from being 
pathological, the evidence suggests that the 
overt expression of this powerful urge, un- 
realistic and hopeless though it may be, is 
a necessary condition for mourning to run a 
healthy course. Only after every effort has 
been made to recover the lost object, it 
seems, is the individual in a mood to admit 
defeat and to orient himself afresh to a 
world from which the loved object is ac- 
cepted as irretrievably missing. Protest, in- 
cluding an angry demand for the object's 
return and reproach against it for deserting, 
is as much a part of the adult's response to 
loss, especially a sudden loss, as of the 
young child’s. 

This may se 
that such demands an 
be made even when the object is so plainly 
beyond recall? Why such gross realism ? 
There is I believe a good answer : it stems 
from evolution theory. 

In the first place, a review of the be- 
havioural responses to loss that are shown 
by infra-human species—birds, lower mam- 
mals and primates—suggests that these re- 
sponses have ancient biological roots. 
Though not well recorded, such informa- 
tion as is available shows that many if not 
all the features described for humans— 
anxiety and protest, despair and disorgan- 
isation, detachment and reorganisation—are 
the rule also in many lower species.® 

In the second place, it is not difficult to 
see why these responses should have been 
evolved. In the wild to lose contact wi 
the immediate family group is extremely 
dangerous, especially for the young. It is, 
therefore, in the interests of both individual 


5 Evidence is reviewed by Bowlby( 12) and 
example quoted by Pol- 
who had lost his mate is 


em puzzling, How comes it 
d reproaches should 


safety and species reproduction that there 
should be strong bonds tying together the — 
members of a family or of an extended 
family ; and this requires that every sepä- — 
ration, however brief, should be responded 
to by an immediate, automatic and strong 
effort both to recover the family, especially — 
the member to whom attachment is closest, 
and to discourage that member from going 
away again. For this reason, it is suggested, 
the inherited determinants of behaviour — 
(often termed instinctual) have evolved in 
such a way that the standard responses to 
loss of a loved object are always urges first 
to recover it and then to scold it. If, how- — 
ever, the urges to recover and scold are ~ 
automatic responses built into the organisiny ” 
it follows that they will come into action — 
in response to any and every Joss and with- 
out discriminating between those that are 
really retrievable and those, statistically 
rare, that are not. It is an hypothesis of this 
kind, I believe, that. explains why a 
reaved person commonly experiences @ 
compelling urge to recover the object even 
when he knows the attempt to be hopeless 
and to reproach it even when he knows 
reproach to be irrational, 

If then neither the futile effort to recover 
the lost object nor angry reproaches against 
it for deserting are signs of pathology, in 
what ways, we may ask, is pathological 
mourning distinguished from healthy ? Ex- 
amination of the evidence suggests that one — 
of the main characteristics of pathological 
mourning is nothing less than an inability 
to express overtly these urges to recover and 
scold the lost object, with all the yearning ~ 
for and anger with the deserting object that 
they entail. Instead of its overt expression, 
which though stormy and fruitless leads on 
to a healthy outcome, the urges to recover 
and reproach with all their ambivalence of 
feeling have become split off and repressed. 
Thenceforward, they have continued as ac- 
tive systems within the personality but, un- , 
able to find overt and direct expression, 
have come to influence feeling and þe- 
haviour in strange and distorted ways 
hence many forms of character disturbance 
and neurotic illness REEE Fr p 

Let me give a brie! illustration 
such PDE from a case reported by 
Helene Deutsch(16). 


ADOLF 


en he came for analysis in his early thir- 
, this man was without apparent neurotic 
culties, The clinical picture, however, was 
one of a wooden and affectionless character. 
_ Helene Deutsch describes how “he showed 
omplete blocking of affect without the slight- 
est insight . . . He had no love relationships, no 
iendships, no real interests of any sort. To 
‘kinds of experience he showed the same 
dull and apathetic reaction. There was no en- 
avour and no disappointment . . . There were 
no reactions of grief at the loss of individuals 
near to him, no unfriendly feelings and no 
aggressive impulses.” How did this barren and 
‘crippled personality develop ? In the light of 
an hypothesis regarding childhood mourning, 
the history together with material stemming 
from analysis enable us to construct a plausible 
account, 
_ First, history : when he was 5-years-old his 
nother had died and it was related that he 
| reacted to her loss without any feeling. 
enceforward, moreover, he had retained no 
ollection of any events prior to her death. 
econdly, material from analysis : he described 
w through several years of later childhood 
e used to leave his bedroom door open “in 
the hope that a large dog would come to him, 
very kind to him, and fulfil all his wishes.” 
ssociated with this fantasy was a vivid child- 


er had disappeared from consciousness 
1, insofar as any conscious affects towards 


To explain the course of development in this 
the hypothesis I am advancing (and one 
at is not very different from Helene 


precipitately to a condition of detachment. In 
so doing the yearning and the anger had be- 
come locked inside him, potentially active but 
shut off from the world, and only the remainder 
of his personality had been left free for further 
velopment. As a result he grew up gravely 
- impoverished. If this hypothesis is valid, the 
~ task of treatment is to help the patient to re- 


other words to return to the first phase of 
nourning with all its ambivalence of feeling 
which at the time of the loss had either been 


omitted or scamped. The experience of many i 


analysts, well illustrated in a paper by Root 
(53), suggests that it is in fact only in this 
way that such a person can be restored to a 
life of feeling and attachment. 


Strong support for this hypothesis comes 
from our observations of young children 
separated from their mothers and unvisited, 
especially from what we know of the early 
stages of detachment that follow protest and 
despair. Once the separated child has en- 
tered the phase of detachment he seems 
no longer preoccupied with his missing 
mother and instead to have adapted satis- 
factorily in his new surroundings. When his 
mother comes to fetch him, so far from 
greeting her he seems hardly to know her 
and, so far from clinging to her, remains 
remote and unresponsive ; it is a condition 
that most mothers find distressing and in- 
comprehensible. Provided the separation 
has not lasted too long, however, it is re- 
versible, and it is in what happens after 
reversal that special interest lies. 

After the child has been back with his 
mother a few hours or a few days, the de- 
tached behaviour is replaced not only by 
all the old attachment but by attachment 
of greatly heightened intensity. From this 
it is clear that during detachment the ties 
binding him to his mother have not quietly 
faded, as is suggested by Anna Freud(20),° 
nor has there been a simple forgetting. On 
the contrary, the data strongly suggest that 
during the phase of detachment the re- 
sponses that bind the child to his mother 
and lead him to strive to recover her are 
subject to a defensive process. In some way 
they are removed from consciousness, but 
remain latent and ready to become active 

again, at high intensity, when circumstances 
change.’ This means that in infants and 
young children the experience of separation 
habitually initiates defensive processes 
which lead to yearning for the lost object 


6In an earlier publication(14), however, Anna 
rrena adopted a viewpoint similar. to that taken 

ere. 

x4 The change of circumstance required varies 
with the stage to which detachment has progressed. 
When the child is still in the early phases, re- 
newed attachment usually follows reunion wil 
his mother: when he is in an advanced stage 
analytic treatment is likely to be required. ; 
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and reproach for its desertion both to be- 
come unconscious. Another way of stating 
it is that, in early childhood, loss is re- 
sponded to by processes of mourning that 
habitually take a course that in adults is 
deemed pathological. 

The question that now arises is whether 
the defensive processes that are so striking 
following loss in childhood are different in 
kind from what is seen in healthy mourning 
or whether they occur in healthy mourning 
also but with some difference of form or 
timing. Evidence suggests that they do oc- 
cur(12), but that in the healthy process 
their onset is delayed. As a result the urges 
to recover the lost object and to reproach 
it have time enough for expression so that, 
through repeated failure, they are gradually 
relinquished or, in terms of learning theory, 
extinguished. What appears to happen in 
childhood (and in the pathological mourn- 
ing of later years), on the other hand, is 
that the development of defensive processes 
is accelerated. As a result, the urges to re- 
cover and to reproach the lost object have 
no chance to be extinguished and instead 
persist, with consequences that are serious. 

Let us return briefly to apply these ideas 
to Helene Deutsch’s patient. Following his 
mother’s death when he was 5, it seems; 
both longing and anger had disappeared 
from his conscious self. The fantasy of the 
visit from the dog shows, however, that they 
persisted nonetheless at an unconscious 
level. This and evidence from other cases 
suggests that, although immobilised, both 
his love and his anger had remained di- 
rected towards the recovery of his dead 
mother. Thus, locked in the service of a 
hopeless cause, they had been lost to the 
developing personality. With loss of mother 
had gone loss also of his feeling life. 

Two common technical terms are in use 
to denote the processes at work: fixation 
and repression. ‘Unconsciously the child re- 
mains fixated on the lost mother : his urges 
to recover and to reproach her, and the 


ambivalent emotions connected with them, 


that it will soon be recovered ; whilst simi 
taneously another part of the person 
shares with friends and relatives the kno 

edge that the object is irretrievably los 
Incompatible though they be, the two 
may co-exist over many years. As in tl 
case of repression, ego. splits lead also 
psychiatric illness. a 


of why and how it is that experiences of ~ 
loss in early childhood lead to faulty per 
sonality development and proneness to psy 
chiatric illness. x 
The hypothesis 1 am advancing, there- 
fore, is that in the young child the ex- — 
perience of separation from mother figure is 
especially apt to evoke psychological pro 
esses of a kind that are as crucial 
psychopathology as are inflammation and 
its resulting scar tissue to physiopathology: 
This does not mean that a crippling of pi 
sonality is the inevitable result; but it 
does mean that, as in the case, say, Of 
rheumatic fever, scar tissue is all too ofte 
formed which in later life leads to mo 
or less severe dysfunction. The processes 
question, it seems, are pathological vari 
of those that characterise healthy mourning, 
Although this is a theoretical position thai 


pathological responses with 
confronted in older patients to responses 


childhood, ; 
link between psychiatric conditions 
life and childhood experience. 


problem that Josephine Hilgard 


mi 


OTE ES 
8 This is a 
studying (33). 


488 


ADOLF MEYER LECTURE _ 


gus ğ [ Decemb 


now to compare this formulation with some 
of its predecessors. 


TWO TRADITIONS IN PSYCHOANALYTIC 


ject, pathological mourning and childhood 
_ experience. Almost all have taken as their 
starting point the sick patient. 

Tt is more than 60 years since Freud first 
~ adumbrated the idea that both hysteria and 
‘melancholia are manifestations of patho- 
_Jogical mourning following more or less re- 

‘cent bereavement(25), and more than 40 
ears since in Mourning and M elancholia he 
vanced the hypothesis in a systematic 
ry (21). Since then there have been a host 
other studies all of which in different 
this literature has 
. Clinical 


a 


at such illness includes many cases of 
anxiety state, depressive illness and hysteria, 
and also more than one kind of character 
_ disorder. Plainly there has been discovered 

here a large and important field ; for it to 

_ be explored fully much further work is re- 
quired. 
Controversy begins when we come to 
onsider why some individuals and not 
others respond to loss in these pathological 
ways: and it is amongst hypotheses that 
__ seek to account for the origin of such differ- 
_ ential responsiveness that the one I am ad- 
_ yancing belongs. 

An hypothesis that has influenced all 
later workers with a psychological orienta- 
tion was outlined by Abraham(1). As a 
result of analysing several melancholic pa- 
tients, he came to the conclusion that “in 
“the last resort melancholic depression is de- 
rived from disagreeable experiences in the 
childhood of the patient.” He therefore 
postulated that, during their childhood, 
melancholics have suffered from what he 
termed a “primal parathymia.” In these pas- 
sages, however, Abraham never uses the 
words grief and mourning ; nor is it clear 

that he recognised that for the young child 


the experience of losing mother (or of los- 
ing her love) is in very truth a bereavement. 

Since then, a number of other psycho- 
analysts in trying to trace the childhood — 
roots of depressive illness and of personal- | 
ities prone to develop it have drawn atten- 
tion to unhappy experiences in the early 
years of their patients’ lives. Except in the 
tradition of theorising initiated by Melanie 
Klein, however, few have conceptualised 
the experiences in terms of bereavement and 
pathological mourning. Nevertheless, when 
we come to study the experiences to which 
they refer, it seems evident that this is the 
frame of reference that best fits them. I 
will give as examples 3 patients described in 
the literature. 


In 1936 Gerö reported 2 patients suffering 
from depression. One of them, he concluded, 
had been “starved of love” as a child ; the 
other had been sent to a residential nursery 
and had only returned home when he was 
8. Each showed intense ambivalence towards 
any object that was loved, a condition which, 
Gerd believed, could be traced to the early 
experience. In the second case, he speaks of 
both a fixation on the mother and an inability 
to forgive her for the separation. Edith Jacob- 
son in her extensive writing on the psycho- 
pathology of depression draws regularly on a 
female patient, Peggy, whose analysis she de- 
scribes in 2 papers (36, 37). On referral, Peggy, 
aged 24, was in a state of severe depression 
with suicidal impulses and depersonalisation ; 
these symptoms had been precipitated by a 
loss, actually the loss of her lover. The child- 
hood experience on which Edith Jacobson 
places major emphasis occurred when Peggy 
was 3% years old. At this time her mother went 
to hospital to have a new baby, whilst she and 
her father stayed with the maternal grand- 
mother. Quarrels developed and father de- 
parted. “The child was left alone, disappointed 
by her father and eagerly awaiting her mother’s 
return. However, when the mother did return 
it was with the baby.” Peggy recalled feeling 
at this time “This was not my mother, it was a 
different person,” (an experience that we know 
is not uncommon in young children who have 
been separated from their mothers for a few 
weeks). It was soon after this, Edith Jacobson 
believed, that “the little girl broke down in her 
first deep depression.” 


Now it may be questioned both whether 
the experiences in these patients early | 
$ 


~ 
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significance to loss of a parent and to loss 
of love, in the main tradition of psycho- 
analytic theorising the origin of pathological 
‘mourning and of the consequent psychiatric 
illness in the adult is not connected with 
the disposition for processes of mourning to 
take a pathological course when they occur 
owing a loss in infancy and early child- 
ood. 

I believe it to have been a major contri- 
ution of Melanie Klein(39, 40) to have 
ade this connection. Infants and young 
dren mourn and go through phases of 
epression, she maintains, and their modes 


defence, she believes, are to be under- 
food as “directed against the ‘pining’ for 
he lost object.” In these respects my ap- 
proach is identical with hers. Differences 
ise, however, over the particular experi- 
ences that are thought to be of importance, 
the age at which they are thought to occur, 
and the nature and origin of anxiety and 
aggression. 
_ The experiences of loss which Melanie 
Klein has suggested are pathogenic, all be- 
long to the first year of life and are mostly 
connected with feeding and weaning. Ag- 
sion is regarded as an expression of the 
eath instinct, and anxiety the result of its 
rojection. None of this I find convincing. 
In the first place the evidence she advances 
regarding the overwhelming importance of 
e first year and of weaning is, on scrutiny, 
‘ar from impressive(11). In the second, her 
ypotheses regarding aggression and anx- 
ty are not easy to fit into a framework 
of biological theory(10). It is, I believe, 
ause so many find the elaborations with 
hich Melanie Klein has surrounded the 
hypothesis regarding the role of childhood 
mourning unplausible that the hypothesis 
itself remains neglected. This is a pity. 
My position therefore is that, although 
I do not regard the details of Melanie 
Klein’s theory of the depressive position as 
a satisfactory way of explaining why in- 
dividuals develop in such diverse ways that 
some respond to later loss with healthy 
mourning whilst others do so with one or 
~ another form of pathological mourning, I 
nonetheless hold her theory tq contain the 


seeds of a very productive way of ordering 
the data. The alternative elaborations which 
I believe the evidence favours are that the 
most significant object that can be lost is 
not the breast but the mother herself (and 
sometimes the father), that the vulnerable 
period is not confined to the first year but 
extends over a number of years of childhood 
(as Freud, 24, held), and that loss of a 
parent gives rise not only to primary separa- 
tion anxiety and grief but to processes of 
mourning in which aggression, the function 
of which is to achieve reunion, plays a 
major part. Whilst sticking closely to the 
data, this formulation has the additional 
merit of fitting readily into biological theory. 
Substantial though the differences are be- 
tween Melanie Klein’s standpoint and mine, 
the area of agreement is also substantial. 
Both hold as a main hypothesis that pro- 
cesses of mourning occurring in these early 
years are more apt than when they occur 
later in life to take a pathological course 
and so to leave the individual thencefor- 
ward more prone than others to respond to 
further loss in a similar way. The version 
of this theory that I am now adyancing 
appears to be consistent with much of the 
clinical material published in the literature 
and already referred to. This includes 
Freud’s cases of splits in the ego, Stengel’s 
cases of compulsive wandering, the depres- 
sive patients described by Abraham, Gero 
and Edith Jacobson, and the patients with 
character defects described by Helene 
Deutsch, Melanie Klein, Fairbairn and the 
present writer. It is also consistent with the 
numerous studies which have appeared in 
the past 2 decades which show that the 
incidence of childhood loss in the lives of 
patients suffering from psychiatric illness 
and character defect is significantly higher 
than in a random sample of the population. 


INCIDENCE OF CHILDHOOD LOSS IN 
PSYCHIATRIC PATIENTS AND DELINQUENTS 


Ina valuable critique of a dozen sta- 
tistical papers on this topic available to 
him at the time of writing in 1958, Gregory 
remarks that “various selective factors, small 
samples, and lack of standardization in the 
recording of data render relatively few com- 
parisons justifiable either with each other” 
or with data from controls. He points out os 


= 1961] 
the many pitfalls in making such studies, be largely or completely hidden when lo 
some of which may exaggerate differences occurring during 2 or more such per 
between psychiatric patients and controls are summated. It is this undifferentia 


but some of which mask them. Some of the _ way of presenting data that almost cet 


reported data he re-works. After this careful accounts for some of the negative find 


and disinterested examination his conclu- reported(e.g., 35). 

sions carry weight. The incidence of loss of Another cause of real difference b 
one or other parent in childhood, he holds, masked is the elimination of cases on 
is almost certainly higher in the case of score of the inadequacy of data re 
psychiatric patients than it is in the general childhood history, since, as Gregory 
population. out, the incidence of early loss in such cas 


In considering and comparing the results 
of the various studies it must be borne in 
mind that each is concerned not only with 
a different kind of patient but often witha been carefully 
different kind of loss and with losses oc- 
curring at different times in the’ patient's 
life. This makes for confusion. A special 
problem arises in connection with age at outpatien' 
loss, both because it is so central to our linquents. 
thesis and also because so many different of loss are 
age criteria have been employed. Some au- separately and by death only ; i i 
thors take a specified age in the late teens the delinquents, the index used is loss. 
or even early twenties and count the losses either or both parents and for any of € 
that occurred at any time before it: others number of reasons, €g., death, desertion 


count losses occurring before a specified separation, divorce. Í 
Barry was one of the first to be interes 


age somewhere in the early “teens. There S 
iq are a few, however, who divide the years in this field and has published a number 
E of childhood into a number of age periods, 
and give the incidence of loss for each of nearly 1,700 
, separately ; for example, for the first 5 years 40 years and uni 
of life, for the second 5 years, and so on. ; i 
Scrutiny of these data makes it clear that of subjects derived from life insuran 
only the last type of study is satisfactory, tables ; 60% of the patient group were diag- 
because differences of incidence between Figure 1 shows 
patients and controls which are clearcut and 
significant during one 5-year period can mother through death 


TABLE 1 z 
er by Age of Patient at Time of Loss 


Incidence of Death of Moth 
d Lindemann 1960, and Brown 1961) 


(From Barry 1949, Barry an 


Age at Li i 
Years Study by Difference 
B05 
1,86:40. 
$ B and Lindemann 2.94+0.63 
Brown 5,14-+1.82 
3 2.49+0.51 
7 0.46+1.84 


Barry 
Barry and Lindemann 


rowa 5281.76 


0,760.43 
- —0.24 


Barry 
Barry and Lindemann 
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TABLE 2 
Incidence of Death of Father by Age of Patient at Time of Loss 
(From Barry 1949, Barry and Lindemann 1960, and Brown 1961) 
Age at Loss Incidence of Loss 
Years Study by Patients Controls Difference P 
% % % 
04 Barry 3,32 2.52 0,800.43 NS 
3 Barry and Lindemann 2.32 1.58 0.74+0.49 NS 
7 Brown 6.95 6.00 0.95+1.79 NS 
è 5-9 Barry 4,04 3.09 0.95+0.48 05 
Barry and Lindemann 2.55 2.90 0.38 NS 
; Brown 8.45 3.40 5,051.96 01 
+ 10-14 Barry 4.99 4,05 0,940.53 NS 
-> Barry and Lindemann 3.80 3.67 0.13 NS 
4 Brown 12.40 2.52 9.88+2.32 001 
TABLE III 


Incidence of First Loss of One or Both Parents (all Causes) by Age of Subject at Time of Loss 


001, 


4 (From Glueck and Glueck 1950) 
Age at Loss Incidence of Loss 
wi Years Delinquent Non-Delinquent Difference F. 
% % % 
0.4 34 16 18.02.67 
5-9 17 10.5 6.5+2.16 01 
10-14 9 7 2.01.64 NS 


_ patient at the time of loss. It will be seen 
that the incidence among patients both in 
the first 5 years of life and in the second 
5 years is about double that of the controls ; 
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in both cases the difference is statistically 
significant (P<.01). In the age period 10- 
14, incidence for the patients remains raised 
but is no longer significant. 
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Figure 2 shows the incidence for the 2 
groups of loss - of father by death. Here 
again the incidence for the patient group 
is higher than for the controls, but this 
time it is less evident. Only in the 5-9 year 


age-period does the difference reach sta- 


tistical significance (P<.05). 

Last year Barry published another rather 
similar study(5). This time he investigated 
a group of nearly 1000 outpatients with 
diagnosis either psychoneurosis. or psycho- 
somatic illness. For this group the differ- 
ences in parental death rates are much less 
marked than for the inpatients. Neverthe- 
less Figure 3 shows that loss of mother in 
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the first 5 years remains significantly rai 
(P<.01). Incidence of loss of mo 
older ages, however, and- loss of fal 
during each of the age periods (Figure 
are not very different in the patient grou: 
than in the controls. 

Very recently an English psychiatris 


similar to my own, presented figures 
which incidence of parental loss in a gr 

of over 200 depressive patients was C fr 
pared with that of the general populatio 
as derived from the census of 1921(13 
Figure 5 gives his findings for loss of mo 
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% by death. The high incidence of loss during 


all 3 age periods is striking and significant 
(P<.01 for the younger age groups and 


_ <.02 for the 10-14 age group). Incidence 


of loss of father by death (Figure 6) is 
also high during each age period, though, 
because of the war of 1914-18, during the 
youngest age period it is high also for the 
controls each delinquent was paired with a 
periods incidence of loss for the depressives 
is above that for the controls to a significant 
degree (P<.01). 

The fourth study which I have selected 


persistently delinquent boys in their early 
“teens. This is perhaps the best of the many 
studies carried out by the Gluecks(27).-For 
controls each delinquent was paired with a 
non-delinquent boy matched for age, intel- 
ligence, national origin and residence 
(mostly in poor neighbourhoods). In this 


-study the criteria of. parental loss are ex- 


tensive and include loss not only by death 
but by divorce, separation, desertion and 
prolonged absence due to illness or im- 
prisonment. Since no breakdown is given as 
to which parent was lost, Figure 7 shows 
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the incidence of loss of either or both. Here, 
we are again struck by the raised incidence 
of loss during the first 5 years of the de- 
linquents’ lives. In fact in each of the two 
younger age periods the incidence of loss 
for the delinquents is significantly higher 
than for the controls (P<.01). 

Apart from one British study of psychi- 
atric outpatients published by Norton(44), 


concerns not psychiatric patients but 500 . 


where virtually no significant difference in 


incidence of loss is found, the other studies 
available(e.g., 45, 61, 62, 41) all tell the 
same story. What is so striking is the con- 
sistency with which a raised incidence of 
loss is reported for the first 5 years of life. 
It is a finding that strongly supports the 
view that it is these early years that are 
the most critical. 

Which, if ‘any, of these years age a 
specially high incidence of parent loss, how- 
ever, is more difficult to discern because 
most investigators do no more than group 
their cases into losses occurring within the 
whole of a 5-year period. Only 2 reports, 
both by Barry, give figures for each year 
separately. In one, that on inpatients, the 
incidence of loss of mother by death re- 
mains above the actuarial expectations for 
each year until about the eighth, after 
which it drops to the expected level. In the 
other, on outpatients, the incidence tends 
to be raised during each of the first 3 years 
only. These findings, it will be seen, do 
nothing to support the view held by some 
analysts that the first year of life is more 
critical than those that follow. 

When we come to evaluate the figures for 
loss of mother and father respectively we 
find that incidence of loss of mother in the 
patient groups is more consistently above 
the expected rate than is incidence of loss 
of father (Tables 1 & 2). This is shown 
dramatically when we consider the age 
period 0-4 years. In each of the 3 studies 
I have presented, the incidence of loss of 
mother by death in the first 5 years is raised 
in significant degree (in each case P<.01). 
In none of them is the incidence of loss of 
father by death raised significantly. This 
strongly supports the view that in regard to 
the early years it is loss of mother that 
tells. 

As regards later years, 2 studies (the 
first of Barry's and the one by Brown) 
show a raised incidence of loss by death 
both of mother and of father in the age 
period 5-9. Brown’s study, but neither of 
the other 2, shows a similar finding for the 
10-14 year age period. These findings sug- 
gest that during the long period from 5 to 
14 years, which covers latency and early 
adolescence, loss of father by death is of 
about equal importance to loss of mother 
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by death as an antecedent of psychiatric 
illness. 

Of the various psychiatric syndromes 
which, it has been suggested are associated 
with parental loss in the early years, Greg- 
ory concludes that the evidence is most 
substantial in the case of personalities prone 
to delinquent and psychopathic behaviour. 
I believe this conclusion well-founded. 
Evidence in regard to patients with de- 
pressive symptoms, however, especially 
those who are actively suicidal is strong 
also. In addition to the findings of Brown 
(which were not available to Gregory), 
there have been a number of reports link- 
ing early loss of a parent, both by death 
and other causes, with suicide or attempted 
suicide. Among the first to make this con- 
nection was Zilboorg(64) ; and there is a 
recent statistical study by Walton(63). Al- 
though Walton’s figures go some way to 
support Zilboorg’s hypothesis, unfortunate- 
ly the form in which he presents them is 
such that they cannot be compared with 
those already given. 

In considering the relevance of the sta- 
tistical data to my argument certain doubts 
are likely to be in your minds. In the first 
place, it will be remarked, we must beware 
of the fallacy post hoc ergo propter hoc. In 
the second, even if we are right in claiming 
a causal relationship between early loss and 
subsequent illness, it does not follow that it 
is always mediated by means of the patho- 
logical processes that have been described 
earlier. There are, indeed, two other sorts 
of process which almost certainly give rise 
to pathology in some cases. One is the 
process of identification with parents, which 
is an integral part of healthy development 
but which often leads to difficulties after 
one of them has died° The other sort are 


9A recent study by Earle & Earle(17) shows 
that in a sample of 1423 psychiatric patients under 
the age of 60, examined by the authors in outpa- 
tient clinics, mental hospitals and general hospitals, 
100 (7%) had suffered severe maternal deprivation 
before the age of 6 years, due either to death of 
mother(48) or to separations lasting 6 months or 
longer(52). Amongst the deprived the incidence 
of sociopathic personality was 27%; amongst the 
remainder 2.9% (P<.01). 

10 Psychiatric disturbance in which identification 
with a lost parent plays a significant part has for 
long been a subject of study by analysts. It is 
particularly clear in anniversary reactions(32). 


evoked by the surviving parent, widow or 
widower, whose attitude towards the child 
may change and become pathogenic. 
There is another difficulty that the hypo- 
thesis must meet. Even if it is true that 
there is a raised incidence of death of par- 
ents in the childhood histories of individuals 
prone later to develop certain types of per- 
sonality and certain forms of illness, its ab- 
solute incidence is nevertheless low. How, 
it will be asked, are the other cases to be 
accounted for ? There is more than one pos- 
sible explanation. E 
In the first place, in order to base my 
argument on firm evidence, I have deliber- 
ately restricted most of the discussion of 
statistical data to the incidence of parental ~ 
death. When other causes of parental loss in — 
the early years are included, as they arein 
the Glueck’s study, the percentage of cases 
affected is greatly increased. Furthermore, 
for many of the cases in which there has | 
been no episode of actual separation in 
space of child from parent, there is often 
evidence that there has nonetheless been 
separation of another and more or less 
serious kind. Rejection, loss of love (per- 
haps on advent of a new baby or on account 
of mother’s depression), alienation from 
one parent by the other, and similar situ- 
ations, all have as a common factor loss b 
the child of a parent to love and to atta 
himself to. If the concept of loss of object 
is extended to cover loss of love these cases 
no longer constitute exceptions. , 
It seems unlikely, however, that such an 
extension would cover all cases falling with- — 
in the psychiatric syndromes concerned. If — 
this proves to be so some other explanation 
for those not accounted for by the present 
hypothesis needs to be sought. Perhaps on 
closer examination the clinical picture of 
such cases will prove to be different in — 
material degree from those that are ac- g 
counted for. Alternatively, the clinical con- 
ditions may prove to be essentially similar 
but the pathological processes in cases not — 
accounted for to have been initiated by 
events of a different kind. Until these 
other possibilities have been explo: 
problems will remain. Since, however, there 
is rarely a simple relationship between syn- 
drome, pathological process and pa 
genic experjence, the problems are no — 


eent from those which occur constantly 
in other fields of medical research. 


CONCLUSION 


It is probably true that by far the most 
research in the field of psychiatry today 
till starts with.an end-product, a sick pa- 
tient, and seeks to unravel the sequence of 
~ events, psychological and physiological, that 
_ appear to have led to his becoming sick. 
_ This results in many suggestive hypotheses 
but, like any single method of enquiry, has 
its limitations, One of the hallmarks of an 
advancing science is exploitation of as many 
methods as can be devised. When in physio- 
logical medicine research was expanded to 
‘include the systematic investigation of one 
or another probable pathogen and its effects, 

great harvest of knowledge was garnered. 

Adolf Meyer, we know, looked forward to 
the day when the same would be possible 

psychiatry. “When we know better what 
o look out for,” he wrote in 1903, “we may 
ndertake studies of developing abnormal- 
ities which are not insanity yet, and follow 

em out so as to accumulate material of 

ctual observation on which to build a solid 


plications, the study of responses to loss of 
other figure in the early years might have 
pealed to Adolf Meyer. On the practical 
ide he might have been attracted by the 
vision of our becoming able to develop 
_ measures to prevent at least some forms of 
_ mental ill-health. On the scientific side he 
would, no doubt, have valued the oppor- 
ities that stem from the identification of 
an experience of childhood that is probably 
pathogenic, can be clearly defined, and the 
ects of which on the developing person- 
ity can be systematically studied by direct 
_ observation. 

There are, of course, many other experi- 
ences of childhood besides loss that there 
is good reason to believe also contribute to 
the development of disturbed personality 
and psychiatric illness. Examples are the 
child’s experience of one or another of the 
various sorts of parental attitude that have 
-long been the subject of concern and thera- 
peutic endeavour in child psychiatric clinics. 
` For each the research task is, first, to define 
he experience, secondly, to locate a sample 


of cases in which it is occurring so that its 
effects on psychological development may ` 
be studied, and, finally, to relate the proc- 
esses that are found to be set in train by 
it to processes present in patients with de- 
clared illness. The consequences of such an 
expansion of research are far reaching. It is 
my hope that the illustration of its adoption 
that has been given will encourage others 
to try the same route. 


The author is much indebted to James 
Robertson for the observations on which he has 
drawn and to him, Robert Hinde, and Anthony 
Ambrose for discussions in which ideas were 
clarified. The enquiry was undertaken as part 
of the work of the Tavistock Child Develop- 
ment Research Unit, which is supported by 
the National Health Service and by grants 
from the Foundations Fund for Research in 
Psychiatry and the Ford Foundation, to which 
our thanks are due. 
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USE 


For a number of years the ataractic drugs 
have played an important role not only in 
the treatment of the mental illnesses, but 
also in helping patients to maintain them- 
selves after hospitalization(1, 2). The Min- 
nesota Follow-up Study, a demonstration 
project sponsored by the National Institute 
of Mental Health and administered by the 
State Department of Public Welfare, was 
designed to investigate the personal and 
socictal factors that effect the post-hospital 
adjustment of patients. In addition to infor- 
mation collected during hospitalization, fol- 
low-up data were collected on all patients 
at regular intervals after discharge by 
means of an interview with the patient, an 
interview with a relative or “significant 
other,” and ratings made by the interviewer. 
In addition to information giving a measure 
of the “success” the patient has in maintain- 
ing himself in the community, a number of 
questions were asked to determine the use 
of tranquilizing medication during the post- 
hospital period. This paper is a preliminary 
report on some of the findings, covering the 
first 6 months after discharge of a sample of 
almost 150 patients. 

The sample consisted of all patients re- 
leased from one of the Minnesota state hos- 
pitals (Moose Lake State Hospital) retum- 
ing to reside in St. Louis County. About 
the population of St. Louis County, in 
northern Minnesota, lives in Duluth, the 
other half lives in smaller towns and rural 
areas. Medical facilities in St. Louis County, 
and especially in the city of Duluth, are 
probably a little better than average for a 
city of 100,000. 

One of the purposes of the Minnesota 
Follow-up Study was to mobilize available 
resources in the County. Individuals and 
agencies in the County have been extreme- 


The Minnesota Follow-up Study, of which 
this investigation was a part, is administered by the 
Minnesota Department of Public Welfare, and sup- 
ported by a grant (OM-29(C2)) o£ the National 
Institute of Mental Health. 

2120 N. 4th Ave. W., Duluth 2, Minn. 
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sample. 

The return rate for this sample was high 
approximately 25% of patients rel 
the hospital within 6 months. The informa- 
tion from the follow-up interviews COn- 
cerns, therefore, only those who managed 
to maintain themselves at least 6 months, 
There are indications in this study that 2 
important factors contributed to early re- 
hospitalization. One was the “well-being” 
of the patient himself, how well he was 
functioning in the community, how well he 
came up to expectations in the community, — 
etc. The other factor was the “tolerance of 
deviance” of relatives and significant others : — 
the more tolerant the relatives were of de- 
viant behavior in general, and the behavior 
of the patient in particular, the less chance 
he had to be rehospitalized. Probably as & 
result of the importance of this second factor 
it was also found that patients who after 
their release lived in a foster or boarding | 
home, with unrelated others, were rehos- 
pitalized significantly less frequently than A 
those who lived with their spouse, parents, 
or relatives. Other factors, such as age, LQu 
psychiatric diagnosis, clinical prognosis — 
made in the hospital, and certain psycho- — 
logical factors were shown to have a very — 
tentative effect on subsequent rehospitaliza- 


get them to see their doctors. Al 
staff members would not, 
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medication, or take it more regularly, never- 

theless the patient would be urged to follow 
"his doctors prescriptions as closely as pos- 
- sible. In the majority of cases, too, the staff 
~ members would be in close contact with the 

physician, so that he had significantly more 
information on patients in the experimental 
‘group than on patients in the “control” 
group. 

Evidence collected suggests that the ac- 
tivities of the staff with the experimental 
group, including not only the work with the 
physician but with a great variety of agen- 
-cies in the community, was “successful” in 
that the return rate for this group was sig- 
nificantly reduced, compared to the control 
"group. At the same time it seems that, al- 

_ though the staff members were moderately 
: _ successful in preventing rehospitalization in 

a number of cases, no significant improve- 
ment could be obtained in the “well-being” 
_ of patients in the experimental group. This 
does not mean, however, that generally the 
_ group interviewed 6 months after discharge 
_ (the third interview) was not doing better 
than the group interviewed immediately 
upon discharge: at the time of the third 
interview a significant selection had already 
‘taken place so that on an average the pa- 


in the community at least 6 months were 
- doing slightly better than the average of all 


tients who were able to maintain themselves ` 


patients interviewed immediately upon dis- 
charge. 


RESULTS 


Almost 75% of all patients interviewed im- 
mediately upon discharge report that the 
State hospital had prescribed tranquilizing 
drugs for the post-hospital period. A com- 
plete breakdown of medication and dosage 
is not available as yet, but from preliminary 
analysis it appears that the majority of dis- 
charged patients continue on chlorproma- 
zine, on dosages of from 100 to 400 mgm. 
(4). The great majority of interviewees re- 
ported that they were taking the medicine : 
and the great majority reported that they 
were taking it regularly (Table 1). 

As time goes on, and as the sample is re- 
duced by the rehospitalization of those who 
cannot maintain themselves in the commun- 
ity, the percentage of patients reporting that 
someone is prescribing tranquilizing drugs 
for them is increasing, although the per- 
centage reporting that they are actually tak- 
ing the medicine and taking it regularly is 
decreasing ! It seems unlikely that the sig- 
nificant and progressive reduction of the 
percentage who do take tranquilizing medi- 
cine regularly is a result of a significant in- 
crease in their “well-being.” From other 
measures it appears that the increase in 
“well-being” is slight, so that the consider- 


TABLE 1 


Percentage of Discharged Patients who Indicate They Continue on a Tranquilizing Drug Regime, Immediately 
After Discharge and 6 Months after Discharge 


AFTER DISCHARGE 


IMMEDIATELY SIX MONTHS 


AFTER DISCHARGE 


Patients report that tran- 
quilizing drug is prescribed : 


"Patients report they are 
taking their medication : 


-Patients report they are 
taking medication “regularly” : 


74.4% 82.6% * 1 
(N= 145) (N= 109) 
83.6% 65.8% ***2 
(N= 122) (N= 73) 
92.0% 82.9% * 
(N = 115) (N= 63) 


[ December _ 


| well as by patients moving away from the area. 
2 Not included are a number of patients who did not respond. 


aan eT 


* difference significant at .05. 
+++ difference significant at .001 or better. 
» 


1 The attrition in the size of the sample interviewed 6 months after discharge is caused by rehospitalization of some patients, as 
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_ able decrease in the proportion of people the post-hospital perio 
continuing to take their medication must parently many commun 
ibuted to other factors prescribe such treatment for discharged pa- — 

tients, the results, from this study at least, do 


probably be attr 
(Table 2). 


TABLE 2 
The “Total Well-Being Score”* 6 Months After Discharge 


d, and though 
ity physicians also 


Patients continuing to take tranquilizing medicine 
regularly, at least 3 times a day : 


Patients continuing to take tranquilizing medicine, 
but irregularly, or infrequently : 


Patients not continuing on tranquilizing medication : 


= rf 
3.62 (N= 29) 
3.59 (N= 42) 
3.85 (N= 37) NS 


by 


* The “Total Well-being Score” is a compound rating, based on 5 scales, each giving an e€ 


in a particular area of behavior (non-instrumental performance, 
tion impairment, subjective well-being). Low score signifies "better 


Hospital records for the past several years not show the effec! 


show that with the introduction of the atar- 
actic drugs there was a significant increase 
in the discharge rate. Tranquilizing medi- 
cine administered in the hospital has made 
patients more manageable, made it possible 
to discharge more patients and to discharge 
them earlier. Even though there is obviously 


sician to prescribe tranquilizing drugs for 


valuation of a patient's functioning 
instrumental performance, fulfillment of role expectations, func 
” adjustment, more normal behavior, 


iveness of such medica- 
There is no significant 
atients who do and 
inue on tranquilizers, 
i eir rehospitalization or 
of their observable behavior (“adjust- 
ment”). A tentative conclusion, based o 
information obtained in this study, may be 


a tendency on the part of the hospital phy- that tranquilizers “help” the 
hospital, speed his discharge, but that after 


tion after discharge. 
difference between pi 
those who do not co: 
either in terms of th 


patient in the 


Control group : 


TABLE 3 
Patient's Report of Method of Obtaining Their (ranquilizing) Medication 
IMMEDIATELY SIX MONTHS 
AFTER DISCHARGE AFTER DISCHARGE 
“Who prescribes for you?” : 
Moose Lake State Hospital : 49.2% 17.3% *** 
s a (N= 60) (N= 13) 
local physician or clinic : 32.8% 61.3% *** 
rae ty (N= 40) (N = 46) 
local psychiatrist or psych. clinic 9.0% 14.6% ** 
agian dae? (N= 11) (N=11)1_ 
local psychiatrist, Experimental group : es 
Control : 12.5% 
ontrol group rae 
local i imental : 57.1% 
ocal physician, Experimenta! group 2) 
65.0% 
(N= 26) NS 


1 Percentages do not add up to 100, because omitted were responses of patients wl 


+* difference significant at 01. 
*** difference significant at .001 or better. 


ho did not know who prescribed for them. 
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“discharge psychological and societal re- 
-habilitation apparently play a greater role 
than drugs in furthering his recovery(3). 

It is interesting to note that where within 
the first month of discharge (first interview ) 
almost half of the patients indicate that they 
receive their tranquilizing medicine on a 
prescription given by the hospital, even 
after 6 months there is still a significant 
number (17%) who report that they receive 
their medication from a hospital prescrip- 
tion (Table 3). 

It must be remembered that this informa- 
‘tion is obtained from the responses of the 
patients, and that there is always an element 
of unreliability in this information. How- 
ever, the follow-up interviews were de- 
signed to provide a maximum reliability by 
eliminating as much as possible ambiguous 
_ or anxiety-provoking questions. There is no 
-reason to assume that the 17% of the sample 
who responded that even after 6 months 
_ they received their medication on a hospital 
"prescription spoke untruthfully. The staff 
= was well aware that there are pharmacists 
who will continue to refill prescriptions writ- 
en a long time ago. There is a change also 
in the proportion of patients who report that 
they receive prescriptions from physicians in 


almost 3/4 so reported). It is interesting to 
note also that patients in the “experimental” 
group showed a higher percentage receiving 
a prescription from a psychiatrist or a psy- 
chiatric clinic ; a somewhat larger percent- 
age of the “control” group reports that they 
receive their prescriptions from general phy- 
_ sicians. 
Among those who report that they are no 
longer taking the medication prescribed by 
the hospital, an ever increasing proportion 
reports that this is because there is “no 
need” (Table 4). This may mean either that 


a physician has so advised or that they — 
have themselves so determined. The latter 
seems more likely as only about 50% indi- 
cate that they have seen a physician in the 
recent past. Corroborating evidence can be 
found in the increasing percentage of pa- 
tients who report that they do take tran- 
quilizing medicine, but not “regularly.” 
These include those who take medicine “oc- 
casionally,” “for a day at a time,” “when 
needed,” “when I remember to,” etc. This 
suggests that patients who do continue to 
use tranquilizing medicines after their dis- 
charge from the hospital do so less and less 
regularly as time goes on, that more of them 
feel they can be the judge as to when and 
how often they should take their medicine. 

The information collected suggests that 
patients in the experimental group, who re- 
ceived considerably more follow-up care, 
tend to rely on their own judgments less, 
and to follow the advice of their physicians 
more (Table 5). It should be stressed again 
that the follow-up care provided for these 
patients was mostly in terms of “keeping in 
touch with” them. The professional workers 
(social workers, a psychiatrically oriented 
public health nurse, and a psychologist) 
made a point of seeing patients on a regular 
basis and directing them to individuals and 
agencies in the community who were able 
to provide the needed services. 


SUMMARY 


A sample of patients discharged from a 
state hospital was interviewed at regular 
intervals; this preliminary report includes 
information obtained at the 6 months’ fol- 
low-up. In addition to an evaluation of ob- 
served, objective well-being (“adjustment”), 
information was obtained from the patients 
concerning their continued use of tranquiliz- 
ing medicine. 

1. A very large percentage of patients are 
discharged with the recommendation that 


TABLE 4 
Percentage of Patients no Longer on Tranquilizing Drugs who Indicate There is “No Need” 


, 


7 


IMMEDIATELY SIX MONTHS 
UPON DISCHARGE AFTER DISCHARGE 
“If you are no longer taking medicine, why not?” : 
“No need” : 38.5% 53.7% NS 
(N = 10) (N= 22) 


> 


TABLE 


Percentage of Patients who Continue to Take Tranquil 


5 Bite 
izing Medicine “regularly” in the “Experimental” and A 


“Control” Groups 
Di ie 
SIX MONTHS 
AFTER DISCHARGE. 
Continue “regularly” : i 
Experimental group : 88.6% 
Control group : 78.0% NS — 
Both groups combined : 82.9% 
(N= 115) 


they continue on a regime of tranquilizing 
medication. 

9, As time goes on, the percentage of pa- 
tients who follow this advice decreases sig- 
nificantly, and even those who report that 
they continue to use the tranquilizing drugs 
become less “regular” in their medical re- 
gime. 

3. In this study no conclusive evidence 
could be found that patients remaining on a 
tranquilizing drug did any “better” than 
those who did not: there is no significant 
difference in the rehospitalization rate, nor 
is there a significant difference in their ob- 
servable functioning in the community. 
Therefore where the tranquilizing drugs 
have shown their effectiveness in the hos- 
pital, for the post-hospital period other 
means than purely medical treatment seem 
more effective in promoting recovery. 

4. Many patients seek the advice of a 
physician in the community, under whose 
care they continue their tranquilizing drug 
regime. Nevertheless, even after 6 months, 
there is a significant number who apparently 


te 
can get their original prescriptions refilled — 
for a long time without the supervision of a 


5, The study was able to show that wi 
of a few 


As 
na $ 


chiatrists, clinic, etc.) 
showing as a result a higher percentage of 
patients who continued to take prescribed 
drugs as well as a higher percentage wh 
take them “regularly.” a 
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EXPERIENCE WITH PROMAZINE 
N. H. RATHOD, M.B., B.S., D.P-M#* 


It may be said with some justification that 
the phenothiazine group of drugs plays an 
important part in the treatment of psy- 
chiatric disorders, this being specially so in 
psychiatric hospitals where chronically dis- 
turbed patients are treated. Promazine or 
Sparine is one of such phenothiazine deriv- 
atives. Its range and degree of effective- 
ness are still under discussion and opinions 
vary. 

Pharmacology of promazine is only mea- 
gerly known, but its activity appears to be 
similar in range and location to chlorproma- 
zine though weaker(15). Animal experi- 
ments suggest that neuronal activity is in- 
verse to local A.T.P. concentration. Like 
chlorpromazine, but to a lesser degree, pro- 
mazine increased A.T.P. concentration in 
thalamic and hypothalamic areas of cats, 
thus suggesting that it decreases neuronal 
activity in these areas(12). Also like chlor- 
promazine it subdues excited animals but 
unlike it, it does not cause sedation(4). Re- 
peated clinical reports about its usefulness 
in states of excitement, and tension in pa- 
tients and lack of drowsiness during its ad- 

‘ministration lend support to these experi- 


_ mental findings. Its ability to reduce anxiety 


and psychomotor activity is attributed to its 
inhibitory action on subcortical levels. It is 
also suggested that the drug blocks reflex 
patterns originating in the reticular forma- 
tion. It raises the pain threshold blocks 
alerting reaction to pain in rabbits, and also 
causes emotional detachment to pain. This 
may account for the beneficial effects of the 
drug in organic pain syndromes(17). 
Results of promazine therapy in psychi- 
atric practice vary a good deal. However, 
literature suggests that the drug can be used 
effectively in various disorders where chlor- 
promazine is indicated. Studies of its appli- 
cation in the treatment of neuroses are 
scarce and are so far not encouraging(25). 
Given intravenously it is said to be very 
effective in the treatment of withdrawal 
symptoms of alcoholic intoxication. 


1 Senior Hospital Medical Offices, Warlingham 
Park Hospital, Warlingham, Surrey, England. 
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Toxic Effects : With experience growing, 
undesirable side effects of the drug are com- 
ing to light. Transient orthostatic hypoten- 
sion, dizziness, generalized tremors are not 
uncommon, and occasional G.I. tract irrita- 
tion, dermatitis and hyperpyrexia have been 
observed. 

Vascular collapse terminating into death 
though rare has been observed (Sainz) and 
on the basis of experience with nearly 2,500 
patients, Shea, et al., think it inadvisable to 
administer the drug to patients with im- 
pending vascular collapse. We have seen 
an aged man with arteriosclerosis and hyper- 
tensive heart disease go into an irreversible 
cardiovascular collapse and die while re- 
ceiving promazine in 300-400 mg. a day 
orally. Peripheral arterial thrombosis has 
been reported in two patients following 
I.V. administration of the drug(20). 

Toxic confusional state has been known 
to occur(16). Pai(21) has reported develop- 
ment of a picture resembling pseudo-bulbar 
palsy and Parkinsonism combined in a 
man receiving only 25 mg. t.d.s. of proma- 
zine for less than a week. Hare(13) has 
reported development of an unusual dys- 
tonic syndrome in a patient receiving the 
drug. A small proportion of patients receiv- 
ing over 1,000 mg. of the drug orally per 
day are known to develop grand mal 
seizures (16, 3, 26, 18). Experience of Don- 
ald McLean, et al.(19), suggests that the risk 
of G.M. attacks is greater in patients with a 
history of convulsions(19). Shea, et al.(26), 
advise prophylactic use of anticonvulsant 
drugs where there is history or likelihood 
of reduced excitability threshold of CNS. 
We have not come across clinical evidence 
of epileptic seizures in our series. Agranu- 
locytosis, though rare does occur. We have 
analysed available data on 8 reported cases. 
In summary, it appears that occurrence of 
agranulocytosis has little relationship to 
method of administration, dosage, and dura- 
tion of treatment. It occurs usually in pa- 
tients over 50 (6 out of 8 cases—ages of 
two others not known) and women seem 
to be favoured. Mortality is rather high 
despite treatment (3 out of 6 women and 
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none out of two men). 
Although some of the complications of each shift. The hospital works 2 day shifts 


- promazine therapy are serious, they are not 
common. On the other hand the drug is charge remained unchanged for at least a 
relatively free of complications like Parkin- year before and during the trial. 
sonism, jaundice and distressing drowsiness Method: The environment of the ward 
which occur with other phenothiazines and was as constant as possible. All medication 

hi some of them even with Rauwolfia alkaloids. and physical treatments were withdrawn for 
ig We present here data on our experience about 3-4 weeks before the trial. During it 
with promazine at Cane Hill Hospital. They any other medication or physical treatment 

are derived from a triple blind trial with was withheld except very occasional admin- 
chronically disturbed female patients ; and istration of sedatives (sod. amytal or paral- 

from the review of clinical records of all the dehyde) at nights. Before the trial the pa- 

male patients treated with this drug. This tients were told they were going to have a 
: latter part of data is presented under the new treatment. The possible side effects and 
4 heading “Uncontrolled Trial.” toxic effects of the drug were explained to 
the nursing staff ; they were also told that — 

TRIPLE BLIND TRIAL the trial would be blind and that their 
Population : The trial started with 25 pa- accurate observations were very important. 
tients but 4 were omitted because eee It may be said that the staff has had good 
quired change of treatment. experience with drug trials. A few days be- 

These 21 patients suffered from schizo- fore the trial patients were examined by 

phrenia of various types. The diagnosis of the ward doctor who selected them if they — 
schizophrenia was based on the criteria satisfied the criteria mentioned. Once these. 
enumerated in Textbook of Psychiatry by patients were seen, the ward sisters and 
Meyer Gross, Slates and Roth, 1954. the doctor selected the 25 patients for whom — 
In the past, 8 of these patients had re- the ward sisters pleaded treatment. The 4 
ceived one or more of the following physical patients presented no signs of any physical 
treatments : E.C.T., leucotomy, deep insulin illness. | asi ieee mini 
and lately all of them had prolonged trials Administration : Sa SNe a min 
(not less than 12/12) with chlorpromazine tered orally in 300 mg. dose Ca¥" g ie 
or Pacatal. No treatment had brought about was divided into pi Perey i T ae 
any lasting or marked improvement. lasted 5-6 weeks, the second ~>- wee s 
The age range was from 37 to 67 years: For the first 3 weeks the panenn ene 
None had been in this hospital for less than piece a grog ana aoni a 
8 years and all had been in the same experi- pes re ae ye ne NNA Con 
mental ward for more than a year. In all, Pos o pp “his ee of the trial the iden- 
or more of the following, dominated their ee p PO di dee a was unknown to the 
clinical picture: 1. Physical or verbal ag- in he mo sing staff and the patients. 
ressiveness ; 2. Uncoo, erativeness Or O! A F y 
vows negativeness ; 3. Social basses i iat Se Ta knew Wee plow X 
includi anh : s : 
including ot; is ones cel was Bert ee 
ieee 5 paraa i e patient > 
S Rare AE TAE 7. Delu- a aecinistration of which is summarized be- 
Environment : The patients formed part of tow i 
the total population of 90-100 patients in a Part 1° 
close ward. Occupational therapy was pro- 
vided in and out of the ward. Patients en- RN i Active 
joyed freedom to go out of the ward if their Patient 
clinical condition made this possible, but 
these 21 patients in the trial did not leave 
the hospital premises, and only on rare 0c- 
casions did they have visitors. The ward was 
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Records : The ward sisters and the doctors 
independently kept data on clinical condi- 
' tion and side effects. The ward sisters rec- 
orded, every week, the clinical condition of 
the patient on a specially devised item sheet 
with 28 items, each item rated on a 3-point 
scale. The doctor made notes on the clinical 
state before start of the trial, before change- 
over of the drug and at the end of the trial. 
K We tried to interview the patients’ visitors 
_ in order to get their opinions on the patients’ 
f condition ; however, these were sporadic, 
so the idea was dropped. Í 
Results : At the end of the trial it was 
found that none of the 21 patients showed 
any noticeable improvement. Some patients, 
however, did show some transient changes. 
_ An abusive, impulsive patient became less 
o. One patient emerged out of her de- 
pressed mood and became elated. One pa- 
tient stopped picking hair from her scalp. 
Two patients became more co-operative. 
One became more agitated and started 
stripping herself. No side effects were ob- 
served but no regular pathological inves- 
tigations were carried out. 


_ UNCONTROLLED TRIAL 


Our disappointing results with the con- 
_ trolled trial were indirectly responsible for 
_ the lack of enthusiasm for use of this drug 
on more female patients. But on the male 
side of the hospital the drug had been tried 
_ for quite a while before our trial began. We 
were aware of the various reasons why the 
_ drug did not prove effective on the female 
_ population, e.g., the patients were chronic 
and therapeutically rather discouraging ; the 
4 dosage might not have been sufficient ; the 
_ female patients might be more resistant 
than the male patients, etc. Therefore we 
set out to compare the results with the ef- 
fects of this drug on male patients. 
Population: The 45 male patients were 
F divided into 2 groups on the basis of the 
duration of present attack of illness : Group 
_ A—24 patients with duration less than 15 
months ; Group B—21 patients with dura- 
tion more than 15 months. Criteria for the 
selection of male patients cannot be given 
precisely because the was not a 
planned one. The main aim was to try the 
drug on various psychiatric disorders where 
_ it was claimed to be useful..Of the 21 pa- 


tients in group B, 18 suffered from various ~ 
types of schizophrenia (mainly paranoid) © 
and their clinical picture was dominated by ~ 
the following effects : hallucinations, mainly 7 
auditory; delusions, mainly persecutory; 
excitable or aggressive in behavior. The — 
remaining two suffered from mania or hypo- 4 
mania and one from recurrent agitated de- 
pression. Of the 24 patients in Group A, 3 
had been ill for 7 to 15 months and the 
other 21 had been ill for 1 to 6 months. Di- 
agnostically they fell into the following 
groups: depression (endogenous)(3); = 
mania or hypomania(19, 20, 29) ; schizo- 

phrenia(1, 6, 7, 8, 9) ; schizophrenia para- ~ 
noid(11, 12, 18, 24, 27, 33, 34, 35, 37); 
schizophrenia _catatonic(13) ; paranoid 
state(12, 21, 22). Only 4 of them had had 
any physical treatment in the past, and they 
were among the group who were ill for 
more than 7 months. The rest had had no 
other treatment for their present attack be- 
fore starting promazine. | 

Environment: While the Group B pa- — 
tients had a more or less stable ward en- 
vironment, the patients in Group A were 
shifted more often. Depending on their con- 
dition, they would either be in a closed 
ward with close supervision and provided 
with recreational and occupational therapy 
facilities, or they were in an open ward with 
better nursing, occupational and recrea- 
tional facilities and a permissive atmosphere 
regarding their movements in and out of 
the ward. 

Method : We collected all available data 
on the male patients who. had been tried on 
promazine. They were collected under the 
following headings: Diagnosis; previous 
mental illness and its outcome; duration 
of present attack and its response to various 
treatments in the past; clinical condition 
before starting promazine ; dosage and dur- 
ation of promazine treatment; effects of 
promazine treatment; and 6 months fol- 
low-up after discharge from hospital. 

Administration : In all there were 45 pa- 
tients (male), who received promazine ; 42 
received the drug for 3 months to a year. It 
was administered orally, 300-500 mg. doses 
a day. There was no attempt to control the 
effects either by comparing it with placebo 
or with any other drugs. No other treatment 
accompanied promazine therapy except — 
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we feel is specially important when clinical 
improvement is attributed to the drug. It is 
well known that initial good results prove 
fallacious if patients are followed up long 
enough. 
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ACUTE PORPHYRIA PROVOKED BY BARBITURATES 
GIVEN WITH ELECTROSHOCK THERAPY 


JOSEPH MANN, M.D. 


There is much literature on different as- 
pects of porphyria and its manifestations ; 
according to Remmer(1), Baumstark was 
the first who, in 1874, was able to prove the 
presence of porphyria in the urine of a 
patient. 

Since this time numerous studies were 
published, and the classification of por- 
phyria proposed many years ago by Gun- 
ther(2), has been widely used. Gunther's 
differentiation between porphyria congenita, 
acuta, and chronica, is somewhat conflict- 
ing; therefore, the classification of Wat- 
son(3): (a) photo-sensitive, (b) intermit- 
tent acute and (c) mixed, seems to be 
more realistic, As the name indicates, the 
intermittent acute form (the most common 
one) is characterized by individual attacks 
of longer or shorter duration with different 
periods of remission, during which the pa- 
tient is free of symptoms. It is not the pur- 
pose of this paper to give a detailed classi- 
fication and description of the variety of 
the clinical forms of porphyria, which are 
widely known in internal medicine and 
neurology. I would only like to mention 2 
interesting cases which I could observe as 
a resident in internal medicine in 1956. 


One is a 25-year-old white man, a Polish immi- 
grant to the U.S.A., who had had a gastrectomy 
for peptic ulcer in 1952 and later suffered from 
“uncertain, unpleasant, colic-like cramps of the 
abdomen.” All studies, except porphyria, were 
negative ; and the same results were found in a 
45-year-old, single, white woman whom I saw 
on two occasions with complaints of severe 
precordial pain and absolutely negative EKG 
studies. This lady also had high porphyrin 
values in her urine. Both of these cases were 
seen by consulting neuropsychiatrist and classi- 
fied respectively as anxiety reaction and hys- 
teria. 


The . psychological and neurological 
changes in a patient with porphyria have 
been described very thoroughly by Schmidt 
(4) in 1952, and one year later, Hare(5) 


1 Chief of Admission Service, Ypsilanti State 
Hospital, Ypsilanti, Mich. i 


reported 2 cases of acute porphyria wi 
mental symptoms (toxic confusional psy- 
chosis, and the second one, post-operative 
depression with pain and weakness su 
gestive of hysteria). In the same year, 
Olmstead (6) pointed out “the psychiatric 
syndrome is the common denominator of © 
this disease, being present to some degree | 
in all phases of the illness. Although it 
itself is not diagnostic, the psychiatric as- 
pects, plus severe abdominal complaints 
and the superimposition of neurological — 
findings, should strongly point to the need 
for testing for abnormal amounts of pro 
phyria in the urine.” 
Electroshock treatment for prophyri 
with psychotic symptoms was described 


scription of my own case, 
bly existing porphyria, mas 


especially barbiturates, are, at times, active - 
in precipitating attacks of porphyria.” 


plaints : nausea, vomiting, backpain, weakness 

and depression. Two weeks earlier, the patient — 
underwent, in a different hospital, a pre-sacral ; 
neurectomy with D & C for severe primary — 


gener: 
to January of 1958) there had been an amenor~ — 


rhea of 5 months duration. Following the gyne- 
cological operation the patient developed acute 


latent ig gel ean oe 

if R A 
SE es Be family, After an intake of bar- 
biturates, he developed acute porphyria. 
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hysterical and psychotic (confused) episodes 
during the immediate anesthetic recovery peri- 
od, She was discharged from the hospital and 
immediately the symptoms of emotional dis- 
turbance progressed in severity at home. The 
symptoms which precipitated hospitalization 
to the psychiatric unit were : withdrawal, with 
hysteric manifestations, such as rolling eyes and 
refusing to speak, In addition, the patient was 
suffering from insomnia and refused to eat. 
Two days prior to her admission, medica- 
tion was initiated by her family physician with 
meprobamate 400 mg, t.i.d., and she received 
some form of “supportive therapy.” Further 
significant medical history included measles, 
chicken-pox and mumps in early childhood and 
aT & A at age 9. At 14 years the patient was 
injured in an accident while riding in a horse- 
drawn cart, resulting in a head contusion with 
unconsciousness for 2 hours. No doctor was 
called. The patient was the second youngest in 
a family of 5 children. The parents’ marriage, 
despite the fact that her father was 20 years 
her mother’s senior, was a stable one. The 
most significant relationship with the family 
was a rivalry with her younger sister, 16 at that 
time, who appeared to the patient to be “more 
beautiful and successful socially” than the pa- 
tient. Our knowledge of the sister was limited, 
except for information that at the time of the 
patient's hospitalization the sister was illegiti- 
mately pregnant, and there were indications of 
pepe degree of promiscuity on her 


The patient had had no hetero- or homo- 
sexual experiences. Her ability to relate with 
her peers was impaired. She graduated from 


were hyperactive, bu 
Two chest x-rays were negative, and the skull 
examination did not reveal any erosions, or 


An EKG obtained a few days later showed 
sinus tachycardia, marked muscle tremor and 
PR 0.18, QRS 0.08. Spinal puncture and sub- 
sequent evaluation were normal with no cells 
in fluid. Blood and liquor serology were nega- 
tive. RBC was 4,180,000; WBC was 7500 
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with 65 segm,; 35 ly, Hb 78% equal to 11.7 
gms., microhematocrit 38. 

Due to symptoms of dehydration and refusal 
to eat, administration of parenteral fluids (glu- 
cose in NS.) was carried out. The patient was 
placed on amo- and secobarbital sodium 3 
grains at h.s. for insomnia, and meprobamate 
was replaced by phenothiazine hydrochloride 
50 mg., LM. daily because the patient refused 
to take medication orally, This was also the 
reason that on April 2, she received her first 
EST as a treatment of choice. The preparation 
was seconal grains 1%, given to her the 
night before, and immediately prior to the 
ESTs, she received diacetylcholine chloride 
20 mg. and thiamylal sodium 5 cc. I.V. In 2 
subsequent days the patient received 2 addi- 
tional treatments, and because the electrolytes 
showed low potassium levels, 3.4 (normal 4.1- 
5.6), she was placed on potassium chloride 
grams 1 q.id. on April 4, which she continued 
to take. An LE examination was negative, re- 
peated blood studies were about the same. On 
April 6, the second urinalysis, when compared 
with the first one which was negative, showed 
2 plus albumin with WBC 20-30 and rare 
erythrocytes. Following the third EST on 
April 4, the patient received, in addition, 5 
more convulsive treatments, making a total of 
8. No beneficial results were obtained from the 
course of ESTs and the patient felt increasing- 
ly miserable. 

Quite by accident, a red color of the urine 
was observed, and the test for porphyria was 
positive on April 16. It was decided to stop 
ESTs immediately, phenobarbital, its deriva- 
tives and aspirin. The medication was changed 
to chlorpromazine 25 mg. q.id. and 25 mg. 
LM.. p.rn., B-12 1000 micrograms I.M. and 
versenate 0.5 grams q.i.d. (April 18, which was 
doubled 2 days later). The porphyrine in the 
urine on April 17 was positive; on April 21, 
positive; and on 3 following examinations ; 
April 25, April 28 and May 1, negative. All 
hysterical symptoms disappeared, and the pa- 
tient started to walk around, to eat properly 
and to socialize with other patients. She was 
discharged as improved on May 2, 1958. Re- 
cent contact with her has confirmed her con- 
tinued health and ability to work. 


CONCLUSION 
: Porphyria in a patient can, under certain 
circumstances, especially when under bar- 
biturates, produce symptoms of an emo- 
tional disorder, which do not respond to the 
psychiatrically oriented therapies, but must 
be treated medically. There is a possibility 
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that in many cases diagnosed primarily as 
“mental disorder,” “hysteria” or other “emo- 
tional disturbance,” a hidden factor of pro- 
phyria exists, which can be easily de- 
termined by laboratory testing. It is need- 
less to state that this evaluation could be 
beneficial in the successful diagnosis and 
treatment of some patients now in mental 
hospitals. 
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CHILDREN OF SCHIZOPHRENIC PATIENTS : PRELIMINARY 
OBSERVATIONS ON EARLY DEVELOPMENT 


DAVID E. SOBEL, M.D. 


Several reports(1, 2) indicate that an ex- 
tremely high percentage of newborns of 2 
schizophrenic parents will show signs of 
emotional disorder in later life. We assumed 

_ that some of these newborns would show 
signs of emotional disorder in their infancy. 
_ A second assumption we made was that the 
behavior of their schizophrenic parents 
- would be at least’ partially responsible for 
__the emotional disorders anticipated in some 
- of these infants, With these two preliminary 
assumptions in mind we chose to follow a 
small group of newborns of 2 schizophrenic 
parents from birth onwards. Our primary 
goal was to observe directly the parental be- 
_ havior leading to the emotional disorders 
_ expected in some of the infants. We hoped 
' that from such observations we might be 
able to identify specifically what in the be- 


_ havior of a parent precipitates early emo- 
tional maldevelopment. Our two prelimi- 
nary assumptions were supported by the 

data as it emerged. We felt that our data 

_ would be of additional interest in that : 1. 


_ data has not been reported must be due to 

__ the difficulty in locating and following new- 

_ borns of 2 schizophrenic parents. The meth- 

_ od we employed in finding our case ma- 

_ terial was as follows : 

_ Pregnant women with the diagnosis of 
schizophrenia were located in 4 local New 
York State Department of Mental Hygiene 
after-care clinics and in 7 local state hos- 
pitals. These women were interviewed by 
the investigator to check the diagnosis. If 
the diagnosis of schizophrenia was con- 
firmed, the putative fathers were located 


1 Director, Family Study Unit, New York State 
Psychiatric Institute; Instructor, Department of 
Psychiatry, Columbia University College of Phy- 
sicians and Surgeons, N. Y. $ 


and interviewed. Paternity was established 
on the basis of clear-cut statements by 


both mother and father. Cases in which . 


promiscuity was suspected were excluded. 
Our criteria for the diagnosis of schizo- 
phrenia were very rigid. Pseudoneurotic 
schizophrenics were not included. Since we 
were looking for psychopathology in off- 
spring as reported by Lewis, Kallman, etc., 
we had to be certain that we were select- 
ing the same kinds of parents as were se- 
lected by these authors. Each of the parents 
chosen had been hospitalized in either a 
state or Veterans Administration mental 
hospital on at least one occasion prior to our 
study. It took almost 2 years drawing on a 
population of approximately 65,000 hospital 
and after-care clinic patients to locate 8 
cases in which we were certain that both 
expectant mother and father were schizo- 
phrenic. 

After birth, each infant was observed in 
the neonatal period. Of the 8 cases fol- 
lowed, 4 infants (born to inpatients) then 
went to foster homes where they were fol- 
lowed with the permission of the various 
placement agencies. The remaining 4 in- 
fants (born to after-care clinic patients) 
went home to their original schizophrenic 
parents where they were then followed. 
This neat division in which 4 infants went 
to foster parents and 4 infants went to their 
schizophrenic parents was unplanned and 
was to prove quite useful to us. Monthly 
observations (occasionally more frequent) 
were made in the mother’s or foster moth- 
ers home beginning in the third week of 
the infant’s life. The observations were car- 
tied out by a psychiatrist trained in pedi- 
atrics, child psychiatry and psychoanalysis. 
The home visits were 1-3 hours in duration, 
varying with the circumstances in the home 
at the time of the particular visit. The in- 
vestigator’s effort was to fit his observations 
in the natural schedule of the family as 
much as possible. He would frequently ar- 
rive at times when feeding and bathing of 
the infant were likely to take place. A rou- 
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tine pediatric examination was often done 
which required the mother to undress and 
dress the child-and thus to some degree in- 
teract with the infant. On occasion the 
schizophrenic mothers were observed in the 
Family Study Unit of the New York State 
Psychiatric Institute. The latter is an ob- 
servation unit which consists of a kitchen, 
living room and combination nursery-play- 
room. The following is a report of our pre- 
liminary findings : 

Three of the 4 newborns who went to 
their original schizophrenic parents de- 
veloped clear-cut signs of emotional dis- 
orders in infancy. None of the 4 newborns 
of 2 schizophrenic parents who went to 
foster parents developed any such clear-cut 
signs of emotional disorder in their first 18 
months of life. Since all 8 infants had a 
“common. heredity for schizophrenia” and 
yet only the infants reared by schizophrenic 
mothers (3 of 4) showed clear-cut signs 
of early emotional disorder, the data sup- 
ported our original assumption that the 
emotional maldevelopment observed in 
these infants was at least partially due to 
the behavior of their schizophrenic parents. 
What then in the parental behavior of the 
3 schizophrenic mothers might have been 
responsible for the symptoms of emotional 
disorder observed in their infants ? To an- 
swer this question we tried to determine 
how the parental behavior of these 3 schizo- 
phrenic mothers differed from the parental 
behavior of the foster parents and the 
fourth schizophrenic mother whose infants 
did not develop clear-cut signs of emotional 
disorder. Cases I, II and III consist of our 
observations on the parental behavior of 
the 3 schizophrenic mothers which led to 
disturbance in their infants and which stood 
out in striking contrast to our observations 
on the foster parents and the fourth schizo- 
phrenic mother. Case IV is a brief summary 
of relevant observations on the fourth schiz- 
ophrenic mother. More detailed descriptions 
of the emotional maldevelopment of the 
infants are also included. The infant ob- 
servations reported are those which stood 
out in clear contrast to our observations on 
the infants reared by the 4 non-schizo- 
phrenic mothers. 


Case I. Mother: Mrs. Z. was a 25-year-old 


negro woman. She had been hospitalized on 
two occasions prior to our study with a 
diagnosis of schizophrenia, catatonic type, 
marked depressive features. Mrs, Z. was 
only one of the 4 schizophrenic mothers f 
lowed who was resistive to any real coopera- — 
tion with our study. She would frequently 
forget and/or break appointments. She was — 
chronically depressed, withdrawn, “shy,” 

evasive. The striking features of her int 
action with her infant were the followin 


non-schizophrenic U 
the mother became even more depressed, agi 
tated, withdrawn. She resisted hospitalizatio 
for a period of 4 months and finally admitted 
herself to a mental hospital when the infant wa: 


Head raising was delayed, — 
sit until 12 months of 
active and rarely 


a relatively passive manner. She usually sat at 
a considerable distance from the infant, tense, — 
affectively constricted, depressed, but always 
keeping a watchful eye on the baby. If the f 
baby gave some brief sign of tress, Mrs y 
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would immediately glance over but without 
moving towards the infant. If the baby’s dis- 
tress persisted she would then go to the. baby, 
-relieve whatever distress was present and then 
move back to her original position of “attentive 
distance.” She appeared to judge the physical 
needs of the infant appropriately be it hunger, 
fatigue, or a dirty diaper and she would gratify 
the need with a certain efficiency. Mrs. Y.’s 
movements in caring for her infant however 
were quite slow, consistent with the general 
“motor retardation which accompanied Mrs. Y.’s 
depression. 
-| Whenever she handled her baby Mrs. Y.’s 
face appeared tense and depressed. When Mrs. 
Y. engaged in social interaction with her in- 
fant her actions were quite passive. For ex- 
ample on the relatively few occasions Mrs. Y. 
played with her infant, she did not actively 
participate in the play. Instead, Mrs. Y. would 
‘drop a toy in the play pen and would then 
passively stand by and watch the baby play 
= with it. This “passive” closeness was only of 
- short duration. She would then re-establish her 
distance from the infant. When the baby was 
6 months old, Mrs. Y. began to show increased 
signs of depression, agitation and weeping. 
_ As Mrs. Y. progressively became more de- 
_ pressed the physical distance she maintained 
i between herself and her infant lessened and 
Mrs. Y. spent much more time rocking and 
holding her infant. Four months later, Mrs. 
Y.’s depression became very acute and she was 
hospitalized. 

Infant : As Mrs. Y.’s symptoms of depres- 
sion became more acute, Baby L. (a girl) 
began to frequently appear sad, lachrymose 
and irritable, Laughing and smiling in the in- 
fant occurred relatively infrequently. The 
baby showed little spontaneous pleasure in her 
-. motor activities and in her play with toys. 
Baby L. gradually became hypoactive and she 
began to show regression in her motor de- 
velopment as well. At age 7 months Baby L. 
lost the ability to sit up after she had been 
capable of sitting for a month. 

4 Case III. Mother : Mrs. D. was a 27-year- 
s old woman, hospitalized on several occasions 
; prior to our study with a diagnosis of paranoid 
4 schizophrenia. She cared for her baby (a boy) 
for the first 11 months of his life. Mrs. D.’s 
care of her infant was characterized by the 
following behavior : She consistently held the 
infant very close to her, frequently making 
such comments. as “he is so helpless, just like 
me” and “for once I feel I am needed, im- 
portant.” With the baby, Mrs. D. appeared 
tense, rigid, and depressed. Her face was “sad,” 
inclined to tears at times ; at other times, Mrs. 


D. was emotionally “flat.” Her movements in 
caring for the baby’s needs, i.e., dressing and 
undressing the infant, were slow. She engaged © 
the baby in play relatively infrequently, and” 
only rarely would she actively stimulate him” 
to laugh or smile. She would sit and gaze at 
him for long periods of time. She seemed to” 
judge his physical needs appropriately, and” 
when he was in distress she would actively and 
immediately investigate the cause. She held 
him, rocked him and comforted him frequent- 
ly. Mrs. D. developed symptoms of acute psy- — 
chosis when the baby was 8 months of age but 
she refused to be hospitalized until 4 months 
later. During the 4 months preceding her hos- 4 
pitalization Mrs. D. became increasingly de- 
pressed, agitated and tearful in her interaction 
with the infant though she still maintained her 1 
active attentiveness to the infant’s physical 
needs. 

Infant : From the age of 5 months onward © 
Baby F.’s face was characterized by a somber 
stern expression. He was quick to cry, irrit- 
able, and frequently appeared tearful and sad. 
Laughing, smiling and spontaneous vocaliza- 
tions were relatively infrequent. He showed 
little in the way of “delight” with his owni 
movements. Playing with toys was done with — 
interest but without the frequent spontaneous 
expressions of pleasure that the infants raised = 
by the foster parents so often showed. Baby F.“ 
showed no evidence of retardation in motor i 
development. 3 

Case IV. Mrs. C. was a 29-year-old negro 
woman, the one schizophrenic mother whose ` 
infant did not show any evidence of early 
emotional disorder. Mrs. C. was hospitalized ~ 
on one occasion prior to our study, diagnosed ~ 
as having paranoid schizophrenia. She cared. 
for her baby boy throughout his entire first 1% 
years of life. She was very active with her in- 
fant, stimulated him to roll over, sit-up, walk, 
talk. She laughed with him, played with him 
and thoroughly enjoyed her activities with him. ~ 
She was responsive to his physical needs and — 
would smile, laugh and talk while handling 
him. With her older children she was firm and — 
assertive. No one particular parental behavior — 
set her apart from the foster parents we ob- ~ 
served. Her schizophrenic illness was in re-  — 
mission throughout the infant’s first year and 
a half and she was not depressed. Her infant's 
emotional and physical growth showed no 
striking deviation when contrasted with the — 
growth of the infants reared by the foster ~ 
parents. 


The infants reported in cases I, II and II] 4 
each developed signs of chronic depression. — 
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The mothers of these infants were the only 
mothers observed who developed signs of 
acute psychosis while caring for their 
babies. This circumstance alone however 
did not define for us specifically what in the 
behavior of these mothers led to the de- 
pressive picture seen in their infants. We 
were particularly impressed by the follow- 
ing specific variables in the behavior of the 
3 schizophrenic mothers which preceded 
and may have caused the appearance of 
chronic “tearfulness,” “irritability,” and 
“sadness” in their infants: 1. The primary 
affective state these mothers showed in the 
presence of their infants was constant and 
severe depression ; 2. These mothers evi- 
denced relatively little actively joyful or 
pleasurable affect in their interaction with 
their infants ; 3. They engaged in relatively 
little active play with their infants. We won- 
dered whether the presence of a depressed 
affect in the mother in and of itself could 
be a factor responsible for the depressed 
picture observed in their infants. It has long 
been known that an infant can transiently 
“catch” a depression from the mother. 
Charles Darwin(3) described this phenom- 
enon in his own infant as follows : 


when a few days over six months old his 
nurse pretended to cry, I saw that his face 
instantly assumed a melancholy expression 
with the corners of the mouth strongly de- 
pressed. 


Many others have described this process 
and have labelled it “the contagion of feel- 
ing.” As described; this process might rep- 
resent only the infant's mimicry of the facial 
expression of the nurse or mother. Such 
workers as Eschalona(4), Burlingham(5) 
and Spitz(6), however, cite instances in 
which true feelings are stimulated in chil- 
dren by “contagion.” While such instances 
have been reported, we feel that the full 
developmental significance of the process 
of contagion has not been adequately in- 
vestigated. For example what would be the 
long-term effect on the infant of a mother 
who constantly exposes her growing baby 
to weeping over a sustained period of 
time ? Does the infant “learn” a pattern of 
depression from such a mother due to the 
constant reinforcement of this emotional 
pattern in the infant by the process of “con- 


tagion ?” Tt would seem that such a consta 
reinforcement of a particular neural path 


nently establish a depressed pattern 0 
neural discharge. The infants described in 
cases I, II, and III may have developed 
their depressions by just this mechanism 
Perhaps Anna Freud(7) had this process in 
mind when she recently spoke of infan 
who “follow” their mothers into depressio. 
Our data do not firmly establish “contagion 
as the cause of the depressions in the infan 
we observed. In part this is because we 
have not been able to exclude the impor- 
tance of other variables which may have 
influenced the infants’ emotional develop- 
ment. For example, “tenseness’ in the — 
mothers’ handling of the infants, the ab- 
sence of “play,” and/or the relative lack of 
pleasurable responses in the mother may 
have been important if not the important 
variables responsible for the depressions in 
the infants. It is also possible that no one 
variable alone can cause early depression 
and that “contagion” was but one of a num- 
ber of variables which together were re- — 
sponsible for the observed emotional mal- 
development. Our thoughts on the early 
“contagion of depression” Jed us to wonder 
about the “contagion of elation.” A study of 
infants whose mothers are inappropriately 
elated would also be of interest. Using Anna 
Freud’s phrase, does the infant by early — 
contagion and learning, “follow” its mother 
into the inappropriate use of elation asa — 
psychopathological defense ? 

The data reported in case I and our 
experience with a second case seen in pri- 
vate consultation suggested that a mother 
with catatonic symptoms might have a par- 
ticularly harmful effect on the growing in- — 
fant. In both cases, the infants observed 


Spitz(8) has demonstrated the harmful ef 
fects of the latter. We plan to do a specia 
study of infants with mothers diagnosed a 
having catatonic schizophrenia. Though ou 
data to date are quite limited, we beliew 
that the clinician involved in the outpatient — 
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CHILDREN OF SCHIZOPHRENIC PATIENTS 
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treatment of a catatonic schizophrenic 

mother should be particularly alert to the 
adverse effects such a mother might have 
- on the growth of her infant. 

_ The observations that 3 of the schizo- 
_ phrenic mothers played relatively little with 

their infants when compared with non- 
_ schizophrenic mothers pointed up to us how 
_ much the normal infant's life consists of his 
parents actively engaging him in “play.” We 
ondered about the special importance of 
parent-child play during early infancy in 
establishing pleasurable affectionate rela- 


4 


tionships between child and parent. It also 
seemed that parent-infant play might be 


an important part of a process in which 
‘the normal child learns to enjoy the use of 


_ leisure time in later life. 
f 


The observations we have reported so 
far are based on following the infants dis- 
cussed in cases I, II and III up to the ages 
of 14 months. Subsequently, their emotional 
and physical development was markedly in- 
fluenced by: 1. The separation from the 
mother which occurred at the time the 
mother was hospitalized and 2. The many 
separation and deprivation experiences 
__ which followed. We were surprised at how 
frequently such separation and deprivation 
_ experiences occurred following the mother’s 
initial hospitalization. The data below il- 
lustrate the number of such experiences oc- 
% ag to these infants in their first 2 years 
-of life. 


_ Baby M. and Baby L. were each placed with 
_ foster mothers after their mothers were initial- 
ly hospitalized. Both mothers were subse- 
quently discharged from their respective hos- 

_ pitals. Baby M. and Baby L. were removed 
from their foster mothers, reunited with their 
mothers only to re-experience separation when 
their mothers were again re-hospitalized. (The 
fact that these mothers were involved in our 
study was unrelated to their apparently pre- 
mature discharges.) Baby L. was then placed 
with 2 different foster mothers. Baby M. was 

` placed in an institution for 3 months and then 
placed in a foster home. Baby F. was placed 
with the maternal grandmother on 3 different 
occasions for long periods of time. As they ex- 
perienced these multiple separations from 
‘parents and substitute parents all 3 infants 
-showed increased signs of irritability, depres- 
sion and marked and persistent “stranger 
anxiety,” minimal smiling, decreased social re- 


sponses, disturbed sleep patterns, and gastro- 
intestinal dysfunction. Subsequently we have 
been surprised at the resiliency shown by 2 of 
the infants when they were finally placed in 
“good” foster homes for sustained periods of 
time. Both of these children are now 2% years 
old and each appears to be moving along the 
lines of healthy personality development. ta 


The multiple separation experiences noted 
above may account in part for the high in- 
cidence of psychopathology reported in chil- 
dren of 2 schizophrenic parents. Studying 
only schizophrenic women mated to schizo- 
phrenic partners probably introduced sev- 
eral important selective factors. Schizo- 
phrenic women who choose schizophrenic 
mates may have more psychopathology 
and consequently show more disturbed 
parental behavior than schizophrenic wom- 
en who choose non-schizophrenic partners. 
Also, our selection necessarily meant that 
the fathers were highly disturbed per- 
sons. The schizophrenic fathers in the 
cases studied were either absent or rela- 
tively ineffectual and in all instances 
were a constant source of stress to the 
mother. This lack of a stable father was one 
of the factors responsible for the frequent 
separation and deprivation experiences suf- 
fered by these infants subsequent to their 
mothers’ hospitalizations. 


SUMMARY 


We have observed the early develop- 
ment of children of 2 schizophrenic parents. 
Three of the 4 children raised by their 
original schizophrenic parents developed 
clear-cut signs of depression and irritability 
in infancy. None of the 4 infants raised by 
foster parents developed any such clear-cut 
signs of emotional disorder. Our data sug- 
gest that the parental behavior of their 
schizophrenic mothers was at least partially 
responsible for the early emotional mal- 
development observed in their 3 infants. All 
3 schizophrenic mothers were consistently 
depressed with their infants. The “contagion 
of depression” from mother to infant was 
discussed and it was suggested that this 
phenomenon caused an enduring depressive 
pattern of affective discharge in the infants 
we observed. It was also noted that all 3 
schizophrenic mothers indulged in relatively 
little active play with their infants and 
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showed relatively little pleasurable respon- 
siveness to their infants. Certain observa- 
tions suggested to us that a mother with 
acute catatonic symptoms may have 4 par- 
ticularly harmful effect on the physical and 
emotional growth of an infant. We were 
also struck by the many separation and 
deprivation experiences occurring to infants 
reared by schizophrenic mothers mated to 
‘schizophrenic partners. We are continuing 
our study of infants with 2 schizophrenic 
parents. This group offers an opportunity to 
explore a number of hypotheses which we 
shall comment on in the future. 
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THE THIRD PSYCHIATRIC REVOLUTION 


According to Zilboorg(1) two psychiatric 
-revolutions have taken place in the last 3 


asis through psychoanalysis (1893). In 
retrospect, Zilboorg’s view requires basic 
correction. The second psychiatric revolu- 
‘tion had at least two other highlights : 
Ivan P, Pavlov’s conditioned reflex (1904) 
~ and Adolf Meyer's psychobiology (1906). 
' There is wide consensus that we are now 


-lution(2, 3). Psychoanalysis faces its great- 
"est crisis, it is in decline in the West and is 
_ rejected in the Communistic countries of the 
_ East(4). The new era is one of multiple 
innovations which have set the pace for 
_ new developments in psychiatry. It is char- 
"acterized by the group psychiatric approach 
_ (5-8). The theories of interpersonal rela- 
_tions(9, 10), microsociology and sociometry 
and the theories of the encounter, spon- 
 taneity and creativity(11) have opened up 
vast areas of research in psychiatry, social 
psychology and social anthropology. New 

_ methods of therapy as group psychotherapy, 
__psychodrama, sociodrama, psychosomatic 
3 medicine(12) and psychopharmacology 
(13) have been introduced. The ideas of 
is the therapeutic society, therapeutic com- 
munity, the day hospital and the “open 
door” of prisons and mental hospitals are 
beginning to replace the older coercive 
= methods of the management of prisoners 

and mental patients. 

k It may be appropriate here to quote Dr. 
William Alanson White from an address at 
-the Round Table on the “Application of the 


. 1 Moreno Institute, Department of Research, 
New York, N. Y. 
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THE ROLE CONCEPT, A BRIDGE BETWEEN PSYCHIATRY 
AND SOCIOLOGY 


J. L. MORENO, M.D. 


Group Method to Classification”(6) held in 
Philadelphia, May 31, 1932. i 


I remember visiting, a few years ago, a ~ 
prison in the East with about one thousand | 


The dormitory system, 
schools, was in use. On the first occasion I- 
found no men in the solitary cells and on the f 
second occasion only one. The men were free 
to conduct themselves and the warden was 
clever enough to handle the men so that they ~ 
felt comfortable. They did not run away nor = 
did they commit acts which would have made 
the running of the prison impossible—Some 1 
years ago Congress made an appropriation for 

a prison for Washington, D. C. Roosevelt 
picked a committee to decide upon recom- ~ 
mendations and plans. Among those he chose 
was a banker, a very well-known philanthro-  ~ 
pist. Hearing of his appointment, the man im- 4 
mediately protested, saying: “I cannot serve — 
upon this committee. I know nothing about the 
project. I never was in a prison in my life. E 
The President responded : “That’s just why I 
want you.” A prison was erected without walls 
and with no cells, It still functions successfully. 


American psychiatrists traveled in recent 
years to Russia and England in search of 
“new” ideas. Had they looked carefully they 
would have found them in their own back 
yard, ; 
A new body of theory developed in the M 
last 30 years which aimed to establish a — 
bridge between psychiatry and the social — 
sciences; it tried to transcend the limitations 
of psychoanalysis and behaviorism by a 
systematic investigation of social phenom- 
ena. One of the most significant concepts 
in this new theoretical framework is the role 
concept. 


THE PSYCHIATRIC ROLE CONCEPT(7) 


Current surveys of the origin and de- 
velopment of role theory and role concept 
emphasize the contributions made by so- 
ciologists and psychologists but neglect the 
contributions of psychiatrists. The reader 
gets the impression that psychiatrists had 


Ru 
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nothing to do with the development of role 
concepts. The authors of these surveys are 
often psychiatrists(14). Why do these au- 
thors look for the origin of the new ideas 
in other sciences, neglecting their own, psy- 
chiatry ? Psychiatrists are often given second 
place when it comes to theory ; they react 
with inferiority feelings when they are ac- 
cused by psychologists and sociologists of 
being less scientific, Sociologists in contrast 
suffer frequently from a superiority bias, 
writing being their favorite occupation 
rather than observing and experimenting. 

It is only fair to point out that besides 
non-medical authors, numerous psychi- 
atrists(15-45) have had a profound 
bearing upon the development of the role 
concept influencing many sociological and 
psychological authors in their own, more 
academic formulations. 


HISTORY OF THE TERM ROLE 


Role, originally an old-French word, 
which penetrated into medieval French and 
English, is derived from the Latin “rotula.” 
In Greece and also in ancient Rome, the 
parts in the theater were written on the 
above mentioned “rolls” and read by the 
prompters to the actors who tried to mem- 
orize their part by heart ; this fixation of the 
word role appears to have been lost in the 
more illiterate periods of the early and mid- 
dle centuries of the Dark Ages, for their 
public presentation of church plays by lay- 
men. It was not until the 16th or 17th cen- 
turies, with the emergence of the modern 
stage, that the parts of the theatrical char- 
acters were read from “roles,” paper fasci- 
cles. Whence each scenic “part” becomes a 
role( 26). 

Role is thus not a sociological concept, it 
came into the sociological vocabulary via 
the drama, It is often overlooked that mod- 
ern role theory had its logical origin and 
its perspectives in the drama. It has a long 
history and tradition in the European 
theater from which gradually developed the 
therapeutic and social direction of our time. 
It is from Europe that the seed of these 
ideas were transplanted to the U.S.A. in 
the middle of the twenties(5). From the 
roles and counter roles, the role situations 
and role conserves developed naturally their 
modern extensions : role player, role play- 


ing, role expectation, acting out, and finally, 
psychodrama and sociodrama. Independ- 
ently, the sociological concept of role io y 
by G. H. Mead(46) took form (1934) and ~ 
was further developed by R. Linton(47) ~ 
(1936) ; both of these men were apparently 
unaware of the basic dependence of the 

process of role taking upon the drama, ~ 
Many American sociologists have monopo- 
lized the concept of role, especially T, Par- 
sons(48), as if it were sociological property. 
But most terms and meanings which Par- 
sons and associates present in their writings 
can be found in prior publications(52). f 


DEFINITION OF ROLE 


representation of this functioning form, per- 
is called 


satisfied 
tivity (23).—Every role is a fusion of private 


The psychodramatic role theory operating 
with a psychiatric orientation, is more inclu- 
sive. It through 
all dimensions of life ; it begins at birth and 
continues throughout the lifetime of the in- 
dividual and the socius. It has constructed 
models in which the role begins to transact 
from birth on. We cannot start with the 
role process at the moment of language de- 
velopment but in order to be consistent we 
must carry it through the non-verbal phases — 
of living. Therefore, role theory cannot be 
limited to social roles, it must include the 
3 dimensions, social roles, expressing the so- 
cial dimension, psychosomatic roles express- 
ing the physiological dimension, and psy- 
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chodramatic roles expressing the psycho- 


logical dimension of the self. 

Illustrations of psychosomatic roles are 
‘the role of the eater and the sexual role. 
‘Characteristic patterns of interaction be- 
“tween mother and infant in the process of 
‘eating produce role constellations of the 

eater which can be followed up throughout 

the different life periods. Psychodramatic 

forms of role playing as role reversal, role 

jdentification, double and mirror playing, 
contribute to the mental growth of the in- 
dividual. The social roles develop at a later 
“stage and lean upon psychosomatic and 
_ psychodramatic roles as earlier forms of 
experience. (See Table of Role Classifica- 
tions below.) 


FUNCTION OF THE ROLE 


= “The function of the role is to enter the 
F: unconscious from the social world and bring 
shape and order into it”(5). The relation- 
- ship of roles to the situations in which the 
individual operates (status) and the rela- 
on of role as significantly related to ego 
has been emphasized by Moreno(7). 


- Everybody is expected to live up to his 
» official role in life, a teacher is to act as a 
teacher, a pupil as a pupil, and so forth. But 
_ the individual craves to embody far more roles 
than those he is allowed to act out in life, and 
 eyen within the same role one or more vari- 
eties of it, Every individual is filled with dif- 
ferent roles in which he wants to become ac- 
_ tive and that are present in him in different 
_ stages of development. It is from the active 
pressure which these multiple individual units 
= exert upon the manifest official role that a 


feeling of anxiety is often produced (7). 

Every individual—just as he has at all times 
a set of friends and a set of enemies—has a 
range of roles in which he seems himself and 
faces a range of counter-roles in which he sees 
others around him. They are in various stages 
of development. The tangible aspects of what 
is known as “ego” are the roles in which he 
operates, the pattern of role-relations around 
an individual as their focus.—We consider 
roles and relationships between roles as the 
most significant development within any spe- 
cific culture (17). 


Role is the unit of culture ; ego and role are 
in continuous interaction. 


ROLE PLAYING, ROLE PERCEPTION 
AND ROLE ENACTMENT (19) 


Role perception is cognitive and antici- 
pates forthcoming responses. Role enact- 
ment is a skill of performance. A high de- 
gree of role perception can be accompanied 
by a low skill for role enactment and vice 
versa. Role playing is a function of both 
role perception and role enactment. Role 
training, in contrast to role playing is an 
effort, through the rehearsal of roles, to per- 
form adequately in future situations. 


ROLE PATHOLOGY (51) 


Regressive behavior is not a true regres- 
sion but a form of role playing. In paranoiac 
behavior, the repertory of roles is reduce! 
to distorted acting in a single role. The de- 
viate is unable to carry out a role in situ. 
He either overplays or underplays the part, 
inadequate perception is combined with dis- 
torted enactment. Histrionic neurosis of ac- 


TABLE or Rote CLASSIFICATIONS ° 
A Origin Degree of Spontaneity Content Quantity 
Sa Collective Roles Role Taking (Conserve) Psychosomatic Roles (e.g., Deficiency of Roles 
; s Role Playing Role of the Eater) Adequacy of Roles 
, Individual Roles Role Creating Psychodramatic Roles Superiority of Roles 
Social Roles 
Time Warming up Speed Consistency Rank Form 
Expectancy (Future) Slow Weak Dominant Flexible 
Average 
Presentness . Fast Balanced. Recessi Rigi 
Overheated aie es 
_ Reminiscent (Past) Strong 


® From J. L. Moreno, Spontaneity Theory of Child Development, Beacon, N. Y. : Beacon House, 1944, 
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tors is due to the intervention of role frag- 
ments “alien” to the personality of the 
actor(7). 


CO-UNCONSCIOUS STATES 
AND THE “INTER-PSYCHE’ (18) 


By means of “role reversing” one actor 
tries to identify with another, but reversal of 
roles can not take place in a vacuum. In- 
dividuals who are intimately acquainted re- 
verse roles more easily than individuals who 
are separated by a wide psychological or 
ethnic distance. The cause for these great 
variations are the developments of co-con- 
scious and co-unconscious states. Neither 
the concept of unconscious states (Freud) 
nor that of collective unconscious states 
(Jung) can be easily applied to these 
problems without stretching the mean- 
ing of the terms. The free associations 
of A may be a path to the unconscious 
states of A; the free associations of B may 
be a path to the unconscious states of B; 
but can the unconscious material of A link 
naturally and directly with the unconscious 
material of B unless they share in uncon- 
scious states ? The concept of individual un- 
conscious states becomes unsatisfactory for 
explaining both movements, from the pres- 
ent situation of A, and in reverse to the 
present situation of B. We must look for a 
concept which is so constructed that the ob- 
jective indication for the existence of this 
two-way process does not come from a 
single psyche but from a still deeper reality 
in which the unconscious states of two or 
several individuals are interlocked with a 
system of co-unconscious states. They play 
a great role in the life of people who live 
in intimate ensembles like father and 
son, husband and wife, mother and daugh- 
ter, siblings and twins, but also in other 
intimate ensembles as in work teams, com- 
bat teams in war and revolution, in con- 
centration camps or charysmatie religious 
groups. Marriage and family therapy, for 
instance, has to be so conducted that the 
“interpsyche” of the entire group is re-en- 
acted so that all their tele-relations, their co- 
conscious and co-unconscious states are 
brought to life. Co-conscious and co-un- 
conscious states are, by definition, such 
states which the partners have experienced 
and produced jointly and which can, there- 


fore be only jointly reproduced or re-en 
acted. A co-conscious or a co-unconscio 
state can not be the property of one ind 
vidual only. It is always a common property 
and cannot be reproduced but by a coi 
bined effort. If a re-enactment of such co 
conscious or co-unconscious state is desired 
or necessary, that re-enactment has to take 
place with the help of all partners involv 
in the episode. The logical method of su 
re-enactment à deux is psychodrama. How: 
ever great a genius of perception one part 
ner of the ensemble might have, he can 
not produce that episode alone because they 
have in common their co-conscious and co 
unconscious states which are the matrix 
from which they drew their inspiration and. 
knowledge. 


As a general rule, a 
mentarily developed, normally developed, or — 
over-developed ; 2. Almost or totally absent in — 
a person (indifference) ; 3. Perverted into a 
hostile function. A role in any of the above 
categories can also be classified from the point — 
of view of its development in time : 1. It was 
never present; 2. It is present towards one 
person but not present towards another ; 3. It 
‘was once present towards a person but is now — 
extinguished (16). X 

A simple method of measuring roles is to use 
as a norm permanently established processes 
which do not permit any change, role con- 
serves like Shakespeare’s Hamlet or Othello, 
Goethe’s Faust or Byron’s Don Juan. Another 
method of measurement uses as norms social — 
roles which are rigidly prescribed by social and — 
legalistic customs and forms. Illustrations for — 
this are social roles as the policeman, the judge, 
the physician and so forth. Another method of 
measurement is to let a subject develop a role 
in statu nascendi, placing him into a situation ~ 
which is little structured, up to situations — 
which are highly organized. The productions of 
different subjects will differ greatly and w 
provide us with a yardstick for role measur 
ment. Another method of measurement is to — 
place a number of subjects unacquainted. wil 
each other into a situation which they have 
to meet in common. Illustration : six men OF 
equal military rank are camping. Suddenly 
they see an enemy parachutist landing in the 
nearby forest. They have to act on the spur of 
the moment. A jury watches to see how the 
group grows in statu nascendi ; it may discern 
(a) what relationships develop between the six 


men ; who is taking the initiative in the first 
_ phase, in the intermediate phases, in the final 

hase of their interaction ? Who emerges as the 
“leader”? (b) What action do they take to- 
wards the enemy? (c) How is the situation 
ended and by whom ?(7, 16). 


Another significant method of measure- 
“ment is the analysis of role diagrams and 
sociograms of individuals and groups from 
‘the point of view of role interaction, tole 
clustering and prediction of future behavior. 
_ EMPIRICAL AND EXPERIMENTAL 

__ VALIDATION OF ROLE THEORY 

A considerable amount of experimental 
‘and validation studies have been made in 
recent years(49, 50). 


certain set of roles which it imposes with a 
_ varying degree of success upon its member- 
ship (21). 
In contrast to the theories presented by 

psychologists and sociologists “psychiatric 
role theory” developed largely out of clinical 
contexts, methods of prevention, treatment 
of psychoses and neuroses, of marriage and 
family groups, of interpersonal relations, of 

problems of industrial adjustment, of. the 
_ fields of mental hygiene and education. 
Role research and role therapy are still in 
eir infancy. Psychodrama presents a valu- 
able vehicle for experimental and control 
studies of roles. It permits the observation 
of individuals in live situations in which 
they are concretely involved. 
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= The hospital at Lambarene in French 
_ West Africa established in 1913 by Dr. 
_ Albert Schweitzer and still under his direc- 
tion is familiar to people throughout the 
world through Dr. Schweitzer’s writings 
and the writings of visitors, 
_ _ Outside of the picture that is made up of 
_ both fact and fantasy, myth and truth, there 
is the reality of the medical and surgical 
work that goes on in the hospital as hun- 
dreds of natives are treated every month 
for conditions which are usually severe and 
_ infinitely varied. 
_ Though exact statistics are not kept be- 
_ cause of limitations of time and personnel, 
_ and the medical records are somewhat brief, 
there are many circumstances in the dis- 
_ eases and treatment of the patients which 
make them of especial interest for research 
purposes. The survey of surgery at Lam- 
barene recently published(1) and studies 
in the cardiovascular status of the native 
= population which have been lately con- 
_ ducted there by visiting physicians inter- 
_ ested in hypertensive disorders suggest some 
_ of the areas which have most recently been 
_ touched upon, 
It was my good fortune to spend a week 
_ in June 1961 at Lambarene, and while I 
-was there concentrated the majority of my 
time and interest, by request as well as dis- 
Position, on the psychiatric facilities which 
exist at the hospital. 
There was on hand a supply of several 
thousand 8 mg, tablets and 5 mg. ampoules 
_of Trilafon along with smaller quantities of 
10 mg. Marplan and 15 mg. Niamid tablets, 
but these had not been used since Dr. 
_ Schweitzer had wished to wait till a psychi- 
_atrist happened to visit to advise in their 
utilization, Throughout the year among the 
visitors come representatives of the various 
medical specialties, though I was told I was 
the first psychiatrist who had come to Lam- 
barene. 
It was reported to me that outside of new 
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neuropsychiatric facilities in Brazzaville, the 
status of which was not clear, the quarters 
for neuropsychiatric patients at Lambarene 
were the only ones available in the entirety 
of French West Africa. These quarters are 
for the native Africans. One room, infre- 
quently used, was constructed for the 
occasional white patient. It is essentially 
necessary for any white psychotic patient 
to go to Europe if he is to receive care. 

At the time of my visit there were 18 
rooms for that number of patients, male or 
female. These rooms are in 3 separate build- 
ings ; 6 in 2 buildings of the maximum se- 
curity type, and 6 in adjoining structures 
where the least disturbed individuals are 
housed. The patients are divided approxi- 
mately into 3 categories and housed accord- 
ingly—most severely, severely, and moder- 
ately disturbed. 

The 2 maximum security buildings each 
contains 6 small rooms yery solidly built. 
Light is provided through heavy wooden 
grills beside and over the door. There is no 
furniture in the rooms. Patients sleep on 
the floor with a blanket to cover them if 
necessary and with a movable receptacle for 
toilet use. The construction is so well exe- 
cuted that even the most disturbed psy- 
chotic patient rarely can do any damage in- 
side, though one floor was in process of 
repair where one man had succeeded in 
tearing out a couple of boards. If a patient 
is too disturbed to allow out of the room, 
food is passed through an aperture with a 
sliding panel which is otherwise locked in 
place, 

The attempt is made to have a nurse 
solely for the unit. At the time I was there, 
the woman in charge, Miss Ruth, had had 
no nurse's training though she had worked 
for a few months with patients in a mental 
hospital in Europe. By temperament she 
was ideally suited for such work, being 
kind, patient, and both permissive and firm 
as the situation demanded. One of the phy- 
sicians on the staff, Dr. R. Friedmann, who 
has a great deal of interest in psychiatry 
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and has had some experience in the field, 
includes among his duties the supervision 
of the neuropsychiatric patients. 

In the mornings, the patients who are 
able to come out of their rooms are brought 
to an area between two of the buildings 
which house them where they sit about 
quietly. They are encouraged to take part 
in various simple activities which are a 
combination of occupational and industrial 
therapies. These consisted mainly of making 
fishing nets out of suitable strands, and roll- 
ing pineapple and hemp fibers into twine 
for use in the hospital. Future plans include 
expansion of these activities to create a 
more varied and useful program. 

Meals are cooked at this gathering place 
in an iron pot over a slow log fire in the 
same way they are cooked by the natives in 
their villages, and consist of such local 
staples as fish and rice. There were two 
native orderlies who assisted in all the ac- 
tivities of the unit, including dispensing 
tablets and giving injections under Miss 
Ruth’s supervision. 

At the time of my stay there were 5 pa- 
tients whom it was necessary to keep in 
continuous seclusion due to their agitation, 
combativeness, and generally disturbed 
state. The rooms are small and rather dark, 
and in addition to removal from interper- 
sonal contact and normal physical activity, 
the natives who all believe in the omni- 
presence of malignant spirits and “vam- 
pires” are especially frightened at night 
when delusions and hallucinations com- 
pound their usual-fears of the supernatural. 

In this connection it is worth mentioning 
that any treatment program is complicated 
by the fact that after the patients are locked 
in their rooms for the night at about 4:00 
p.m. they are essentially unattended, and 
friends or enemies can pass food and drink 
into the rooms through the heavy wooden 


grill. Included may be palm wine, which 


creates many alcoholic problems among the 
natives generally and various drugs, some 
of which may be highly toxic. Hence it is 
not possible to be precisely certain about 
the results of medication because of these 
extraneous complicating factors. 


After discussion of the drugs on hand ; 


with Dr. Schweitzer and other staf mem- 


bers, I outlined the usage and general re- 


sults in treatment of patients in psychiai 
hospitals in the United States and su; 
gested a plan to give Trilafon to the 5 | 
turbed patients ; 4 men and 1 woman ; an 
Marplan to 5 who appeared depressed. One © 
patient who had depressive features and 
periods of excitement received both drugs. — 

With Trilafon, treatment began with in: 
tramuscular injections of 5 mg. with 4 pa- 
tients. The fifth refused the injections and 
was started on oral Trilafon, 8 mg. q.id, It 
was possible to shift to the oral route 
the first intramuscular injection of Trilafor 
with all 4 patients as they appeared now ~ 
able to cooperate with treatment to the ex 
tent of taking the medication. 

Marplan was started on a 10 mg. t. 
basis with 5 depressed patients ; 4 men, 
woman—one of whom, as noted, was al 
on the dosage of Trilafon, 8 mg. q.id. 

It is fairly obvious that diagnosis of pi 
tients in a cultural setting unfamiliar to th 


en (the system of communication between 
natives and staff involved a sort of “pidgin’ 
French), poses problems which can bi 
solved only with the help of colleagues on 
the scene, and with reliance upon criteri 
of the grosser but important sort, such 
motor activity, facial expression, tone 
voice, ability to relate to examiner and ~ 
others, response to presumably delusi 
and hallucinatory material, and resen 
blance to categories of psychiatric illnes 
encountered elsewhere. 

From what Dr. Friedmann and Miss 
told me about each patient during the hos- 
pital course along with any past history 
available plus what I observed myself fc 
2 days during the stage of planning th 
treatment program, the decision to admin 
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as apt to occur between ordering and recep- 
tion due to the distance from Europe and 
vagaries of shipping. 


i Two sat on the steps of their rooms, 
participating in this peripheral way in the 
oup. Their doors were open, but they did 
not leave the steps to venture further. One 
of these two had been acutely disturbed, 


In the 4 days Marplan was administered, 
some improvement was reported in one 
male patient and the one female in this 
group, though I was unable to notice any 
significant change myself, This obviously 
was not a long enough period to afford any 
_ conclusions about Marplan. 

Due to the heavy press of manifold medi- 
_ Cal and administrative duties, Dr. Fried- 
- mann did not often have time to discuss 
questions and concerns with Miss Ruth, so 


that with free time at my disposal it was 
possible to talk over with her a variety of 
matters, including the treatment program 
and techniques of handling psychotic pa- 
tients in quite general terms. I made the 
suggestion that if possible some time be 
found for this kind of discussion with Miss 
Ruth by Dr, Friedmann to maintain her mo- 
rale and lessen some of her uncertainties and 
anxieties in a relatively unfamiliar role, 

Recommendations and suggestions about 
present and future drug therapies, as well 
as some points suggested for general man- 
agement in keeping with accepted psychi- 
atric policies in the United States and 
adapted to local circumstances at Lambar- 
ene, were written out and left with the staff 
for future guidance. 

Soon a 6-room additional unit is to be 
built adjacent to the existing 3 units. In 
keeping with psychiatric hospitals every- 
where, the growing load of patients, the 
turn-over in personnel, and the demands on 
the staff present familiar problems to the 
administration at Lambarene, 

However, the pioneer work which has 


cant contributions to the development of in- 
sight and understanding of the problems of 
diagnosis and treatment of mental illness in 


„Tt is a situation where the medical super- 
vision of the Psychiatrically ill will of neces- 
sity be done by Physicians who are not 
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specialists in psychiatry, since the circum- 
stances of the local scene and medical de- 
mands do not make possible or desirable 
the regular presence of any specialists. 
However, specialists in the various fields 
come throughout the year and are always 
ready and willing to contribute as seems 
feasible their ideas, service, and experience 
to the unique and remarkable hospital 
which is Dr. Schweitzer’s personal creation. 


It is, of course, not possible to reach any 
significant conclusions about the efficacy of 
drug therapy in treatment of mental illness 
among the natives in Africa from this proj- 
ect due to the small numbers of patients 
involved, lack of controls, and the brief time 
in which the unit and its patients were ob- 
served. The good response with 4 patients 
receiving Trilafon and some modest im- 
provement with one may have been due to 
the added attention shown them by the 
nurse and myself. However, the same atten- 
tion was shown the 5 depressed patients 
who received the Marplan, but in the same 
length of time they showed no really sig- 
nificant change. This suggests that there 
was a specific action of the Trilafon in les- 
sening both motor and psychic over-activity. 
The antidepressants appear to take longer 
as a rule to have effect than the various 
“tranquilizers,” so that it naturally could not 
be decided that the Marplan was not to be 
effective. Later communications from Lam- 
barene may help to elucidate the effects of 
this, and other pharmacological agents, in 
decreasing seclusion for patients and per- 
mitting them to return more quickly to their 
families and home communities. 

Since relatively few statistics have as yet 
been compiled from the available records in 
the hospital, little can be said about the 
incidence of mental illness among the native 
population served. The hospital has in- 
creased in size steadily through the years. 
The numbers of patients of all kinds have 
grown steadily both in the hospital and in 
the outpatient clinic. The numbers of rooms 
for psychiatric patients have concomitantly 
increased, and 6 new ones are planned for 
the near future. As quarters and treatment 
become increasingly available, it is likely 
that treatment of psychiatric ills will in- 
crease, as is true virtually wherever psychi- 
atric facilities exist. 


It is worth noting that the attitude a 
practice among the native population - 
ward sexuality is reported by staff memb 
who have known them for many years to’ 
almost completely permissive, and with 
the neurotic guilt and anxiety characte 
of our own culture which has long treated 
sexuality in the rigid, repressive fashion 
familiar to psychiatrists and social scientists 
Husbands and wives are reportedly free t 
haxe sexual relations as they please outside 
of marriage, and premarital sexuality 
equally free. As a result, venereal disease 
are found in virtually all males and f 
old enough to be capable of sexual ini 
course. Gonorrhea, for example, with 
many complications, occurs in 96-98% of the 
population. While apparently no anthrop 
ogist has studied the native culture in th 
Lambarene vicinity, these reports 
based on long familiarity by a few s 
members with the natives. 

If Freud’s thesis is correct that the exces 
sive repression of sexual impulses, feelings, 
and wishes produces a considerable portion 
of neurotic anxiety and related symptoms it” 
might be suggested that inhabitants of a 
completely permissive culture, sexually — 
speaking, would not have difficulties aris 
from this specific area, at least, of existence: 

In the search for a more adequate under: 
standing of mental health and illness, i 
conceivable that a close study of such 
culture as exists in and around Lambarene 
still essentially unaffected by the moral © 
cepts of Christianity despite the presence 
Protestant and Catholic missions 
yield data that would be of value to p 
chiatry in theory and application. 

The fact that Lambarene has been 
parently the only existing facility in Frenel 
West Africa for psychiatric patients, 
still is the only place where treatment 
available in thousands of square miles 
the native and white population, sug 
its importance for psychiatry in , a 
well as the desire of Dr. Schweitzer 
utilize as many modern concepts in t 
fields of medicine as is appropriate to local 
realities. It also accords with the interest 


ee TD b 


chiatry which Dr. Schweitzer has al- BIBLIOGRAPHY 

ays had, and which first became evident 1. Goldwyn, R. M., and Friedmann, R. L. : 

the thesis he wrote for his M.D. degree, New Eng. J. Med., 264 : 1031, May 1961. 

h was “A Psychiatric Study of Jesus” 2. Schweitzer, A.: A Psychiatric Study of 
Jesus. Boston : The Beacon Press, 1948. 


Recent studies of response to treatment in 
schizophrenia have reported improvement 
in prognosis since the introduction of the 
tranquillising drugs(1, 3, 8, 11, 13). The 
concomitant presence of other exogenous 
factors likely to affect the course of the dis- 
ease, for example, environmental changes(2, 
4, 6), attitude of the psychiatrist towards 
drug-treatment, the quality of nursing care, 
and the state of repair of the ward itself(9, 
12) indicates the need for both caution and 
further investigation in other mental hos- 
pitals. 

This report is of a 3-year follow-up study 
of schizophrenics admitted for the first time 
during the periods 1949-53 and 1954-57 in- 
clusive. Nineteen hundred and fifty-three 
was the last year in which tranquillisers 
were not in general use in this hospital, thus 
providing a dividing line (31-12-53) be- 
tween the two eras. Name, sex, age, marital 
status, certified or voluntary, occupation, 
number of admissions during the 3-year fol- 
low-up interval, number of days spent in 
hospital in this time, and treatments given, 
were obtained for each first-admission schiz- 
ophrenic, An upper age limit of 45 was ap- 
plied to avoid the diagnostic difficulties of 


1 We are indebted to Dr. A. M. Wyllie, Phy- 


sician-Superintendenty for making hospital records 
available to us. 

2Senior Registrar, Kingseat Hospital, New- 
machar, Aberdeenshire, Scotland. 

8 Clinical Clerks, Aberdeen Royal Mental Hos- 
pital, Scotland. 
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middle-age delusional illnesses. Outcom: 
3 years were classed as 1. One admis: 
with subsequent discharge; 2. Relaps: 
more than one admission within 3 years; 
3. Chronic—never discharged during the fol- 
low-up. The administrative routine of 
hospital ensured approval of the diagno: 
in every case by the Senior Consultant, 
so reasonable consistency was probably 
achieved in the clinical spectrum, 

The 890-bed hospital serves the agricu 
tural and seaward counties of Aberdeen- 
shire, Banffshire, and Orkney Islands, total 
population 216,203(14). No outstandin, 
change occurred in this population during 
the period involved. í 


RESULTS 


Two hundred and twenty-one first-attack 
schizophrenics were admitted during 1949- 
57 inclusive. One hundred and nineteen were 
male, 102 female ; 105 (47.5%) were certi 
fied. In 1949-53 there were 128 admissions, 
in 1954-57, 93. During the same period 
1949-57, total first admissions of all dia 
nosis comprised 2280 cases. Comparison 0 


with first admission schizophrenia figures — 
(Table 1), shows no admission trends other 
than the minor role of new cases of schizo- 
phrenia in bed-occupancy. an 

The distribution of schizophrenics by sex, 
marital state (unmarried), and mean age 
appears in Table 2. j 


First Admissions 1949 1950 1951 1952 1953 1954 1955 

All Diagnosis 256 265 279 254 270 259 254 243 
Schizophrenia 28 33 27 16 24 20 18 33 

TABLE 2 
Male Schizophrenics Female Schizophrenics 
Years No. Unmarried Mean Age No. Unmarried Mean Age’ 

1949-53 65 58 (89%) 26.7 63 42 (66%) 27.8 
1954-57 54 43 (79%) 27.9 39 19 (49%) 29.1 
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= The sample shows for both periods the percent gain in female one-attack cases 
_ usual higher proportion of males, and the (from 55.5% to 64%), compared with males 
unmarried, with no marked difference in (69% to 72%) from the earlier to the later 
mean age at admission for either sex or be- epoch. These gains are unlikely to be sig- 
__ tween epochs. The occupational distribution nificant but serve to indicate the trend. The 
_ for males reflects the economy of the dis- bulk of cases displaced from the male 
ct, and confirms the greater loading in the chronic group has shifted into the higher 

labouring classes (social group 4 and 5). percent relapsing in the 1954-57 era (12.3% 


TABLE 3 


‘Social group Occupation Number Percent of sample Percent of N, E. 


Scottish population 
1 Professional 10 8% 2.3% 
2 Farmers, crofters 7 5% 23.5% 
3 Tradesmen 23 27% 42.5% 
4 Fishermen : 12 10% ) 
5 Farm servants 39 34% ) 60% 32.0% 


Labourers 


to 24% relapsing), while for females the 
class and the surprisingly high percentage spared chronics have moved into the one- 
attack percentage of 1954-57. The import of 
these changes in later years is not entirely 
clear but may depend in part on the treat- 
ments exhibited de novo at this time. Break- 
down of the relapsing group into numbers 
with 2, 3, 4, 5, or 6 readmissions appears in 
Table 5. The increased number of females 
with 3 or more admissions may represent 
potential chronics whose stay has been 
shortened sufficiently by new treatment re- 
gimes to bring them, at the price of frequent 
à readmissions, into the relapsing class. Pre- 
cases at 3 years from first admission by per- sumably an equivalent proportion of “re- 
centage in each possible type of outcome is lapsing” schizophrenics were transformed 


by treatment into one-attack cases. The 


One attack 45 69.0% 35 55% 722 
Relapsing 8 123% 19 300% E See 
Chronic 12 18.4% 9 14.2% 2 3.7% 2 5.1% 
Totals 65 100.0% 63 100.0% 54 1000% 39 100.0% 


There are 2 noteworthy features among raised proportion of 3 a- 
these figures. 1. The very significant re- tients ETRE tk eerie with 
duction in percent cases becoming chronic the trend reported elsewhere as an ac- 
for both sexes from about 15% (18.4% and companiment of shortened duration of stay 
14.2%) in 1949-53, to about 4% (3.7% and in hospital(8, 13). Among the men, the 


_ 5.1%) in 1954-57; 2. The more impressive situation is reversed, with little change in 
$ ¢ p ; 
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TABLE 5 


% 


No. of Admissions 1954-57 

2 5 7.7% 10 
3 2) 3 

4 1) 46% —) 

5 —) —) 

6 —) —) 
Total 8 13 
Group Total 65 54 


18.5% 17 27.0% 8 


2) 2) 
5.5% —) 31% 
meat =) 
—) 1). 
19 12 
63 69 


the proportion of 3 or more attack patients 
(4.6% and 5.5%), but a very clear accumula- 
tion of 2-admission cases in 1954-57 (7.7% to 
18.5%). The general picture is of less chron- 
icity without greatly increased relapse fre- 
quency, about two-thirds of both sexes hav- 
ing only 1 attack within a 3-year follow-up. 

Table 6 indicates the mean duration of 


TABLE 6 
Mean No. of Days Spent in Hospital 


shortening of l-attack mean stay for 

sexes in the more recent epoch may 
hint of a trend which has not yet beco; 
statistically detectable. Similarly a tren 
towards lengthened mean stay in the relap: 

ing groups may be under way, as might be 
anticipated if the hypothesised shortenin 
of the stay of potential “chronics” in. 


1949-53 1 


One attack 
Male 
Female 

Relapsing 
Male 
Female 


225 (N-45) 214 (N-39 
167 (N-35) 


367 (N- 8) 
440 (N-19) 


hospital residence in the 3 years following 
first admission, measured in days, for 1-at- 
tack and relapsing cases. There has been no 
significant alteration in the mean time spent 
in hospital from 1949-53 to 1954-57, for 
either sex, whether one attack or relapsing. 
Females show a mean l-attack stay in hos- 
pital of about half the duration of 1-attack 
males, though not statistically significant, 
presumably due to the wide variations of 
the time spent in hospital (range for males 
12-987, for females 28-672). The slight 


TABLE 7 
Mean Days in Hospital for Various Treatment for All Years 


more recent period is in fact bringing 
number of these within the limit 
3-year follow-up, albeit only just within 
so pushing higher the mean length of ste 
for the relapsing group. : 
Categorising the sample by treatmer 
given and calculating mean number of da; 
in hospital for each type of treatment, u 
l-attack cases only, produces the follo 
figures. In 6 cases modified insulin 
seemed to have been used, so these 
excluded. The group labelled tang 


ECT only 


ECT & Insulin Coma 


119 (N-21) 
_% 29 


261 (N-20) 
147 (N- 9) 


243 (N-14) 
104 (N- 5) 


532 


SCHIZOPHRENIA IN A NORTH-EAST SCOTTISH MENTAL HOSPITAL _[ December 


includes all cases in which these drugs were 
= used, with or without other physical treat- 
~ ments, but excluding insulin coma therapy. 
 Tranquillisers alone were used in only 2 
females, The important differences are those 
between “E.C.T. only” and “tranquillisers,” 
for both sexes. The factor determining 
- length of stay is probably the clinical sever- 
ity of the individual case rather than the 
treatment used, the more severe or less re- 
_ sponsive having greater risk of exposure to 
new or further lines of therapeutic attack. 
The outcome for first-admission schizo- 
phrenias in terms of number still in hospital 
at varying time intervals up to 3-years from 
admission date can be seen from Table 8. 


problem of diagnostic consistency. In this 
particular instance it underlines the need 
for great caution in interpreting claims of 
miraculous improvement in the treatment 
of schizophrenia by the use of “tranquil- 
lisers.” If this method of assessment does 
reflect the results of treatment, it tends to 
show that in this instance there has been no 
apparent shortening of stay in hospital since 
the introduction of these drugs. Among the 
l-admission cases of both sexes less than 50% 
received tranquillisers in the years 1954-57. 
Those so treated had for both sexes a longer 
mean duration of hospitalisation than for 
any other treatment used. E.C.T. on its own 
was associated with the shortest mean stay, 


TABLE 8 
No. of Patients Still in Hospital at 3-Monthly Intervals after First Admission 
Months after First Admission 
Admissions No! ap 8 Want 12) AIBA sie ah) cet so: 33. ; 3B 
F (1949-53 65 49 31 25) aed 21 20 19 18 18 18 13 15 
= Male (195457 54 36 24 16 15 13 12 9 6 7 8 6 8 
>, (1949-53 63 43 24 19 20 22 23 21 20 15 15 13 12 
Female (1954-57 39 23 11 7 7 9 7 6 8 9 8 6 7 
Total 221 


All patients are included without regard 
_ to whether one-attack, relapsing or chronic, 
and this should be borne in mind in con- 
sidering the table. 
= In 1949-53, 66% of first-admission schizo- 
_ phrenias were out of hospital within a year, 
= and 70% in 1954-57, among males. For fe- 
males corresponding figures are 68% and, 
surprisingly, 82% in the later sample. At 36 
months of males 23% remained in hospital in 
_ 1949-53 group, and 18% in the other. Of 
= women, 20% were still inpatients at 36 
_ months, in both 1949-53 and 1954-57. These 
cent discharges remain lower than Nor- 
ton’s (1961) report of 86.7% of schizophre- 
nics discharged within one year and only 
10% remaining in hospital at the end of 2 
years (8). 
CoMMENT 
The crudeness of the length of stay 
method in indicating therapeutic effective- 
ness is recognised, but it does provide a 
simple yardstick for comparisons between 
hospitals and overcomes, by ignoring it, the 


while insulin coma occupied an intermedi- 
ary position. A likely explanation is that the 
tranquillisers took second place to the phy- 
sical treatments in the favour of psychi- 
atrists at this hospital, and were therefore 
never used with sufficient intensity or per- 
sistence. Another proposition would suggest 
that the lowering of chronicity from about 
15% to about 5% in 1954-57 without rise in 
the mean duration of stay, implies of neces- 
sity, a shortening of stay in the “ex-chronics” 
now included with the 1-attack and relaps- 
ing classes, This may suggest in turn, that 
these ex-chronics are a relatively resistive 
group to most forms of therapy and they 
tend as a result to have the whole spectrum 
of treatments used on them including tran- 
quillisers, thus prolonging the mean dura- 
tion of stay of the particular class (1-attack, 
relapsing) they happen to enter, so tending 
in a time study to give an adverse impres- 
sion of the effectiveness of the tranquillisers. 

The shorter mean stay in hospital of fe- 
male schizophrenics may be related to the 
supposed lesser severity of the illness in 
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-women(5, 7, 10), and is quite striking in 


this sample. In the parallel measure of per- 
centage l-attack, relapsing, and chronic, 
however, there is no evidence of a greater 
recovery potential in women, both sexes in 
the later period showing the same propor- 
tion generally of each outcome. The im- 
provement in the proportion of l-attack fe- 
males from 1949-53 to 1954-57 is no doubt 
partly due to a change of discharge policy 
from, paradoxically, an early discharge sys- 
tem in the earlier years to a more conserva- 
tive longer stay system recently. The 5% 
chronics may be the indestructible few who 
will form the base-line for estimates of 
future bed requirements. These figures do 
not agree with other reports that the recent 
increase in schizophrenic admissions is at- 
tributable to more frequent relapse admis- 
sions—the tendency among females in this 
sample is to a reduced relapse rate in the 
follow-up to 3 years, but males do show a 
trend towards higher number relapsing in 
the more recent period (24.0% cf. 12.3% in 
1949-53), 

The figures reported here seem to indi- 
cate the conformity of this hospital to the 
national pattern of greatly improved prog- 
nosis for first-admission schizophrenia, with 
a few minor differences attributable to a 
more conservative, and possibly more re- 
sponsible, attitude to what constitutes fitness 
for return to the community. The latter 
point is underlined in the comparative mean 
lengths of stay of “ever-discharged” cases— 
in Norton’s (1961) (8) sample 63 days in re- 


cent years, in this Scottish sample 
days. Evidently in Scotland the count 
tal hospital will continue to fill a 

bed-days per patient remain at this lev 
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K The literature on aging frequently refers 
to decline with age in the physical, social, 
- economic, and psychological areas. Obser- 
vational data suggest that many old people 
are not well adjusted. There is, however, 
scant experimental evidence to support 
these contentions. 

Birren(1) suggested that essential char- 
acteristics of life change with age and re- 
commended that chronological age be used 
as an independent variable to study the in- 
fluence of age on life situations. 

Several theoretical formulations concern- 
ing the degree and direction of change in 
personality with age have been reported. 
Kuhlen(6,7) found a curvilinear relation- 
ship between age and degree of personal 
happiness and attributed these findings to 
_ changes in time perspective. Slotkin(10) 
_ also theorized a curvilinear relationship be- 
tween age and adjustment but attempted to 
explain the aging process in terms of Buh- 

 ler’s 5 stages of life. 

i Buhler(3) contended that the adult peri- 
-od can be divided into 3 phases : a period 
_ of expansion, of stability, and of restriction. 
_ During the expansion phase, the individual 
_ is working toward making a stable adjust- 
= ment. After achieving and maintaining a 
~ level of stability, the individual enters the 
= restriction phase which is characterized by 
an attempt to test the results of his life and 
to find gratification in his past accomplish- 
ments, 

Linden and Courtney(8) contend that the 
human life span follows a cyclical pattern. 
In their clinical practice, they observe peri- 
ods of physiological and psychological up- 
heaval from which the individual recovers 
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1 This article is adapted from a dissertation sub- 
mitted to Teachers College, Columbia University, 
in partial fulfillment of the requirements for Ph.D. 
The author would like to acknowledge the con- 
tributions and encouragement provided by his 
dissertation committee, Professors Albert S. 
Thompson, Abraham Jacobs, and Irving Lorge. 

2The study was completed while the author 
was a Counseling Psychologist Trainee at the 
Veterans Administration Hospital, Bronx, N. Y. 

3 Now at Psychology Service, Veterans Adminis- 
tration Hospital, Brooklyn, N. Y. 


= 534 


AGE AND THE SELF CONCEPT * 


KENNETH L. BLOOM, Pu.D.? 3 


until the cycle is repeated. They do not 
hypothesize a downtrend in adjustment 
with age. They conclude that maladjustment 
in old age results from the conflict between 
chronological age, expectation of the self, 
and the expectations of others. 

Phillips(9) concluded that the most sig- 
nificant factor in determining emotional ad- 
justment in old age was the person’s percep- 
tion of himself as old and his assumption 
of the role of an old person. Havighurst(5) 
used the term “role flexibility” which he de- 
fined as the ability of the individual to 
change roles easily and which he considers 
essential for good adjustment in old age. 
This point of view is closely related to that 
of Snygg and Combs(11) who theorized 
that the inadequacy of the phenomenal self 
to accept its perceptions results in the most 
serious threat to personality. It would seem 
that self concept theory is an adequate 
frame of reference from which to study the 
aging process. 

Self acceptance and self rejection are as- 
pects of the self concept and have been 
used frequently as a measure of personal 
adjustment. It is logical to assume that the 
correlates of the aging process result in dif- 
ferences in self acceptance and self rejec- 
tion. The present study attempts to test the 
hypotheses that self acceptance decreases 
and self rejection increases as individuals 


grow older. 


METHOD 
Subjects 

The sample consisted of 83 white male, 
surgical patients at the Bronx VA Hospital, 
a GM&S hospital in the Metropolitan New 
York area. Subjects (Ss) were patients with 
surgical disabilities of a nonchronic and 
nondisabling nature who had been hospital- 
ized for relatively short periods of time. 
Typical diagnoses were hernia, hemorrhoids, 
deviated nasal septum, varicose veins, etc. 

Background data suggests that the sam- 
ple was representative of native-born Amer- 
icans in urban communities, The mean ed- 
ucational level of the group was 10.7 grades, 
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The correlation between age and educa- 
tion was —.31. Occupationally, the group 
consisted primarily of skilled trades, crafts- 
men and clerical workers. Information rela- 
tive to post-hospital plans revealed that 80% 
intended to return to their previous jobs 
upon leaving the hospital. 

The above data indicate that we are not 
dealing with a “marginal” or “abnormal” 
group but it is recognized that the results 
of the study are only suggestive and can- 
not be applied per se to the general popula- 
tion. 


Procedure 


‘An adjective checklist (ACL) was de- 
veloped by selecting items which a group 
of “experts” (psychologists, social workers, 
and physicians) agreed would differentiate 
younger from older persons. The adjectives 
were then administered to a patient sam- 
ple who met the same criteria as the pro- 
posed subjects of the study. The patients 
rated the items as favorable, unfavorable, 
or neutral. Those adjectives rated by over 
50% of the sample as either favorable or un- 
favorable with no more than 10% disagree- 
ment were included in the final checklist. 

The final form of the ACL consisted of 
63 favorable or positive items and 32 un- 
favorable or negative items. 

Split half reliabilities for positive and 
negative scores were .93 and .88, respec- 
tively, indicating an adequate degree of in- 
ternal consistency in the scale. 

Ss were tested as close to their discharge 
date as was medically feasible. This period 
ranged from 4-7 days post-surgery. The Ss 
were asked to make a check or a zero next 


Means and Standard Deviations for Self 


TABLE 1 
Acceptance and Self Rejection Scores by Chronological and 


Perceived Age Groups 
(N=83) 


to each item on the scale to indicate whe' 
the adjective described “the way you are 
Numbers were assigned and names 
omitted from the checklists and person 
data blanks to limit defensiveness. The 
was no time limit. After completing the 
checklist, Ss were assisted in completing the 
personal information blanks. E 


Definitions 3 

Chronological age was the age of the sub- 
ject at the time of examination, Perceived 
age was based on subjects’ self ratings f 
reported on the personal information quí 
tionnaire. Each subject was asked to classi- 
fy himself as young, middle-aged, or ol 
It was found that very few persons per- 
ceived themselves as old. For the purpose: 
of testing the hypothesis of the study, per: 
ceived age was divided into 2 categories, 
“young” and “middle-aged and over.” The 
biserial correlation between chronological 
age and perceived age was 67. 

For purposes of measurement, self ac 
ceptance was defined as the positive score 
or the total number of positive adjectives 
attributed to the self and self rejection was 
defined as the negative score or the total 
number of negative items selected. + 


nal 


RESULTS 
Correlation analysis was used to test the — 
hypothesis pertaining to the relationships 
between age and the self concept. Product- — 
moment correlations were computed be- 
tween chronological age and the self con- 
cept measures and biserial correlations were 
used with perceived age. 
An item analysis was performed to identi- 


SELF ACCEPTANCE SELF REJECTION 
AGE GROUPS N EANS sp MEANS 
CHRONOLOGICAL 
20-29 17 49.5 10.00 59 
30-39 20 53.0 6.93 42 
40-49 16 57.4 4,30 31 
50-59 15 56.2 4.94 39 
60-69 15 53.4 6.80 5.1 
PERCEIVED 
Youn; 43 54.5 7.32 41 
2.66 48 


E 
Middle-Old 53.1 
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the specific traits upon which individuals 
differ with age. A younger group (39 years 
_ of age and under) and an older group (50 
years and over) were contrasted. The chi- 
quare technique was used to test the sig- 
nificance of the differences between the 
groups. ; : 
; In all statistical treatments, the 5% level 
was used as the accepted level of confi- 
_ dence. 


stubborn than do older individuals, The 
traits, calm, cautious, dignified, mature, 
quiet, wise, and unnecessary were found to 
be more characteristic of older persons. 


Discussion 
Because of the limited number of Ss and 
the nature of the sample used, the findings 
are only suggestive and subject to further 
research. 


TABLE 2 
Correlations Between Chronological and Perceived Me and Self Acceptance and Self Rejection Scores 
(N=83) 


CONCEPT OF AGE 


Chronological 
erceived 


SELF ACCEPTANCE 


SELF REJECTION 


17 —02 
—.10 07 


It can be seen from the data summarized 
Tables 1 and 2 that the correlations be- 
tween self acceptance, self rejection and age 
ere not significant. The hypotheses sug- 
esting a decline in self acceptance and an 
increase in self rejection with age are not 
accepted. 


The results suggest that similarities in self 
perception outweigh differences. Since the 
items on the scale were clearly either posi- 
tive or negative, it is probable that the 
tendency of individuals to present them- 
selves in the best possible light reduced 
some of the differences that might exist. 


TABLE 3 
Product-Moment Correlations, Correlation Ratios, and “F” Tests for Significance of Curvilinearity for 
Self Acceptance and Self ponies senes on Chronological Age 

83) 


STATISTICAL MEASURE 


SELF ACCEPTANCE SELF REJECTION 


«17 —02 
ri È i 35 <2) 
F” Test for Significance of Curvilinearity 2.76* 1.15 


Significant beyond the accepted level. 


The data presented in Table 3 indicate 
a significant curvilinear relationship be- 
tween chronological age and self accept- 
ance. The relationship between chronologi- 
cal age and self rejection was not signifi- 
cant. 

The results suggest that self acceptance 
increases from age 20, reaches a peak dur- 
ing the 50-59 year decade, and then begins 
_ to decline. 


Item Analysis 


Eleven of the items on the ACL signifi- 
cantly differentiated younger from older 
persons. More younger persons view them- 
selves as athletic, reckless, mischievous, and 


a 


The similarities in self perception can also 
be expected in view of the fact that indi- 
viduals do not change drastically with age. 
The scope and direction of the differences 
that do occur, however, provide some in- 
sight into the psychological aspects of ag- 
ing. 

The hypothesis that self acceptance de- 
creases and self rejection increases with age 
was not sustained. It is believed, however, 
that the assumption underlying this hypo- 
thesis was too simple. It is true that when 
self acceptance and self rejection scores 
were correlated with age over a wide age 
band no relationships were found. Within 
limited age ranges, differences do occur on 


tact we. See EAR 
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a linear basis. From ages 20-49, for exam- 


ple, there is a rectilinear increase in self ` 


acceptance with a decrease during the 50- 
59 year period. 

The findings therefore suggest a curvi- 
linear relationship between chronological 
age and self acceptance, which lend support 
to the conclusions of Kuhlen(6, 7), Slotkin 
(10), and Buhler(3). 

This curvilinear relationship can be vari- 
ously interpreted. Both the theories of time 
perspective and that of life stages can be 
applied. These two theoretical positions are 
closely related but the time perspective ad- 
vocates appear to be taking a narrow view 
of the effect of time on adjustment. 

Time perspective theory contends that 
the realization by older people that time 
and life are finite results in loss of personal 
happiness and may contribute to adjust- 
ment problems, but this realization may be 
influenced by the extent to which problems 
arise in critical life situations. Time perspec- 
tive may be viewed as one aspect of the 
theory of life stages which appears to be a 
much broader and more meaningful frame 
of reference from which to explain age dif- 
ferences in self perception. 


Description of the Aging Process 


Based on the results of the present study 
along with the previous findings of Kuhlen 
and Buhler’s theory, the following descrip- 
tion of the aging process was formulated. 
During the 20-29 year period, most indi- 
viduals are confronted by personal problems 
in a number of areas for which they seek 
solution, Some of these problems are: the 
need to make a satisfactory vocational ad- 
justment ; increased responsibilities ; anxiety 
over interpersonal, social, and sexual prob- 
lems ; and so forth. These adjustment prob- 
lems lead to doubts concerning the indi- 
vidual’s self worth or self esteem, hence 
self acceptance is at a low ebb. As the in- 
dividual finds solutions for these problems, 
self acceptance increases, until in the 40's, 
most individuals have achieved some meas- 
ure of stability. During the 50-59 year peri- 
od, possibly as a result of the stereotypes 
of aging along with concrete evidence of 
slowdown in functioning, there comes the 
realization of getting old. The individual 


` is again confronted by doubts and anxieties 


and thus self acceptance declines. i 
Decline appears to set in during the 50: 
59 year period which is earlier than that 
suggested by Buhler but later than thai 
hypothesized by Kuhlen. ra 
The item analysis provides additional e 
dence on the nature of age differences 
self perception. The adjectives chosen mo: 
frequently by older persons agree to som: 
extent with the psychological criteria of 
age outlined by Cavan, et al.(4), but par 
ticularly noteworthy is their close parallel 
to the positive stereotypes of aging. One can 


serves an adjustive function. 


SUMMARY 


An adjective checklist, designed by select: 
ing items which a group of “experts” agreed 
would differentiate younger from older per 
sons and which was found to be adequately 
reliable and valid, was administered to 83 — 
white male, VA surgical patients rangini 
in age from 20-69 years. Ss were asked to 
describe “the way you are.” 

Derived self acceptance and self rejec 
tion scores were correlated with chronolog' 
cal age and with a self rating of perceived © 
age. Responses -were analyzed to identify 
the specific traits which differentiate be- 
tween individuals on the basis of age. 


self perception with age outweigh differ 
ences, A curvilinear relationship was foun 


sons incorporate cer y 
A of aging into their self concept: 
A description of the aging process was out- 
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A FURTHER CLINICAL STUDY OF ANABOLIC STEROIDS IN N 
INCONTINENCE ' 


GEORGE VLAVIANOS, M.D., GIDEON SEAMAN, M.D., AND 
MARIA VLAVIANOS, M.D.? 


This is a further report of the therapeutic 
efficacy of the anabolic male steroids in 
fecal and urinary incontinence. The male 
hormone testosterone has been used in the 
enuretic patient with some success. We 
were stimulated by the observations of 
Eisenberg and Gordon on animals to de- 
termine the clinical usefulness of the ana- 
bolic compounds belonging to the andro- 
genic group in bladder and bowel inconti- 
nence in humans. Eisenberg and Gordon 
observed that the levator ani muscle atro- 
phies after castration, and that if muscle 
weight can be restored by treatment with 
potent anabolic androgenic steroids, it is 
evidence that these steroids have a true my- 
otrophic action on the levator ani muscle 
(1). The question was raised by the au- 
thors (GV & MV), whether such a myotro- 
phic effect produced in the human levator 
ani muscle might not result in a lessening of 
fecal and urinary incontinence. 

The first clinical trial was conducted by 
one of us (GV with L. Fink) on 11 incon- 
tinent mental patients with the anabolic- 
androgenic steroid norethandrolone (Nile- 
var, Searle) with encouraging results(2). 
Further studies were done by Vaisberg, 
Michael and Saunders(3), Sherman(4), 
and. Vaisberg and Saunders(5), confirming 
the preliminary results. 

The search for compounds with the high- 
est ratio of anabolic potency to androgeni- 
city has continued. One of the most promis- 
ing products of this search, methandrosteno- 


1 We wish to express our appreciation to Charles 
Buckman, M.D., Senior Director of Kings Park 
State Hospital, Pompeo S. Milici, M.D., Assistant 
Director, ai Cares, M.D., Director 
of Clinical Laboratories for their interest and 


thorough help. We are obliged to the Ciba Phar- 
maceutical Products Inc., Summit, New Jersey, for 


of the medication. 
2 Kings Park State Hospital, Kings Park, N. Y. 


lone (Dianabol, Ciba)? was selected for 
this study. It is described as having the 
most potent anabolic activity of any of the 
agents currently available(6). Chemically, 

it is 17 <-methyl-17 @-hydroxyandrosta-1,4-— 
dien-3-one. 
; OH 


CHa 


o 
METHOD pi 
This 33-week study was divided into 3 — 
phases. Sixteen male mental patients, in- 
continent of urine and/or feces were treated 
with Dianabol for 7 weeks (phase 1). They 
received 10 mg. of Dianabol orally in tablet 
form each morning. After cessation of medi- 
cation aftereffects were carefully followed 
for 14 weeks (phase 2). Late effects were 
observed over an additional 12-week period 
(phase 3). Patients were selected regardless — 
of psychiatric diagnosis or assumed etiology 
of incontinence. The only criterion for selec- 
tion was persistent incontinence. The pa- 
tients served as their own controls. Ten were — 
white ; 6 Negro. Ages varied from 39 to The 
years; average 59 years. Hospitalization — 
ranged from 8 to 35 years, with a history of 
incontinence from 2 to 25 years ; average 12 
years. All 16 were incontinent of urine, 
12 were also incontinent of feces. The psy: 
chiatric diagnosis of this group are tabu: 
lated in Table 1. Three patients suffered — 
from incontinence which would be con- 
sid to have a neurogenic cause. One 
was manic-depressive, and 12 beloni ed to 
the schizophrenic group, in which in- 
continence might be considered a part of 
the behavior disturbance. All were ambu: 


3 Trademark of Ciba, Summit, New Jersey. 
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CLINICAL STUDY OF ANABOLIC STEROIDS IN INCONTINENCE 
TABLE 1 
Inconti- Results in Phases 1&2 Phase 3 Diag- 
ee ee x aes A in Urine in Feces U. and F. nosis 
Ps, w Sy. : 
A, W. 1/9/44 C64  1947—U&F 3 2 1 Ps. w Sy) 
1 D.P.P. 
a Dy 4/9/28 W-71 1952—U&F 5 2 r € 
5 rf 4l ES W-66 1954—U&F 4 2 1 sth : 
— 1 D.P.P. 
F., Ca. 1/5/53 W-47 1954—U 3 $ 
[ey B 1/23/46 C-39 1946—U&F 2 2 1 D.P.H. 
F., Co. 3/22/34 C-65 1936—U 2 — 1 D.P.H. 
G, È 12/28/32 W-58 1947—U&F 5 3 1 D.P.S. 
L, V. 2/19/53 W-46 1954—U 2 —- 1 D.P.P. 
M, M. 12/7/26 W-60 ere : 2 : Ph 
N., W. 12/10/37 W-66 1950—U ah 
N., A. 11/24/28 C-67 1941—U&F 2 2 1 D.P.P. 
R., Ch. 9/11/29 C-62 1950—U&F 4 2 1 D.P.C. 
RoG 4/19/28 W-68 1948—U&F 4 2 1 D.P.C. 
R., Ed, 9/22/37 W-63 1948—U&F 5 4 1 D.P.P. 
S, A. 6/29/48 W-49 1952—U 2 — 1 D.P.H. 
S, Ed. 1/14/49 C-47 1959—U&F 2 2 1 Ps, d. to 
unknown : 


Left hemiplegia 


U—urinary incontinence. 
F—fecal incontinence, 


latory, mentally-deteriorated cases, living in 
-a closed ward. Some had been treated with 
ECT and insulin coma. The two syphilitic 
patients had received repeated series of 
tiluetic treatment with no improvement 
_ as to incontinence. Most had been on var- 
fous psychotropic drugs over extended 
_ periods without any obvious trends toward 
continence, All medication and treatments 
_ were terminated before the initiation of the 
_ study. All were screened for interfering 
_ bladder, prostate, kidney and liver condi- 
_ tions. They were weighed before, during 
_ and after the study, The following labora- 
_ tory studies were done before and after 
completion of the study : blood, total bili- 
Tubin, cholesterol esters, cephalin floccula- 
= tion; thymol turbidity, B.U.N., N.P.N., al- 
kaline phosphatase, calcium, creatinine, total 
protein, A/G ratio; complete blood count 
and differential, morphology, urine; albu- 
min, sugar, microscopic, creatinine, 
Ward personnel were advised not to in- 
- form the patients about the purpose of this 
trial. Their deteriorated mental conditions, 
_ with outstanding indifference, lack of drive 
and interest, and deeply reduced intel- 
lectual capability facilitated this task. Per- 


Evaluation; Continent—1, very good improvement—2, good improvement—3, some improvement—4, 


no improvement—5. 


sonnel were further advised not to change 
any procedures concerning fluid and food 
intake or ward routine ; also not to make 
any of the usual efforts to prevent wetting 
or soiling. This new attitude was instituted 
before the start of the study in order to try 
to eliminate any antagonistic reactions on 
the part of the patients and any “condi- 
tioning circumstances”(7). No attempt at 
individualization of dosage was made in 
the resistant cases, Ward charts were kept 
on which the responses (wetting-w, soiling- 
s, and continence-o), were carefully regis- 
tered daily for each of three 8-hour periods. 


RESULTS 


During phases 1 and 2, 7 of the 16 pa- 
tients who were incontinent of urine showed 
very good improvement almost immediate- 
ly and became continent (Nos. 5, 6, 8, 9, 
ll, 15, 16) ; 2 patients showed good im- 
provement as to bladder control (Nos. 1 
and 4) ; 4 patients showed some improve- 
ment (Nos. 3, 10, 12, 13). No initial im- 
Provement as to urinary incontinence oc- 
curred in 3 patients (Nos. 2, 7, 14). During 


phase 3 all patients became continent of 
urine, 
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Of the 12 patients, incontinent additiona- 
ally of feces, 10 showed very good improve- 
ment and became continent of feces (Nos. 
1, 2, 3, 5, 9, 10, 11, 12, 18, 16) ; 1 showed 
a slow but progressively good improvement 
(No. 7) ; and 1 showed some improvement 
as to fecal incontinence (No. 14). The 2 
latter patients became continent of feces 
during phase 3. Their improvement might 
be considered a late reaction. All 16 pa- 
tients were continent of urine and feces 
during phase 3. Two expressed subjectively, 
and evidenced objectively, an improvement 
in general physical condition as to vigor, 
though weight remained steady (Nos. 5 
and 9). There were no significant weight 
changes observed in the whole group. Three 
showed some improvement in mental condi- 
tion (Nos. 8, 9, 16). They were observed to 
be in better contact, more alert, and more 
active. They started to work on the ward. 
Laboratory findings remained within nor- 
mal limits. There were no side-effects ; no 
jaundice(8) was observed. 


Discussion 


We became interested in helping the in- 
continent patient as incontinence is one of 
the main factors which makes the elderly 
patient unfit for domiciliary care and leads 
to his admission to a mental institution. In 
the mental institution the incontinent pa- 
tient presents a severe nursing problem. The 
situation is aggravated by the shortage of 
nursing personnel. Unfortunately, the phy- 
sician in the mental institution has shown a 
laissez-faire attitude toward this problem in 
the past. We are well aware that it would 
be foolhardy to believe that any one agent 
would be effective in correcting all the 
types of incontinence which Jackman classi- 
fies (referring specifically to fecal inconti- 
nence) as : 1. Traumatic ; 2. Congenital ; 3. 
Acquired(9). 

Many of the incontinent patients will be 
helped only by surgical intervention. Fre- 
quently incontinence is the price paid for 
life-saving surgery, and plastic surgical 
methods, such as transplantation of the 
gracilis muscle, have been recommended for 
rectal incontinence(10). It would be of 
great interest to learn from the surgeon 
and proctologist whether conservative 
treatment with anabolic steroids might be 


of help in some cases considered at prese: 
as surgical, or in the aftercare of such 
cases in which surgery is strictly indicat 


on bladder and bowel incontinence are still — 
poorly understood. Gaston(11, 12) subdi- 
vides fecal incontinence into “sphincteric 


control is to be preserved. It is beyond the | 
scope of this study to discuss the variou: 
methods designed by Gaston and others fo 
the study of the physiology of the sphincter 
ic apparatus. This study with assumed — 
myotrophic effect of the steroids on the anal _ 
musculature may give an impetus to look ati 
previous physiological concepts from a new 
angle, and may lead to further physiological 
experimentation on humans which may af 
firm the still hypothetical pharmacodynamic 
action. 

In order to study or to exclude any 
placebo action, conditioning circumstances, — 
or the influence of individual and cultural — 
determinants, the present dramatic results — 
warrant further trials, The studies should be 
extended to a variety of patients with vari- | 
ous etiologies of incontinence, and to dif. 
ferent environmental and cultural settings 
(7, 13, 14, 15, 16). 

The effect of the anabolic male steroids 
in female incontinent patients and in chil- 
dren is also worthy of investigation. 


SUMMARY 

Inability to restrain bodily discharges is 
a problem of both individual and social co 
cern. In the mental institution the inco: 
tinent patient presents a severe nursin, 
problem. After preliminary encouraging t $ 
sults obtained in a previous clinical trial, 
and confirmed by other authors, a further 
33-week clinical study was conducted on 16 
male patients with bladder and/or bowel - 
incontinence with a new anabolic steroid 


mental resources were of the lowest, en 
courages us to recommend the anabolic 
androgensteroids in bladder and bowel in- 
continence for clinical trials on patients ” 


oth in and outside the “back wards” of 
1 mental institution. 


harmacodynamic effect of the anabolic 
iale steroids on the incontinent patient are 
_ warranted. These should include physio- 
logical experiments, double-blind studies 
on patients with various physical and men- 
tal conditions and causes of incontinence, 
d studies in different environmental and 
cultural settings. There should be emphasis 
on possible Lg Sore ee and placebo 
ctors. 
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g CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


MELLARIL IN THE TREATMENT OF THE GERIATRIC PATIENT 
$ EDGAR BASIL JACKSON, M.D} 


> A review of the literature appears to indi- to precipitate an acute psychotic reacti 
-~ catethat relatively little attention has been from which the patient may fail to recover. 
mi: paid to the effects of ataractic drugs and to Another well-recognized drawback to the 
f the special problem of reactions they are use of ataraxics is their frequent tendency i 
a more likely to induce in the older-aged produce or accentuate depression in 
psychiatric patient. One of the most serious aged patient. 
of these is hypotension, which the pheno- Mindful of 
thiazines are especially prone to cause in 
3 the elderly patient. Since many of these pa- gree with previously e: 

E tients are already functioning on a reduced zines, a study of Mellaril 
f cerebral blood supply because of cerebral 
arteriosclerosis, any fall in blood pressure is special atten 


| apt to have severe vascular repercussions or There were 69 inpatients and 41 
ranging in age from 65 to 88. Diagnoses ar 


1 Formerly, Director, Geriatric ‘Treatment and shown in Table 1 with most patients pi 
Research Unit, O: tomie State Hospital, Osawa- H p, 

fore ree 5 eS nae setae Inde- senting symptomatology related to organi 
pendence, Iowa. brain processes and psychoses. 


TABLE 1 
a NO.OF MARKEDLY NO) 
Y DIAGNOSIS PATIENTS IMPROVED IMPROVED CHANGE 
Ayi Inpatients : 
| Chronic brain syndrome with cerebral arteriosclerosis 19 10 6 3 
Above with psychotic reaction 13 2 7 4 
4 Chronic brain syndrome with senile brain disease 1 8 1 1 
Above with psychotic reaction 7 1 5 1 
Schizophrenic reaction : chronic, undifferentiated 7 0 3 2 
Psychoneurotic disorder, depressive reaction 3 0 3 0 
| Psychoneurotic disorder, anxiety reaction 2 2 0 0 
É; Involutional psychotic reaction 7 0 4 3 
i! (Inpatient) Total 69 23 29 14 
Outpatients : 

Chronic brain syndrome with arteriosclerosis 18 14 3 0 
Above with psychotic reaction 2 0 2 0 
Chronic brain syndrome with senile brain disease 12 8. 2 1 
Above with psychotic reaction 3 0 S 1 
Psychoneurotic disorder, depressive reaction 3 0 2 1 
Involutional psychotic reaction 3 0 2 1 

(Outpatient) Total Al 22 40 

45 18 


Grand Total 


544 


CLINICAL NOTES 


Dosage was individualized as much as 
possible, the average being 100 mg. t.i.d., 
with a maximum of 300 mg. t.i.d. used in 10 
hospitalized patients without any apparent 
- deleterious effect. 
Results are shown in Table 1, the criteria 
for assessment being the effect on confusion 
and agitation. These states appear to be 
closely related to basic anxiety resulting 
from failure of the patient’s personality to 
cope with progressive organic changes(1). 
_ The ability of Mellaril to relieve or attenu- 
ate the causal anxiety was reflected in the 
_ control of agitation and a marked alteration 
_ from confusion to a sense of well-being and 
in many instances, alertness. 
Even though special attention was fo- 
cused on blood pressure, not one case of 
__ hypotension sufficiently severe to warrant 
_ discontinuation of the drug was found. 
Equally noteworthy was the absence of de- 
Pression or aggravation thereof, in spite of 
__ the high doses used in some of these cases, 
_ Four patients exhibited allergic reactions 
manifested by cutaneous erythema which 
cleared up rapidly on discontinuation of the 
drug. Extrapyramidal symptoms of a mild 
degree occurred in 5 patients and responded 
readily to benztropine methanesulfonate, 
_ Frequent examinations failed to reveal any 
_ blood changes or other serious side-effects, 
~ An important consequence of Mellaril’s 
efficacy was its influence on admissions and 
a 
P. 


noted in the inpatients soon after the start 
of this study, its use was instituted in a num- _ 
ber of presenting patients, starting with — 
doses of 100 mg. tid. and adjusting as 
necessary. Analysis of the data revealed that 
this procedure reduced the admissions by 
40%, Equally gratifying was the stability of 
emotional adjustment in the discharged pa- 
tients who were continued on maintenance 
doses of Mellaril. Sufficient confirmation has 
been obtained to demonstrate the impor- 
tance of continuation of therapy to prevent 
relapses in discharged patients. The virtual 
absence of serious side-effects encountered 
in this series appears to make Mellaril es- 
pecially advantageous for outpatient treat- 
ment. 


SUMMARY 


A clinical evaluation of Mellaril in 110 
patients confirms its efficacy(2) in the treat- 
ment of geriatric psychiatric patients, En- 
hancing its usefulness was the high degree 
of toleration noted in this series, an im- 
portant consideration in the care of the 
elderly patient, 
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FIVE-MINUTE PSYCHOTHERAPY 


4 A GEORGE A. ZIRKLE, Px.D,1 


Moment to exchange greetings or comments 


reported herein. was designed to yield em- 
pirical data on the question: Will there 


1 Professor of Psychology, Hanover College, and 
3 aet oozical Consultant, Madison State Hospital, 


be any difference in results from very brief 
but frequent psychotherapeutic sessions 
with schizophrenic hospital patients as com- 
pared with longer contacts for the same 
total amount of time ? 

ee groups of 10 patients each were 
chosen for this trial. Group I (the “5-minute 
group’ ) were seen individually for 5 min- 
utes daily Monday through Friday for a 
total of 25 minutes for the week. Group II 
(the 25-minute group”) were seen in- 
dividually Once each week for 25 minutes, 

e experiment was conducted over a 
2-month period during the summer of 1960. 


ante 
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There were 32 contacts with each man in 
the 5-minute group, 6 contacts with 7 of 
the men in the 25-minute group, and 7 with 
the remaining 3. A control group of 10 
matched men were not seen therapeutically. 

In consultation with the research com- 
mittee of Madison State Hospital, the de- 
cision was made to use patients on a chronic 
male ward as subjects. All 30 men were 
chosen from one ward in order to keep 
conditions for the 3 groups as constant as 
possible, All were classified as schizo- 
phrenic. The average age of men in the 
5-minute group was 50.6 (range 41 to 66). 
For the 25-minute group the average age 
was 50.3 (range 34 to 60). In the control 
group the average age was 50.3 (range 41 
to 60). Average time of hospital residence 
was 19.9 years for the 5-minute group 
(range, 9-29 years) ; 18.2 years for the 25- 
minute group (range, 4-31 years); 20.8 
years for the control group (range, 2-36 
years). In each of the 3 groups, there were 
4 men who had hospital jobs off the ward. 
Tt will be seen that the groups were fairly 
well equated on the points noted. 

A number of psychotherapists have ob- 
served that establishment of a warm and 
accepting relationship with the schizo- 
phrenic patient has good effect in promot- 
ing remission of his illness. Patients were 
seen in a private room off the ward dayroom 
and friendly talk ranged mainly about ward 
and hospital happenings, the patient’s ex- 
periences, and the author's experiences. On 
a few occasions when a tentative attempt 
was made to do some probing on the dy- 
namics of an illness, defensive withdrawal 


SOCIAL CONTACTS OF PATIENT WITH OTHERS 


1 2 3 4 5 


Pays no attention to Watches others occa- Watches others fre- Makes some contacts 


others sionally quently 
by the patient resulted. The author felt 
therefore that the benefit from the inter- 
view for the patient was deriving largely 
from the relationship established rather than 
from any verbal attempt at mental recon- 
struction. 

As might be expected, the degree of 
rapport achieved varied widely with dif- 
ferent patients. It was the author's distinct 
impression that this degree was greater as 

4 


a whole with the 5-minute group. In 
some of the patients stated that they wo 
miss the talks when: informed that 
author must return to the classroom. Tear: 
came to the eyes of one patient in the 
minute group. ; 

To measure possible improvement as ob 
jectively as possible, a simple 1l-factor 
graphic rating scale was created. Three per: 
sons were asked to rate the 30 subjects 
they were the ward doctor, the ward nursing - 
supervisor, and the head day attendant 
the ward. The head attendant would be 
aware of the group classification of the 
subjects, for he assisted in getting patients | 
to the therapy room. The other 2 raters” 
were not informed of the classification of 
the subjects. ye 

Raters were asked to mark scales on the 
men prior to the beginning of therapy sı 
sions, and at the conclusion of the research, 
The 11 scales to be marked were: the 
patient's social contacts, his personal habits, 
emotional control, spontaneity or natural- 
ness of speech, spontaneity and appropri- 
ateness of interest and emotion, willingness F 
to cooperate in ward duties, awareness of — 


as compared to a few weeks ago. 
Each scale was divided into 5 sectors W 


more sensitive mathematical treatment than 
the 5-point scale would have provided, A. 
sample of the first item will clarify 

format. 


9 0 `n 
Makes frequent volun- 
tary contacts wal 


6 
on his own 
a 
RESULTS j 


Pre- and post-therapy numerical ratings: 
of the 3 judges were combined, as shown 


the 5-minute group. The t values for th 
difference between mean increase in ratings 
of the 5-minute group over the 25-minute 


TABLE 1 
Pre- and Post-Therapy Ratings of 3 Judges 


Percent t of Diff. Between 
Pre-therapy Post-therapy Diff. Diff. 5-min. & Other Groups 
1272 1490 218 17.1 
1180 1261 81 6.9 1.85 (p<.10) 
1193 1255 62 5.2 1.78 (p <10 


group (1.85) and the control group (1.78) item spontaneity or naturalness of speech 
are both significant at the 10% level. The showed the least change over the 2-month 
erence between means for the 25-minute experimental period. 
and control groups gave a t of only .221. 
Scale ties showed improvement for 9 Conctusions 
out of 10 men in the 5-minute group; 8 Under the conditions of this experiment, 
t of 10 in the 25-minute group; and 5 the data point to an advantage of 5-minute 
jut of 10 in the control group, therapy sessions over 25-minute ones. With 
The sensitivity with which the different other types of patients and with other types 
le items registered change in the 2 of therapy the results would probably have 
therapy groups varied substantially, For pa- been different. For the reported situation, 
ents showing improvement, the greatest however, empirical support was provided 
ange was shown by the item measuring for the clinical observation that frequent 
short-term contacts with ward patients have 
order of decreasing sensitivity the next real therapeutic value. Though the experi- 
items were: emotional control, willing- mental trend is pointed, a definitive answer 
ess to cooperate in ward duties, personal on the relative merits of frequent short term 
versus infrequent longer term psychother- 


a riods must it h full i- 
capability for handling a hospital job. The a —. er ov 


ELAVIL IN THE TREATMENT OF AFFECTIVE DISORDERS 
(AND COMPARISON WITH TOFRANIL ) 


JANE E. OLTMAN, M.D., ann SAMUEL FRIEDMAN, M.D.1 


This is a report of our experiences with tered t i 
o ea 
lavil,? a non-MAO inhibitor, in the treat- T m ee 


rating examiner. 
ent of 50 female patients with acute or As ina previ i 
le p Previous study, results were desig- 
mere depressive illnesses, They ranged nated as satisfactory (A level) in patients 
age trom 21 to 80; 52% were in the 5th who achieved a Temission or much im- 
aa 0 proved status, or as unsatisfactory (B level 
x ee Sip eft ec fein from 75 in those who failed to haere: ee ine 
} agnostic classification of partial i indi i 
e group is indicated in Table 1, This was Table Lot de Jo er 


of the group achieved a satis- 
‘ory result, See i 


Complications or side effects were mini- 


mal á in fact the least produced by the 3 
1 Respectively, Clinical Dir, and Asst. Supt, @0tidepressants that we have used extensive- 
‘airfield State Hospital, Newtown, Conn. ly thus far. The most frequent side effect 
2 Generous supplies of Elavil were furnished by Was drowsiness, Present in 11 patients 
arp & Dohme, (22%). This was apparently chiefly a sub- 


wpe 


TABLE 1 3 & 
Results of Treatment with Elavil and Tofranil in Affective Disorders 
ELAVIL TOFRANIL 
Total No. =A B %A Total No. A 
Psychoneurotic depressive reaction 17 13 4 76% 22 ie 
Involutional reaction 9 6 3 67% 9 5 
Manic-depressive reaction 16 11 5 69% 34 23 
Psychotic depressive reaction 5 4 1 80% 14 13 
Senile with depressive reaction 3 2 1 67% 1 1 
Totals 50 36 14 72% 80 57 


jective feeling, as somnolence was not ob- 
served objectively. It was present chiefly 
during the first week of therapy, and tended 
to disappear thereafter. Seven patients ex- 
perienced mild dizziness ; 1, a “floating sen- 
sation” ; 3, constipation ; 3, “dry mouth” ; 
and 1, slight edema of the ankles. Specific 
inquiry failed to reveal excessive perspira- 
tion despite the presence of warm weather. 
One patient had a slightly elevated trans- 
aminase level (55 U) and alkaline phos- 
phatase (7.3 U) without other pertinent 
clinical findings. One patient developed a 
manic swing during the maintenance phase 
of therapy. 

A comparison with data in a series of 80 
patients treated with Tofranil, a related com- 
pound, indicates quite similar therapeutic 
results with both drugs. Tofrānil effected a 
satisfactory outcome in 71% of patients, as 
compared with 72% for Elavil. The relative 
speed of action also appeared to be prac- 
tically identical. In each instance, only 28% 
of patients who achieved a satisfactory re- 
sult required more than 4 weeks for op- 
timal effect. The incidence of side effects 
with Elavil appeared to be less than that 
encountered with Tofranil. 

In 5 cases (4 manic-depressives and 1 


AN EFFECTIVE DRUG COMBINATION 


R. E. KENNEDY, M.D., anv D. L. ARNETT, M.D. 


` New drugs having action on the nervous 
system are being developed in such profu- 
sion as to present both a challenge and an 


1 Respectively, Clinical Director and Resident 
Psychiatrist, Rollman Receiving Hospital and 
State Institute of Psychiatry, Cincinnati, Ohio. - 


See 4 Pram i Sea a 


reactive depression) both drugs, used in 
tandem, failed. In 1 instance, a patient un- 
successfully treated with Tofranil in 
earlier episode achieved an excellent re 
with Elavil. This was a manic-depressive i 
dividual with metastatic carcinoma of 
breast, One patient with neurotic dep: 
sion who had previously recovered with | 


in this category treated with 1 of 3 ani 
depressant agents (Elavil, Tofranil or Mar- — 
plan) achieved an A level of improvement. 
This would tend to imply that optimal r 
sults are obtained in cases in which stro 
constitutional or endogenous factors are 
less significant than they are in the mani 


depressive group, for example. 
CONCLUSIONS 


Elavil is an effective antidepressant agent, 
Side effects, with the dosage employed, ar: 
slight, It appears that efficacious antidepr 
sant drugs will produce successful results 
some 70 to 75% of patients with affecti 
disorders as a whole. 3 


opportunity to practicing psychiatrists 
1959, a brief note concerning treatm 
this hospital was repi rted.2 Since the 
sulin coma therapy has been complet 


os 
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abandoned, but perphenazine (Trilafon) * 
continues to be a mainstay on our treatment 
program, 

We attempt to screen all promising new 

“drugs as soon as they become available. 
Those that possess definite superiority tend 
to supplant even those with which we have 
gained familiarity, and in which we have 
some degree of confidence. This process is 
not entirely painless, and involves effort and 
some risk, but seems very worthwhile in 
terms of benefit to patients. Our patients 
“now stay in the hospital a shorter period, 

- and outpatient follow-up has proved more 
effective, 

As of this date, the combination of drugs 
that has proved most effective, in our hands, 
is perphenazine and amitriptyline (Elavil),4 
This combination is used in both major and 
minor functional reactions in various doses 
up to the limits recommended by the manu- 
facturers, While effective dosage is to some 
extent dependent on the individual, we find 
that in general, patients with Major reac- 
tions require higher doses than those with 
minor reactions, 

In order to avoid the occasional disagree- 


8 Manufactured by Schering, 


4 Elavil was generously donated by Merck S| 
& Dohme. 4 nep 


able reaction to perphenazine, we have 
adopted the practice of giving an anti- 
parkinson drug—usually benztropine meth- 
anesulfonate (Cogentin )'—from the start of 
treatment. Since we have employed this 
procedure, we have seen no evidence of 
drug induced parkinsonism whatsoever. 
One of the practical difficulties associated 


‘with our present routine appears when the 


patient leaves the hospital and becomes an 
outpatient, Continued treatment with drugs 
is usually indicated, but involves the use of 
3 separate tablets which need to be re- 
peated several times a day. We would like 
to see our combination developed into a 
see long-acting tablet, to solve this prob- 
lem. 


Although we have used the Trilafon-Ela- 
vil-Cogentin combination only a few 
months, the amount of ECT given at this 
hospital has been drastically reduced. In 
the drug treated cases, improvement is sur- 
prisingly rapid and often occurs in the first 
week. Our early results have been so en- 
couraging that we are lead to conclude that 
chemotherapy warrants an extended and 
rigidly controlled trial as, possibly, the as- 
cendant method of treatment in psychiatry, 
for the hospitalized and office patient alike. 


5 Manufactured by Merck Sharp & Dohme, 


DUAL PHARMACOTHERAPY IN 


GROSSLY DISTURBED 


PSYCHOTIC PATIENTS 


EUGENE N. 


The following study was undertak 
result of the observed clinical r * eiA 
when chlordiazepoxide hydrochloride (“Li- 
brium’—Hoffmann-La Roche) was com- 
bined with chlorpromazine in a disturbed 
_ schizophrenic patient in whom chlorproma- 
zine alone and in combination with a variety 
ie srictives has produced little effect other 


harmacotherapy 


1 
yong Director, Gracie Square Hospital, New 


DYE, M.D.1 


and the overwhelming presence of hyper- 
activity and anxiety in their symptoma- 
tology. As might be expected, patients 
diagnosed as paranoid schizophrenics pre- 
dominated, amounting to 50% of the 
group here presented. Combined drug 
therapy was given in 22 hospitalized 
cases (18 with schizophrenic diagnoses and 
4 with manic-depressive psychosis) with ex- 

ent response, ie., complete remission of 
gross psychotic symptoms in 17 (77%), good 
response in 3, and only transient improve- 
ment in 2 cases, one of which developed 
dizziness and ataxia to a degree which made 
it necessary to discontinue the medication. 
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Although common to all these cases 
were symptoms of hyperactivity and anx- 
iety, most of the patients displayed grossly 
disturbed behavior, ie., destructiveness, 
combativeness and blatant delusional think- 
k ing. In most of the cases, chlorpromazine 

alone had produced inadequate response 

in terms of controlling psychotic sympto- 
matology until the addition of “Librium.” 

Our dosage regime varied with the in- 

dividual and the severity of the symptoms. 
However, the combination which seemed to 
provide the best response in the largest per- 
centage of patients was chlorpromazine 100 

mgm. q.i.d, with “Librium” 10 mgm. qi.d. 

y as a standard starting dose increased over 
a three-day period to a maximum of 300 

mgm. q.id. and 30 mgm. q.i.d. respective- 

ly. We usually found that as this dosage 

began to show therapeutic effect with re- 
duction of symptoms of psychotic propor- 

tions, the dose could be levelled off and 
gradually reduced to a maintenance level 

which most commonly approximated our 

; standard starting dose. This symptomatic 
improvement occurred most often with 
little of the side effect of high doses of 
chlorpromazine alone. In most cases the 
reduction was started after 7 to 10 days of 
combined therapy and in some, within the 
first week. At this point, psychotherapeutic 
procedures could be instituted in a now ac- 


WITHDRAWAL SYMPTOMS FOLLOWING DISCONTINUATION 
} OF IMIPRAMINE THERAPY * 


JOHN C. KRAMER, M.D.,? DONALD F. KLEIN, M.D., 
anp MAX FINK, M.D.* 


On discontinuation of imipramine * treat- 
ment some psychiatric patients reported 
nausea, vomiting, dizziness, coryza, muscu- 


1 Aided, in part, by grant MY-2715 of National 
Institute of Mental Health, National Institutes of 


Health, USPHS. 
2 Post Doctoral Research Fellow, USPHS, 1960- 
61 


1961. 
3 Mental Health Career Investigator, USPHS. 
4From the Department of Experimental Psy- 

chiatry, Hillside Hospital, Glen Oaks, L. Te N.X 
5The cooperation and assistance of Geigy 

Pharmaceuticals is gratefully acknowledged. 


cessible patient. “Librium” was then 
continued entirely after varying intervals 
to 4 weeks) while the patient continued on 
maintenance doses of chlorpromazine with- 
out recrudescence of symptoms. 

The conclusions which we drew from this — 
series, limited in number and empirical 
though it is, were that it appeared that 
chlordiazepoxide hydrochloride when com- 
bined with chlorpromazine produced a more ~ 
rapid therapeutic effect than chlorproma- ~ 
zine alone and furthermore, potentiated — 


excessively the side effects of drowsiness i 
and neuroplegic manifestations. An addi- — 


electroconvulsive therapy by maintaining — 
the patient at a much lower dose level of - 
chlorpromazine while achieving the maxi- — 
mum tranquilizing potential of the drug 
In several of the patients, in addition, ECT 
was contraindicated, either because of poor — 
prior response or refusal on part of the 
families to consent to electrotherapy. In 
one case of paranoid schizophrenia, the- 
combination produced a full remission in a 
patient who had relapsed within a week 
after showing a good response to 20 electro- 
convulsive treatments. i 


lar pains and malaise. The symptoms 
first regarded as conversion phenomena, 
after several repetitions were considered 
due to physiological withdrawal. 
Of the patients treated with imipramine 
45 had been observed within the hospital 
during withdrawal of medication. Treat- 
ment was instituted with oral doses of 73 
mg. daily and usually increased each week — 
in 75 mg. steps. The daily maintenance dose — 
was 300 mg./day in 34 patients, more F 
300 mg./day in 3 patients, and less than 
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mg./day in 8 patients. 

We reviewed our interview records and 
daily nursing notes, noting reports of 
withdrawal symptoms within 48 hours of 
cessation of medication in 25 of the 45 pa- 
mts, Most prominent were nausea with or 
ithout vomiting—16 subjects, headache— 


- Twenty-two of 26 patients treated for 2 
months or longer reported withdrawal 


eriod longer than 2 weeks, only 2 subjects 
Penonrtrated marked withdrawal symptoms 
p=.05). 


ever, our modal schedule of 300 mg. per day 
s larger than the usual clinical schedule of 
100 to 150 mg. per day and may account 

_ for the inconspicuousness of this phenome- 
on in other studies, 


could readily be treated by resuming imi. 
* $ 8 3 
Pramine at 50 mg. daily and gradually de- 


DISCUSSION 


A physiological withdrawal syndrome 
following the termination of treatment with 
opiates, demerol, barbiturates, glutethimide, 
alcohol, chlorpromazine and meprobamate 
is well known. Recently withdrawal symp- 
toms with methaminodiazepoxide(2), niala- 
mide(1) and alpha-ethyltryptamine(5) 
have been reported. Kuhn(3) and Mann 
and Macpherson(4) have also reported 
symptoms on abrupt imipramine withdraw- 
al. 


Until recently the physiological with- 
drawal syndrome was considered restricted 
to CNS “depressants” such as opiates, bar- 
biturates and alcohol. This was confirmed 
by the absence of such a syndrome with 
“stimulant” drugs such as cocaine, d-amphe- 
tamine, marijuana, mescaline and LSD. The 
occurrence of such a syndrome with imi- 
pramine, nialamide, and alpha-ethyltrypta- 
mine is of considerable interest, therefore, 
since these drugs have been loosely referred 
to as “psychic energizers” with energetic 
effects similar to “stimulant” drugs. It is 
apparent that a simple depression-stimula- 
tion dimension is inadequate to describe the 
complexity of drug effect both physiologi- 
cally and behaviorally, 

The withdrawal syndrome complicates 
the evaluation of patients after drug dis- 
continuation since both patients and physi- 
cians often interpret the onset of symptoms 
as an upsurge of “anxiety” related to in- 
cipient relapse, and resume treatment with 
the gratifying subsidence of the “anxiety.” 
This may cause both patients and physicians 
to overvalue the importance of the medica- 
tion to the patient’s stability. 
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In some of the many works published in 
recent years on catecholamine metabolism 
the authors claim that dopamine, besides 
being a precursor of adrenaline/noradrena- 
line, also plays a specific role in the control 
of motor functions(1, 3, 4). Thus Carlsson 
and co-workers(4) have set up the hypoth- 
esis that excess of dopamine in the brain 
is accompanied by motor hyperactivity, 
whereas a reduced level of dopamine re- 
sults in hypokinetic activity. As, further- 
more, it appears that benzochinolizine de- 
rivatives are able to deplete the brain of 
its catecholamine depots(5, 6), it is natural 
to assume that agents of this group counter- 
act diseases with motor hyperactivity. This 
is supported by clinical experience, since 
tetrabenacine, which is a benzochinolizine 
derivative (Nitoman®),? seems to have a 
counteracting effect on the abnormal move- 
ments in Huntington’s chorea(2, 7). 

These circumstances have inspired us to 
carry out a pilot experiment with tetra- 
benacine in cases of persisting dyskinesia 
caused by psychopharmaca. 


tetrabenacine 


CHO 


cho 


RESULTS 


We have treated 4 male patients from 56 
to 77 years old, 3 of them suffering for 
many years from schizophrenia and one 
from arteriosclerotic dementia. In 2 of the 
schizophrenic cases dyskinesia arose in con- 


1 Sct. Hans Mental Hospital, Roskilde, Denmark. 
2F, Hoffmann-La Roche & Co. A. G., Basel, 
have most readily placed the necessary amount of 
Nitoman® at our di: eat 


TETRABENACINE TREATMENT IN PERSISTING DYSKINESIA 
CAUSED BY PSYCHOPHARMACA 


nection with thioridazine treatment, 
in spite of changing to haloperidol 
chlorprothixene the abnormal movement 
persisted unchanged for 1% and 2 years. The 
third schizophrenic developed dyskinesia 
during treatment with perphenazine, an 
the abnormal movements remained 
abated, although for 18 months prior to 
experiment the patient had not been s 
ject to pharmacotherapy. Finally, in th 
case of the patient with dementia, dys 
kinesia was first observed 1 month after the 
termination of treatment with haloperido’ 


brand and Faurbye(8), namely incessant, 
involuntary munching and masticatory 
movements of the jaw, during which th 
tongue is protruded at short intervals with 
grimaces of the lips. The movements of the 
legs appeared as incessant shuffling and/o; 
coarse tremor. Finally, the movements o 
the body were rocking and torsionary, 
one patient accompanied by rhythmical 
contractions of the abdominal muscles. 
In all 4 cases anti-parkinson compo 
like benztropine and orphenadrine wer 
tried, but without recognizable effect, 
The treatment with tetrabenazine lasted 


pletely in the 
a 24-hour dose of 75 mg. administered 1 
portions. No side effects were observed wi 
these patients, e.g., the psychosis seemed to 
be unaffected. As regards the patient with 
dementia a 24-hour dosage of 150-300 mg, 
was necessary to stop the dyskinetic move- 
ments, and simultaneously a certain degi 
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of the treatment dyskinesia disappeared just 
© as quickly. 


SUMMARY 


In 3 patients suffering from schizophrenia 
and one patient with arteriosclerotic de- 
mentia persisting dyskinetic movements 
caused by psychopharmaca disappeared al- 
most or completely after treatment with 
= tetrabenacine (Nitoman®). The schizo- 
 phrenics received a daily dose of 75 mg., 

whereas it was necessary to give the patient 
with dementia 150-300 mg. per day in order 
_ to obtain a satisfactory effect. This patient 
responded by developing a certain degree 
of drowsiness, while no side effects were 
_ observed in the other cases. 
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E- A COMPARISON OF THE EFFECTIVENESS OF 
_ TRIFLUOPERAZINE AND CHLORPROMAZINE IN SCHIZOPHRENIA 


ROBIE T. CHILDERS, JR., M.D., anp RICHARD THERRIEN, B.S. 1, 2 


This study compares the effectiveness of 
_ trifluoperazine and chlorpromazine in the 
_ treatment of schizophrenia and evaluates 
_ the addition of ECT in those patients who 
failed to improve on these drugs, 
Forty-eight patients newly admitted and 
_ diagnosed as schizophrenic comprised the 
study group. There were 2 main groups of 
_ patients : 26 chronic undifferentiated schizo- 
_ phrenics and 16 paranoid patients. The pa- 
tients were between 17 and 57 years, aver- 
âge age 37 ; average I.Q. was 82 with range 
from 0 to 122. 
= The patients were assigned sequentially 
as they were admitted to Group A, B, C, 
_ or D, Those in Group A received chlorpro- 
mazine, 1000 mg. daily ; Group B received 
_ trifluoperazine, 40 mg. daily ; Group C re- 
ceived placebo ; and Group D served as a 
no treatment control. Medication was ad- 
_ ministered in concentrate form for 28 days 
at which time it was reduced to mainte- 
nance levels, 
Shortly after admission and at weekly 


1 Richmond State Hospital, Richmond, Ind. 
2 Appreciation is expressed to Dr. Jefferson Klep- 
È fer, Superintendent o Richmond State Hospital 
permission to conduct, and for his cooperati 
in carrying out, this study. He 


intervals psychiatric interviews, ward eval- 
uations, and psychological testings were 
performed. The psychiatric interview was a 
scorable procedure covering appearance, 
psychomotor rate, speech and associative 
processes, affect, and mental content, The- 
patients did not receive any other tran- 
quilizers, antidepressants, or ECT during 
the first part of the study. 

At the end of the first 35 days, patients in 
Groups C and D who had failed to improve 
were placed in either Group A or B for 
active medication. Finally, patients who 
failed to improve on medication alone re- 
ceived a course of 15 ECT at the rate of 
3 per week concurrently with either 500 mg. 
of chlorpromazine or 20 mg. of trifluopera- 
zine daily, 

_Patient response to therapy was graded 
simply as “moderate to marked improve- 
ment” and “slight or no improvement.” Fifty 
percent of patients on chlorpromazine and 
trifluoperazine improved. Only one of the 
24 patients in Groups C and D improved 

on placebo) and did not require active 
drug. 

The major changes observed at the psy- 

atric interview were disappearance of ab- 
normal ideation, development of insight, 
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and improvement in the associative pro- 
cesses. 

A psychological evaluation which con- 
sisted of a test-retest design using 8 subtests 
from the Wechsler Adult Intelligence Scale 
for extracting group differences displayed 
no significant group changes. Apparent 
trends which may warrant further investi- 
gation are summarized in Table 1. The only 


The 23 treatment failures of Groups 
and D who were then treated with activ 
medication responded as follows : 6 of the 
10 patients treated with chlorpromazine im- 
proved and 5 of the 13 treated with tri- 
fluoperazine improved. aa 

Twenty-three patients from all 4 group 
had failed to respond to chlorpromazine and 
trifluoperazine and were switched to the 


TABLE 1 
Inf. Voc. Sim. Comp. Arith. DI. Sp. DI. Sy. BI. Dn. 

Enhanced CT CT c T T cT cT Con. 
No change ive apt a a 

or, P Con. P Con. P Con. cP CP Con. P Con. P Con. CTP 
Retarded 

n 
‘Arith—Arithmetic, Di, Sp—Digit Span, Di, Sy. 


Inf.—Information, Voc.—Vocabulary, sim.—Similarities, Comp.—Comprehension, 
—Digit Symbol, BI. Dn.—Block Design, C—Chlorpromazine, T—Trifluoperazine, 


veloped the strongest trends. 


obvious finding from the Wechsler evalua- 
tion was that test improvement and psychi- 
atric improvement are not necessarily the 
same. Several subjects who improved so- 
cially were somewhat retarded intellectually 
while other subjects were both socially and 
intellectually improved. There were other 
discrepancies like the above despite overall 
consistency in both the psychological and 
psychiatric judgments of subject improve- 
ment. 

The above implies selective action present 
in the 2 phenothiazines which may either 
increase or decrease certain behavioral func- 
tions which seemingly underlie the included 
Wechsler subtests. If this hypothesis proves 
to be valid, isolation of the changeable 
factors and delineation of sites of drug ac- 
tion could lead to more sophisticated treat- 
ment programs for patient resocialization. 


TABLE 2 
Number of Patients Impoved in Terms of Diagnosis and Treatment Modality 


P—Placebo, Con.—Control. Underlined letters de- 


chlorpromazine 
of the 11 treated with trifluoperazine and 
ECT improved. 
In total, 72% of the 47 patients who re- 
ceived treatment improved and one-half of ~ 
these are out of the hospital. i 
Chlorpromazine was almost twice as ef- 
fective as trifluoperazine in the treatment of 
chronic undifferentiated schizophrenia ( Ta- 
ble 2). Trifluoperazine, however, appeared — 
to be more effective in paranoid schizo- 
phrenia. q 
Side effects (Table 3) were of the same 
type and frequency as reported by others. — 
Parkinsonism, akathisia, and dyskinesia re- 
sponded to Cogentin. Drowsiness and dizzi- 
ness tended to become less prominent as 
treatment progressed, ; 


RM yi 2 a 
Total CHLORPROMAZINE TRIFLUOPERAZINE CHLOR. + ECT TRIFLU. + ECT 
Number Number Number Number Number Number Number Number Number 
DIAGNOSIS of Pts. of Pts. Improved of Pts. Improved of Pts. Improved of pts. Improved 
Chronic Undiff. 25 13 11 12 5 5 3 4 be 
Paranoid 16 6 1 10 5 5 2 5 3 
Schizo-affective 3 1 1 2 1 1 1 — = 
Hebephrenic 2 1 0 1 0 1 0 1 0 
Simple 1 1 0 — — t = 1 o | 
a7? 2 B 5 TL T 6 A 5 


2 Patient who improved on placebo not included In this table, 
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TABLE 3 


Side Effects 
CHLORPROMAZINE — TRIFLUOPERAZINE 
22 patients 25 patients 
10 (45%) ~ 12 (48%) 
15 (68%) 5 (20%) 
2 (9%) 6 (24%) 
0 4 (16%) 
Drowsiness 5 (23%) 2 ( 8%) 
Rash 3 (14%) 1 (4%) 
SUMMARY 


A group of 48 newly admitted female 
schizophrenic patients were treated as fol- 


Since 1956 sporadic reports on thalido- 
mide?(1-9) seem to have indicated that 
this substance, a non-barbiturate with the 
_ chemical formula of alpha ( N-phthalimido) 
_ glutarimide, is a safe and adequate hyp- 
_ notic-sedative substance, Of importance has 
been the observation that a high dosage of 
this drug does not put animals into a lethal 
_ sleep and in humans the possibility of sui- 
= cide is negligible(8). The present study 
was undertaken to assess the hypnotic po- 
tency of thalidomide compared with phe- 

 nobarbital and its capacity to produce pro- 


The study was divided into three parts : 
i ” ie, patients receiv- 


1 From McGill University, Dept. of P: i 
and Allan Memorial Institute, eat 
" Kevadon is manufactured b 
cone y the Wm. S. Mer- 


lows: Group A, 1000 mg. chlorpromazine 
daily; Group B, 40 mg. trifluoperazine 
daily; Group C, placebo; Group D re- 
ceived no phenotropic drug. Fifty percent 
in Groups A and B improved, 8% in Group 
C improved and none improved in Group D, 

There seems to be a selective action for 
the 2 medications which either enhance or 
retard various behavioral functions neces- 
sary for resocialization and resulting in 
considerable differential effectiveness in 2 
of the major diagnostic subclassifications. 

ECT is still useful in those patients fail- 
ing to improve on medication, 


CONTROL STUDY OF THALIDOMIDE (KEVADON), 
A NEW HYPNOTIC AGENT 


H. AZIMA, M.D., anp DOROTHY ARTHURS, R.N.1 


tion was made of the number of hours of 
sleep, and in the morning inquiries were 
made to the patients as to how they had 
slept and on which nights they had slept 
better. The degree of sleep was rated as 
excellent (8 hours or more of sleep), mod- 
erate (5-7 hours), fair (3-5 hours), and 
poor (less than 3 hours). The sole purpose 
of the study being the assessment of hyp- 
notic effect of Kevadon, the focus of ob- 
servation was whether or not the insomnia 
was relieved regardless of the existing psy- 
chopathology. Fifty patients were studied, 
20 males and 30 females, with an age range 
of 20-80 years. All patients received 100 mg. 
of Kevadon and 100 mg. of phenobarbital, 
except those on the prolonged sleep regime. 

Twenty-seven patients suffering from a 
variety of neurotic disturbances with the 
common complaint of insomnia were 
studied in the “2-night experiment,” and 23 
patients in the “4-night experiment,” re- 
ceiving alternatively and at random Keva- 
don and phenobarbital once or twice, ac- 
cording to the experimental design. In 
addition, 3 patients were put on the regime 
of prolonged sleep treatment(10) and the 
effect was compared with that of barbitu- 
rates. The prolonged sleep with barbiturates 
was undertaken with 100 mg. seconal, 100 
nembutal, 100 phenobarbital and 100 chlor- 


alters 
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as 


promazine, t.i.d. After an average period of 
7 days, the barbiturates were replaced 
gradually by 200 mg. of Kevadon. 


RESULTS 

In 27 patients of 2-night experiment, 25 
had an excellent rating and 2 fair, in com- 
parison with 23 excellent, 1 moderate and 
1 fair in phenobarbital group. In 23 patients 
of 4-night experiment, on the first trial with 
Kevadon, 19 had a rating of excellent, 2 
moderate, 1 fair and 1 poor, and on the 
second trial 15 had a rating of excellent, 4 
moderate and 4 fair. On the first trial with 
phenobarbital, 15 had a rating of excellent, 
4 moderate and 4 fair and on the second 
trial, 13 had a rating of excellent, 6 moder- 
ate and 4 fair. 

In 3 patients undergoing prolonged sleep, 
it was not possible to produce prolonged 
sleep, i.e., 18 to 22 hours of sleep per day, 
as was possible with barbiturates. In 1 
patient, the dosage of Kevadon was in- 
creased to 2400 mg. per day, plus 300 mg. 
chlorpromazine, but the number of hours 
of sleep did not exceed 9 per day. 

Comparison of the “hang over” effect 
showed that there was little difference in 
the 2-night experiments, but in the 4-night 
experiments, the patients, as a whole, pre- 
ferred Kevadon to phenobarbital because 
of the absence of grogginess and fuzziness. 
However the difference was not marked be- 
haviorally. 


THE DECREASING USE OF ELECTROCONVULSIVE THERAPY 


GEORGE GULEVICH, M.D., ROBERT S. DANIELS, M.D., AND 
PHILIP M. MARGOLIS, M.D." . 


Electroconvulsive therapy (ECT) has 
been widely recognized as the treatment 
of choice in most patients who are psy- 
chotically depressed. This includes the 
diagnostic categories of psychotic depres- 
sive reaction, involutional psychotic de- 
pression, and manic-depressive psychosis, 
depressed type. In comparing statistics for 
the years 1958 and 1960, we have found a 


1 Respectively, Resident, Assistant Professor, and 
Associate Professor, Dept. of Psychiatry, Univer- 
sity of Chicago School of Medicine, Chicago, Il. 


CONCLUSIONS 


1. Kevadon, in short term hypnotic effect, 
is equal to, if not more adequate than, phe- 
nobarbital ; 2. It seems—and this has to 
confirmed with more detailed studies—thai 
Kevadon has less after or “hang over” effect 
than phenobarbital ; 3. It seems to be diffi- 
cult to produce a prolonged state of sleep — 
with Kevadon; 4. If further control trials 
substantiate these conclusions, Kevadon 
will become a valuable hypnotic substance. 
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marked decrease in the frequency of our 
use of ECT. a 

The inpatient psychiatric service at the i 
University of Chicago Clinics is a 20-bed — 
unit emphasizing short-term, intensive treat 
ment of all forms of psychiatric conditions. 
The average stay of the approximately i ) 
yearly admissions is 6 weeks. Emphasiz 
in the treatment program are individu: 
and group psychotherapy, milieu thera 
and the somatic therapies including drugs. 
When a patient is admitted, the usual pro 
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cedure involves a thorough diagnostic eval- 
ation during the initial 7 to 14 days. 
uring this time there is an opportunity to 
observe the severity of the patient's illness, 
his capacity for relatedness, and the availa- 
ty of other psychologic strengths ; then 
an intensive psychotherapeutic and milieu 
“program is organized. Also, there is an op- 
ortunity for a trial on antidepressant medi- 
cation. Limited or no response frequently 
‘results in the institution of ECT. 
_ In 1958 the unit was oriented primarily 
ound individual patient psychotherapy 
_and/or the prescription of the somatic thera- 
Pies. At this time it was rather rigidly 
divided into a 12-bed locked section and an 
bed open section. During 1959 and 1960, 
e administrative leaders (Robert Daniels 
nd Philip Margolis) embarked upon a staff 
development program emphasizing the 


The Use of Ele 


TABLE 
ctroconvulsive Therapy 


and 1960 in psychotic and neurotic depres- 
sions and reveals a marked decrease in the 
use of ECT in psychotic depressions in 1960, 
Use of ECT in neurotic depressions was 
rare in both years. An important factor in 
this change may have been the availability 
of more effective antidepressant medication, 
Table 2 demonstrates the increasing use of 
these drugs as well as the frequency with 
which they were followed or accompanied 
by ECT. It will be noted that there was 
also a decreased use of ECT in patients re- 
ceiving no antidepressant medication. 

The data and the authors’ impressions 
suggest that the psychiatric ward described 
is now dealing with psychotic depressions 
more effectively through interpersonal chan- 
nels than previously. The increasingly sen- 
sitive and flexible milieu is helpful in treat- 
ing a variety of difficulties presented by the 
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1958 
No. Receiving 


Total 
No. ECT 


% Receiving 
ECT 


3 1960 
Total No. Receiving % Receiving 
No. ECT ECT 


21 15 
-Depressions 


10 1 


15 5 33% 


22 1 45% 


therapeutic transactions which occur among 
all members of the community. Among the 
changes instituted were ward meetings in 
which patients and staff participated, pa- 
tient involvement in planning ward activi- 

and policies, and an elected patient 
committee. Concomitant with this was the 
establishment of a predominantly unlocked 
or open ward, 


Table 1 compares the use of ECT in 1958 


TABI 
Psychotic Depressions Receiving Antidepressai 


depressed patient. Therefore, we are often 
ing it unnecessary to make use of soma- 
tic therapies. Staff and patients seem more 
willing and attach more value to tolerating - 
and working with the dynamics of guilt and 
shame(1), which are central factors in the 
psychotic depressions. A review of each 
individual case record shows no appreciable 
difference in the length of hospital stay or 
the degree of therapeutic gain when pa- 
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int Medication and Electroconvulsive Therapy 


Total ss 
bo No. Recelving  % Receiy 
No. ECT ECT is 


1960 
No. Receiving % Receiving 
ECT 


Total 
No. ECT 
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tients receiving ECT are compared with 
those not receiving it. 

A recent article by Perr(2) describes a 
new psychiatric hospital where no ECT was an improved therapeutic milieu and 
used during a trial period. Our experience judicious use of antidepressant medicati 
generally supports his conclusions. How- i 
ever, ECT may continue to be the treatment 1. Piers, G. B O ae » Sh: 
of choice for certain psychotic depressions.  Gyilt. Springfield, inaa c ae 


SUMMARY 2, Perr, W. : AMAA. Arch. Gen. Psychic 
The frequency of the use of ECT in 4: 479, 1961. se 


CASE REPORTS 


ADDICTION TO PHENMETRAZINE HYDROCHLORIDE 


HARRY F. DARLING, M.D.1 


Phenmetrazine HCl (Preludin—Geigy) has _chiatrist and family, and then confessed it. 
not been known as an addicting drug be- She will not now take less than 100 mg, a 
ause, unlike amphetamines used as anorex- day and treatment has been started to try 
cs, it has a minimum of euphorient action. to get her off the drug completely. This 
3 one patient this drug was used by the may be difficult because she has access to 
_ writer adjunctively to psychotherapy for supplies of it and will be prone to increase 
= appetite control. As occurs with some pa- the dose. f 

-~ tients on this drug, there was a mild euphori- Certain drugs are almost entirely non- 
ent action, which, for the patient at the addicting but can be in an occasional case, 
ime, was deemed good. There was a history e.g., in the case of methyl phenidate 
of intermittent use of amphetamines and (Ritalin—Ciba) only 1 case of addiction 
alcohol for a period of 10 years, but without has been reported in 6 years.? Phenmetra- 
chronic habituation and certainly without zine apparently belongs in this same cate- 
addiction, in this psychoneurotic female. gory as to freedom from addiction, but 
For 7 months the patient took between 50 this apparently unique case shows that any 
and 100 mg. daily, and then began taking euphorient, no matter how slight the eu- 
arger amounts, up to 500 mg. daily. For phorient action, may be potentially addict- 
months she kept this fact from both psy- ing to a susceptible individual. 


Kannan Building, Lawrence, Mass. 2 Rioux, B. : Dis. Nerv. Syst., 21 : 6, 1960. 
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The rapid growth of clinical physiology 
—the physiologic study of patients—in men- 
tal hospitals has raised several questions. 
One such question is : “Why bother to in- 
vestigate the organic functions of patients 
with diseases called ‘mental’ ?” This ques- 
tion is easily answered. The fact that the 
most prominent manifestations of a disease 
are mental is clearly of no help in determin- 
ing the etiology of that disease. For exam- 
ple, patients with hypothyroidism were kept 
in mental hospitals before the function of 
the thyroid gland was discovered around 
1880. Even today some patients with Cush- 
ing’s syndrome or with pheochromocytomas 
are given psychiatric treatment for long 
periods before the real nature of their 
disease becomes evident. This is also true 
of elderly patients with hyperthyroidism. In 
addition, a majority of patients with hypo- 
parathyroidism and a few with hyperpara- 
thyroidism are initially diagnosed as having 
severe neurosis, mild schizophrenia, or even 
manic-depressive psychosis. To this list 
might be added the misdiagnosed abnormal 
mental states produced by drug or chemical 
intoxications (the Mad Hatter is perhaps 
the most familiar example) or by depletion 
of such electrolytes as sodium, potassium, 
and magnesium. There is no need to labor 
the point, but it is,obvious that all diseases 
of unknown etiology are appropriate sub- 
jects for physiologic study. 

All diseases have physiologic, psychologic, 
and sociologic manifestations. There is no 
need to bring up the cliché about the five 
blind men and the elephant, nor is it neces- 
sary to attempt to decide here what is the 
optimal number of blind men to engage in 
the study of any particular disease. It is suf- 
ficient to say that all aspects of all diseases, 
including the so-called “mental diseases,” 
should be studied by whatever methods are 
available. This is essential for several rea- 
sons. In the first place, any methods that are 


1¥From a talk given at the McLean Hospital 
Sesquicentennial, Waverley, Mass., May 16, 1961. 
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impossible to separate data from the meth- 
ods used to obtain them. (There are, ther 
fore, no facts in medicine ; this confuses 
many laymen who are unable to understand 
why what is right today may be wrong to- 
morrow.) Accordingly, the data that can 
be gained from any particular type of study ~ 
are greatly limited in character if not in 
amount. 

The limitation that results from the use 
of a single method is particularly unde- 
sirable in fields in which data are few—as is 
true of the field of mental disease. Any iso 
lated observation has an infinite number of 
possible explanations. The successive addi- 
tion of related observations obtained by dif- 
ferent methods progressively limits thi 
number of possible explanations. Although 
this does not establish the validity of À 
one explanation, it is helpful in that it 
narrows the field to be studied by ruling out 
certain possibilities. It is evident that the 
study of an unknown field should be car 
ried out by means of widely different meth 
ods: This conclusion clearly applies to men- 
tal disease. 

These facts raise another question : “Ho' 
useful are interdisciplinary studies?” Al 
though no categorical answer can be given 
to this question, certain considerations make 
it clear that such studies are of limi 
value. This limitation is imposed by th 
fact that when a single phenomenon 
studied simultaneously by means of sever: 
different methods, the validity of the con- 
clusion is determined by the least precise of 
the methods used; using methods of hi 
precision and of low precision simultaneous- 
ly does not increase the precision of 
latter, Another drawback of interdiscipli 
nary studies is the difficulty of planning a1 
experiment that meets the requirements 
all the different Rae ied. Comp) 
mises must be made, and consequent 
fewer valid findings may be yielded than 
would be obtained if all the studies hac 
been made in separate experiments; ta 
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is particularly true when little is known 
about the phenomenon under study. 
= Another question that suggests itself is : 
“How does the clinical physiologist decide 
what to study ?” The answer to this question 
of course varies from man to man. Investi- 
gators have some knowledge of the condi- 
tion to be studied, and accordingly certain 
directions underlie every investigator's plan 
of study. For example, most physicians 
other than psychiatrists conclude, after 
reading and hearing about schizophrenia, 
that the field is a morass of conflicting and 


3 -overlapping hypotheses about etiology, 


about the nature of primary and secondary 
symptoms, and about the existence of fun- 
damental and accessory processes. None of 
these hypotheses is supported by substan- 
tial data, All seem to be based on a small 
number of uncontrolled observations from 


which intuitive conclusions are derived, 


These intuitive conclusions are not good 
enough, since it is quite evident that 
thought by itself is the source of all error. 
Thought unsupported by observation can 
lead to no useful conclusion in medicine, 
and it creates spurious certainty where 
actual ignorance prevails. 

4 Psychiatrists agree on the diagnosis of 
_ schizophrenia in about 85% of severe (as 


distinguished from chronic) cases. This is 
` a good level of agreement; that is, it ap- 


proximates the level of accuracy of clinical 
diagnosis of, for example, aortic regurgita- 
tion in general medicine. However, agree- 
ment on the diagnosis of early or mild de- 
grees of schizophrenia is usually reported as 
about 50% ; that is, physicians who attempt 
to make the diagnosis have a degree of suc- 
_ cess that is no better than pure chance. This 
statistic is discouraging, for several reasons. 
For example, we are told that the best 
therapeutic results are obtained when treat- 
ment is started early. This general principle 
clearly applies to most diseases encountered 
‘in general practice, but the fallacy inherent 
in the application of this statement to schiz- 


= ophrenia is obvious in view of the disagree- 


ment about which patients have mild or 
early schizophrenia. Considerations such as 
these require that clinical physiologists 
working on schizophrenia apply themselves 
to the general aim of learning about the 
physiology of schizophrenia in order to as- 


certain whether physiologic data can (a) 
help to establish the fundamental nature of 
the disease and (b) help to distinguish 
primary and specific from secondary and 
nonspecific manifestations. (Undertaking 
such studies does not require that physiolo- 
gists believe that schizophrenia is primarily 
a physiologic rather than a psychologic dis- 
order.) Once the primary disorder that 
underlies schizophrenia is determined, re- 
gardless of which methods prove to be suc- 
cessful, all difficulties in early diagnosis 
and in evaluating the effects of treatment 
will vanish. 

In the meantime, clinical physiologists are 
forced to omit study of early schizophrenia 
and to limit their studies in the disease to 
observations in patients with advanced 
states of the disorder. The need to study 
the advanced disease may introduce errors, 
since instead of studying schizophrenia it- 
self physiologists may find themselves study- 
ing malnutrition or the consequences of 
incarceration in a mental hospital. Actually 
the possibility that any changes found in 
schizophrenic patients might be due to 
non-specific stress is readily ruled in or out 
by making studies on patients with other 
diseases such as fevers, cancer, vascular 
accidents, etc. However, regrettably few 
investigators have introduced this type of 
control into their studies. 

Another source of error in studies on pa- 
tients with advanced schizophrenia is the 
occurrence of physiologic cycles in such 
patients. These cycles appear to be of two 
main types: (a) those associated with 
changes in behavior and (b) those not so 
associated. The first type is seen in striking 
degree in psychotic women who have severe 
exacerbations of their psychotic manifesta- 
tions beginning about one week before each 
menstrual period. Perhaps even more in- 
teresting are the women with post-partum 
psychoses who are entirely well except for 
a period of a week or 10 days of each 
month. A similar syndrome occurs in girls 
at puberty and has been named by German 
authors “periodische Umdéimmerungen in 
der Pubertit’—“periodic twilight states in 
puberty.” The recurrence of these con- 
fusional and hallucinated states at 4-week 


-intervals in post-partum women and puber- 


tal girls certainly suggests a disorder of F 
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ovarian function, (It is interesting to note 
in passing that the word “estrus” comes 
from the Greek oistros, which means a bit- 
ing insect or gadfly: hence anything that 
drives one mad.) However, any conclusion 
to the effect that the syndrome is ovarian 
in origin is negated by the fact that a 
similar syndrome occurs in boys at puberty. 
The other type of physiologic cycle seen 
in schizophrenia is not associated with 
behavioral change. These cycles seem to 
comprise several varieties, such as the long 
cycles studied by Colbert and others and 
the 2-week cycles observed at the McLean 
Hospital. The latter are particularly prom- 
Fi inent at times when the patient’s condition 
f is changing for either better or worse. The 
occurrence of these cycles requires that cer- 
tain physiologic studies involve repeated 
measurements made over a period of weeks 
if any correlation between physiologic find- 

ings and clinical state is to be made. 
In addition to all the scientific technical 
' and procedural problems involved in the 
(þe development of clinical physiology in a 
mental hospital, certain problems of still 
another sort should be considered : moral 
problems. All researchers who study sick 
people face these problems, but the prob- 
lems take a different form in mental hos- 
pitals, Clinical physiologists in a general 
hospital are morally bound to limit their 
research—that is, their non-diagnostic stud- 
ies—to experiments that do no harm and 
cause a minimum of discomfort. These 
studies must have as their aim the revela- 
tion of something about the patient's disease 
so that he, or others with the same disease, 
may benefit from improvements in diagnosis 
or treatment. One fact that is usually over- 
looked is that all patients are morally obli- 
gated to co-operate in such studies. This 
obligation derives from the fact that all 
patients, whether in ward or private beds, 
are supported during their hospital stays by 
funds raised in the community. This does 
not refer to charitable donations given 
voluntarily by individuals ; it refers to huge 
sums given by the community to the volun- 
tary hospitals in the form of remitted taxes. 
This money is taken from each member of 
the community regardless of his wishes. Ac- 
cordingly, all patients in all non-profit hos- 
pitals have an obligation to all members 


"operate in research. These moral problems 


of the community—an obligation to a 
operate in research (and, of course, tea 
ing) so that other members of the con 
munity who have the same diseases or r 
have them in the future may benefit fro 
improvements in diagnosis and treatme 
Patients in mental hospitals are under th 
same obligation. Moreover, the staffs of | 
those mental hospitals that base their trea 
ment on getting the patients to enter 
normal relations with the community are 
morally obligated to persuade their patien' 
to co-operate in research. However, 
obligation on the part of hospital staffs 
rarely acted upon or even acknowledged in 
mental hospitals, A related problem involv: 
the interpretation of the psychotic patient 
willingness to co-operate in research, 
question may be raised whether a psychotic 
patient’s acquiescence—or his refusal- 
valid, It is customary, at least in some h 


tients are to be permitted to control their 
own treatment—a problem as yet unsolved, 

Another question must also be consi- 
dered: whether attempts to explain to 
psychotic patient the nature and purpose 
of the desired tests (such explanations start 
ing days or weeks before the test is made) 
either (a) serve as a valid basis for a valid 
decision by the patient or (b) prevent hin 
from making such a decision by confus 
and frightening him so that an innocuo 
test becomes a disturbing experience to him. 

Clinical research in general . hospi 
must be conducted so as not to interf 
with treatment. The same principle should, 
of course, guide research on patients in 
mental hospitals, However, there are 
marked differences in opinion among psy- 
chiatrists about whether taking a sample o 
blood or having a patient void into a urit 
interferes with treatment. Psychiatri 
therefore often find themselves in a diffi 
position : On the one hand, they are mo 
obligated not to recommend anything 
interferes with their treatment of patients ; 
on the other hand, they are also morall 
obligated to persuade their patients to co- 
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severely test the skill and judgment of psy- 
chiatrists. It is probable that some psy- 
trists—presumably only those of little 
erience—handle these problems badly. 

Studies aimed at clarifying these issues 
and at formulating rules to aid the inex- 
enced are urgently needed. Considera- 


tion should be given to resolving such difi- — 
culties as soon as possible, since clinical 
physiologic research in mental hospitals is 
rapidly increasing in volume and extent all 
over the country. 
Mark D. Altschule, M.D., 
Waverley, Mass. 


THE BELIEVING MIND 


Of the things that are palpably not true, Socialism is one of the most satisfying to men 
of the romantic kidney . . . Years ago, when the single taxers were still making a noise 
in the land, I made a roster of the movement, setting down beside each name the varie- 
_ _ ties of balderdash that its owner believed in . . . one of the leading single tax agitators 

was also ae of eee for aal Freedom, a Verein of quacks organized to 
oppose vaccination. Another was a militant anti-vivisectionist, and proposed that the 

Johns Hopkins Medical School be closed by the police . . pated TA table tapper, 
and a fourth got messages from the ghosts of Martin Luther, Lucy Stone, and Sitting 
: Bull. A fifth deserted his wife for a cutie with pansy eyes, and lost, in consequence, his 
ae et asa college professor. A sixth, believing he was Millard Fillmore, was put away by 
] Wines 

i Some look to spiritualism, some to chiropractic, some to genesis. Some took to prohibi- 
tion, the single tax, fasting, and the electronic vibrations of Dr. Abrams. But not one, so 
far as I can make out, took to sense. 


—H. L. Mencken (1926) 


Editor, THE AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

Sm : The article “Culture and. Mental Ill- 
ness,” by Ashley Montagu, Ph.D., which 
appeared in the July, 1961 issue of The 
American Journal of Psychiatry makes the 
assertion that “Contact with the mother’s 
body, the baby’s visual experience of that 
body, the support she gives, the breastfeed- 
ing that should continue for at least 9 
months, all these are indispensably neces- 
sary conditions for the well being and 
healthy development of the infant.” This 
sweeping generalization, for which Dr. 
Montagu adduces no supporting evidence, 
can only serve to create anxiety and guilt 
in the innumerable mothers who do not 
breastfeed their infants for 9 months. This 
is especially unfortunate since the available 
evidence casts doubt on the validity of this 
generalization, The March, 1961 issue of 
The American Journal of Psychiatry carries 
an article entitled “Individuality in Re- 
sponses of Children to Similar Environment- 
al Situations” in which data pertinent to 
this question from a long-term ongoing 
longitudinal study of child behavioral de- 
velopment are reported by myself, Birch, 
Chess and Robbins. About 40% of the 
mothers in a total group of 110 children 
being followed breastfed their children for 
2-5 months. No disturbances in behavior 
resulting from shift to the bottle, and no 
differences between these children and the 
others bottle-fed from birth have been 
noted. The data included details of func- 
tioning in the various areas of daily living 
before, during and subsequent to the shift 
from breast to bottle. In general, our study 
has shown that with all the issues involved 


REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm: Dr. Thomas, in his much appre- 
ciated letter, states that I adduce no sup- 


CORRESPONDENCE 


CHILD CARE 


in the process of socialization, such as wean: 
ing, toilet training and the birth of a youn 
er sibling, that there were wide variatio; 
the responses of different children, based 
the primary characteristics of reactivity of 
the individual child and the specific en- 
vironmental situation, and that no general- 
izations were possible that were valid for 
all the children. These findings are cons 
tent with the several reviews of the profes- 
sional literature by Orlansky (Psychol. 
Bull., 46: 1, 1949), Bruch (Am. J. Ortho- 
psychiat. 24: 723, 1954) and Stevens 
(Am, J. Psychiat., 114: 152, 1957) whi 
have concluded that the available publish 
data do not confirm the hypothesis that the 
pattern of child care practiced by the pare 
in the child’s early life has any one-to-one - 
relationship to later personality develo 
ment. 
Our experience with the mothers in o 
study, which is consistent with the observ: 
tions of Bruch (op. cit.) and others, is th 
the present day American mother is ve 
vulnerable to any indication that her child 
care practices deviate from the standards — 
enunciated by the presumed experts in the — 
field. A concern for the cultural influences — 
on mental health should make all of us 
working in this field careful not to enu 
ciate any strictures against mothers (and 
fathers) on the basis of prior hypotheses or 
clinical impressions, unless and until they _ 
are buttressed by substantial objective evi- - 
dence. . 


Alexander Thomas, M.D., 
Associate Professor Psychiatry, 7 
New York University School _ 
of Medicine, N. Yi 


ins: 


porting evidence for the statement he Ý 
quotes from my article “Culture and Mental 
Illness.” The evidence is, in fact, presented 

at considerable length in my book T! 


CORRESPONDENCE ere 


cember 


tion of Human Development (Harper & 
Bros., New York, 1955), to which I gave 
_the reference. Everything of relevance I 
_ have read since the publication of that book 
as only served to strengthen the view to 
which Dr. Thomas takes exception. With all 
espect may I say that a few apparent nega- 
ve findings in this area are quite insuffi- 
nt even to shake the massive amount of 
aterial which forms the foundation for the 
neralization which Dr. Thomas calls in 
question, 


What we now need are more longitudinal 
studies, all the more so since I fully agree 
with Dr. Thomas that individual variability 
is such that generalizations of the sort to 
which he objects will always be found to 
be inapplicable to some individuals, but this 
is precisely why they are generalizations 
and not universal statements. Perhaps the 
study of a little elementary logic is also in- 
dicated. 

Ashley Montagu, Ph.D., 
Princeton, N. J. 


MELLARIL : EJACULATION DISORDERS 


Editor, THE AMERICAN JOURNAL OF PsyCHI- 
TRY : 
Sm: In regard to ejaculation disorders 
during Mellaril treatment, 4 cases of which 
ʻe described in The American Journal of 
Psychiatry by Dr. Freyhan, Dr. Green and 
Dr, Heller, I'd like to report a similar one. 
_ Last month a well-developed, well- 
nourished 30-year-old colored American 
ale was referred to me because of severe 
anxiety. The patient was started on 200 mg. 
ellaril h.s., and on psychotherapy 3 times 
2 week, On his fourth visit, he reported 
having had intercourse the previous night 
without ejaculation, also without climax. 


A follow-up could not be done because 
of patient’s decision to return to the United 
States to be hospitalized. 

Having used Mellaril for over 2 years in 
a large number of patients and having 
never encountered this complaint, I feel 
that a deeper study in regard to this side 
effect should be done and would like to in- 
vite reports from different psychiatrists who 
use Mellaril. 


Jacob Datshkovsky, M.D., 
Ave. Ejercito Nacional 258-1, 
Mexico 5, D.F., 
Mexico. 


A CORE OF KNOWLEDGE 
_ The best part of our knowledge is that which teaches us where knowledge leaves off 


‘and ignorance begins. Nothing more clearly separates a vulgar 


m a superior mind, 


than the confusion in the first between the little that it truly knows, on the one hand, 
and what it half knows and what it thinks it knows, on the other. 


—OLIVER WENDELL HoLMES 


| 
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Tae AMERICAN BOARD OF PSYCHIATRY 
AND NEUROLOGY SUBMITS THE FOLLOWING 
Norice.—On October 8, 1961, the following 
regulation was passed : 

‘After June 30, 1962, all applicants for 
eligibility for examination in psychiatry 
and/or neurology by the American Board of 
Psychiatry and Neurology, Inc., must pre- 
sent three years of full time approved resi- 
dency training credit in order to fulfill the 
training requirements. After this date, the 
regulation permitting ante-1934 graduates 
to substitute ten years of full time experi- 
ence in lieu of formal residency training 
credit, will be terminated. 

The following examinations will be held 
by the American Board of Psychiatry and 
Neurology, Inc. : 

New York, New York—December 9, 11, 
12, 1961. 7 

San Francisco, 
April 2, 3, 1962. 

Í Detroit, Michigan—October 13, 15, 16, 
962. 


California—March 31, 


Tuer AmertcAN Boarp OF PSYCHIATRY 
AnD Neuroxocy, Inc.—The following are 
new Diplomates who successfully com- 
pleted the Board examination given in 
October, 1961 : 


PSYCHIATRY 

Atoynatan, Tanash H., M.D., Hartford, Conn. 
Backrass, Erwin, M.D., Howard, R. I. 

Bandle, Donald Francis, M.D., St. Louis, Mo. 
Basch, Michael Franz, M.D., Chicago, Ill. 

Bell, Exter Frank, Jr., M.D., Houston, Tex. 
Benham, William D., M.D., Falls Church, Va. 
Brady, John Paul, M.D., Indianapolis, Ind. 
Byron, Harold J., M.D., Philadelphia, Pa. 
Cattell, Richard Brenneman, M.D., Denver, Col. 
Charny, E. Joseph, M.D., Pittsburgh, Pa. 
Chediak, Charles, M.D., Topeka, Kan. 

Clifford, Joseph C., M.D., West Brentwood, N. Y: 
Cutri, Joseph John, M.D., Winston-Salem, N. C. 
Davidson, Edwin Maurice, M.D., Newton Hids., Mass. 
Davis, Carl Lewis, M.D., New Orleans, La. 
Davis, Martin David, M.D., New York, N. Y. 
Del Giudice, Amore, M.D., Binghamton, N. Y. 
de St. Felix, Edmond, M.D., Larned, Kan. 
Dietze, Hans J., M.D., Columbus, O. 

Dimitri, Konstantin D., M.D., Galesburg, Il. 
Draper, Edgar, M.D., Chicago, Ill. 

Eichler, Myron Franklin, M.D., Baltimore, Md. 
Elmore, Carroll M., M.D., Topeka, Kan. 
Fineman, Abraham D., M.D. Brookline, Mass. 
Fleetwood, Wallace W., M.D., New Orleans, La. 
Flynn, Thomas T., M.D., Clayton, Mo. 

Fournier, Ferdinand E., M.D., Northville, Mich. 
Gaârder, Kenneth R., M.D., Rockville, Md. 
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Garner, Wilfrid J., M.D., Halstead, Kan. 

Goldings, Herbert Jeremy, M.D., Newton Center, Mass, 

Graber, Hildegard Kellner, M.D., Newport, Minn, 

Greben, Stanley Edward, M.D., Toronto, Canada 

Greenspon, William S., M.D., New York, N. Y. 

Grosenbaugh, Clare Henry, M.D., Grand Rapids, Mich. 

Hammond, Jerrold E., M.D., Charlottesville, Va. 

Hansen, Howard, M.D., Los Angeles, Calif. 

Harris, Sherwin J., M.D., Great Neck, N. Y. 

Hayes, Ray H., M.D., Lexington, Ky. 

Hellinger, Bernard S., M.D., Beverly Hills, Calif. 

Hyman, Maurice, M.D., Nashville, Tenn. 

Jacobsohn, Ulrich B., M.D., Camarillo, Calif. 

Jones, Arthur Lambert, M.D., F.R.C.P.(C), Toronto, Canada 

Jurgensen, Warren P., M.D., Fort Worth, Tex, S 

Kafka, John S., M.D., Bethesda, Md. 

Keith, Robert D.. Topeka, Kan. 

Kendrick, Curtis, M.D., New York, N. Y. 

Kennedy, Lawrence L., M.D., Topeka, Kan. 

Klassen, Otto Dyck, M.D., Wichita, Kan. 

Knox, C. Frank, Jr., M.D., Tulsa, Okla. 

Kosieradzki, Henryk, M.D., Marshalltown, Iowa 

Kritzer, Herbert, M.D., Washington, D.C. 

Lambert, Henry L., M.D., Little Rock, Ark. 

Lammers, Ann Hyacinth, M.D., Owings Mills, Md. 

Lee; Gary Melvin, M.D., Lawrence, Kan. 

Lile, Gwyn Henry, M.D., Chicago, Ill. 

Maas, James Weldon, M.D., Bethesda, Md. 

‘Macfarlane, Jeptha Robert, M.D., Long Island, N. Y. 

Maclver, John, M.D., Pittsburgh, Pa, 

Magier, Nina G., Salem, Va. 

Marchesi, John C., M.D., San Jose, Calif. 

Mehlinger, Kermit T., M.D., Chicago, u, 

Miller, Paul R., M.D., Chicago, Ill. 

Millman, Morton M., M.D., Chicago, Ill. 

Minui, Morteza, M.D., Eloise, Mich. 

Mooney, William E., M.D., Pittsburgh, Pa. 

Moore, Robert Francis, M.D., Randolph, Mass. 

Morse, William R., Jr., M.D., Columbus, O. 

Murillo, Luis G., M.D., Greenwich, Conn. 

New, Bertrand L., M.D., New York, N, Y. 

Pavkovic, Anthony, M.D., Chicago, Ill. 

Pawlowski, Emil J., M.D., Wakefield, Mass. 

Perry, Gerald F., M.D., Roslyn, N. Yo 

Phillips, George McK., M.D., Crownsville, Md. 

Pierce, Hamilton Campbell, M.D., Great Falls, Mont, 

Platkin, Mauris Milton, M.D., Oxon Hill, Md. 

Preece, Howard G.. M.D., Walnut Creek, Calif. 

Prosen, Harry, M.D., MR.C.P., Winnipeg, Canada 

Rapport, Samuel, M.D., Norwalk, Calif. 

Raskin, Milton, M.D., Worcester, Mass. 

Reid, F. Theodore, Jr., M.D., Chicago, Ill. 

Rinsley, Donald Brendan, M.D., Topeka, Kan. 

Robinson, William B., M.D., Tuscaloosa, Ala. 

Rothes, Wolfgang, M.D., Waukegan, Il. 

Schiff, Daniel, M.D., Chicago, il. ; 

Schorer, Calvin E., M.D., Detroit, Mich. li 

Schreier, Arthur Jay, M.D., Hartford, Conn, j ‘ 

Smith, Charles Edward, Jr., M.D., Oklahoma City, Okla. — 

Snow, Harold L., M.D., Los Ai h au 

Statman, Jerome Mia SER Ei Kan. 
teele, Robert G., M.D., Sarasota, Pla. 3 

ar Stephen E., M.D., Woodland Hills, Calif, 

Stiller, Rochus, M.D., Elgin, Ill. 

Strand, Glenn T., Jr., M.D., Seattle, Wash. 

lew Orleans, La. 


Petras, M.D., Chicago, Ill. 
sanan ‘Alexander L., M.D., New York, N.Y: 
Van der Veer, J. R, M.D. Toledo, O. $ 
Van Dooren, Hugo, M.D., Tacoma, Wash. 
Weisler, Jacob M., M.D., New Orleans, La. 

H „ David Twining, M.D., Washington, D.C. 
Young, Gregory G., M.D. Miami, Fla. eS 
Kennedy, Ralph Cranford, M:D., Talmage, Calif. 

(certified in Supplementary Psychiatry) tte 
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NEUROLOGY 
Anderson, Wilmer M., M.D., Philadelphia, Pa. 
Barrows, Howard Strong, M.D. Arcadia, Calif. 


Mileris, Jonas Valdemaras, M.D., Aurora, Ill. 
Scott, John Sewell, M.B., Orlando, Fla. 
Swanson, August G., M.D., Seattle, Wash. 
Turrell, Richard C., M.D., Louisville, Ky. 
Weiss, Stuart, M.D., St. Louis, Mo. 


New Facmitrims, New York STATE, FOR 
MenrtarLy Rerarpep.—Governor Rockefel- 
ler has announced completion of plans for 
a proposed $17 million construction pro- 
_ gram for the School of Mentally Retarded at 
_ Mt. McGregor, in Saratoga County. The 
_ new buildings at Wilton will provide room 
for 1180 patients. The site is adequate for 
_ expansion, and eventually 2800 patients 
could be taken care of. The existing build- 
ings, currently housing 130 patients, are 
being renovated to accommodate an addi- 
_ tional 215 patients. 

The plans include a schoolbuilding with 
residence cottages for school children, a 
medical surgical hospital building, build- 
ings for the severely retarded, training and 
rehabilitation facilities, as well as recrea- 
tional areas and a centralized playfield for 
_ Major institutional programs. 


Dr. Warrer Hamsurcer.—The untimely 
_ death of Dr. Walter Wile Hamburger oc- 
urred September 21, 1961. A graduate of 
_ _ the University of Chicago, he pursued medi- 
cal training at the Peter Bent Brigham Hos- 
pital, Boston, and the Cincinnati General 
Hospital. He then served in the United 
States Army Medical Corps for over 3% 
years including duty in the CBI Theater. 
On his return from the service in 1948, he 
undertook training in clinical psychiatry and 
medicine at the Strong Memorial Hospital, 
University of Rochester, and later trained 
at the Institute for Psychoanalysis, Chicago. 
He served on the faculty of the Medical 
School of the University of Rochester from 
1948 until his death, at which time he held 
the rank of associate professor (full time). 
He was a devoted teacher, clinician, and re- 
searcher, contributing much to the under- 
standing of obesity. His interests were wide 


and always involved a comprehensive view 
of medical as well as emotional components 
of illness. He was active in many community 
affairs as well as national organizations, in- 
cluding the American Psychiatric Associa- 
tion, the American Psychoanalytic Society, 
American Psychosomatic Society and GAP. 
He was a warm, humble, thoughtful man, 
beloved and admired by many and who 
will be sorely missed by family, friends, and 
colleagues. 


Seconp CANADIAN INSTITUTE ON MENTAL 
Hear Services.—This Institute, sponsored 
by the Canadian Psychiatric Association, is 
to be held at the Chateau Laurier, Ottawa, 
Jan. 15-18, 1962. 

The panel on the first day, Canadian 
Mental Health Association Report on Men- 
tal Health Services in Canada, comprises : 
History and Purpose—Dr. J. D. Griffin ; Im- 
plications for Mental Hospitals—Dr. C. A. 
Roberts ; Implications for Community Men- 
tal Services—Dr. B. H. McNeel ; Implica- 
tions for Private Practitioners—Dr. R. J. 
Weil; and Implications for Teaching—Dr. 
J. S. Tyhurst. Other major topics are Nurs- 
ing services; Occupational therapy; Inte- 
gration of therapeutic services within the 
community ; Financing, community organ- 
ization, local administration, etc. ; and Psy- 
chotherapy. 

Further information may be obtained 
from the Institute of Mental Health Serv- 
ices, Canadian Psychiatric Association, Suite 
103, 225 Lisgar St., Ottawa 4, Ontario. 


Dr. Henry Luoyp.—The death of Dr. 
Henry William Lloyd, owner and operator 
of the West Hill Sanitarium in Riverdale, 
New York, occurred at his home Oct. 7, 
1961. His age was 83. 

Dr. Lloyd, a native of Massachusetts, was 
graduated in Medicine from the University 
of Pennsylvania. He served as a captain in 
World War I. During the past three dec- 
ades he had operated the West Hill Sani- 
tarium as a private psychiatric hospital. 
Much earlier he had acquired the Audubon 
Sanitarium in upper Manhattan, a former 
general hospital which he converted to a 
private institution. 
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Dr. Lloyd had been a member of the 
American Psychiatric Association since 1937. 
He was a member of the New York Acad- 
emy of Medicine. He was a Free Mason. 


JOURNAL OF ABNORMAL AND SOCIAL Psy- 
cuoLocy.—Beginning with the January 1962 
issue, this Journal will become a monthly 
rather than a bimonthly journal. Each of 
the annual two volumes, therefore, will 
contain 6 issues rather than 3 as heretofore. 
The 1962 annual subscription rate of $20.00 
(foreign $20.50) will not be changed. 

For further information write to the 
American Psychological Association, 1333 
Sixteenth Street, N. W., Washington 6, 
D.C. 


Dr. Denser Honorep.—Herman C. B. 
Denber, M.D., Director of Psychiatric Re- 
search at Manhattan State Hospital, New 
York, and Associate Clinical Professor of 
Psychiatry at the New York Medical Col- 
lege, was recently honored by the French 
government. At a ceremony held in the 
Ministry of Health in Paris, he was dec- 
orated and made a Chevalier de Ordre de 
la Santé, in recognition of his efforts 
towards increasing scientific and cultural 
exchanges between French and American 
psychiatrists. 


Tentu Nationa Cxosep-Circurr TELE- 
cast ror Puysicrans.—This telecast will 
originate from the*Albert Einstein College 
of Medicine in New York City on Dee. 13, 
1961 (9 p.m. E.S.T.) and will be trans- 
mitted to cities listed below. 

Patients with lesions of the brain will be 
presented by a distinguished panel of clini- 
cians, including 3 guests from other coun- 
tries—Dr, Wilder Penfield and Dr. Donald 
L. McRae from Montreal, and Dr. Mac- 
donald Critchley from London, Eng—and 
American specialists in several cities. 

This Grand Rounds telecast may be seen 
at the following locations (times given are 
local times) : 

Boston—Pilgrim Theatre, 658 Washington 
St., at 9 p.m. 

Chicago—Uptown Theatre, 4814 Broadway, 
at 8 p.m. 


Cleveland—Academy of Medicine, Libi 
Auditorium, at 9 p.m. 
Kalamazoo—The Upjohn Co., Portage P| 
Cafeteria, at 9 p.m. 5 
Los Angeles—Wiltern Theatre, 3784 Wi 
shire Blvd., at 9 p.m. Sa 
Minneapolis—Pick-Nicollet Hotel, Interna- 
tional Ballroom, at 8 p.m. 
N. Y. City Area : 
Manhattan—Town Hall, 123 West 43rd St., 


Robbins Auditorium, Eastchester Rd. and M 
ris Park Ave., at 9 p.m. 
Philadelphia—69th Street Theatre, Garrett 
Rd. and Westchester Pike, at 9 p.m. : 
Pittsburgh—Webster Hall Hotel, Georgian 
and Terrace Rms., at 9 p.m. j 
San Francisco—Veterans Bldg, War Me- 
morial, Auditorium, at 9 p.m. è 
Syracuse—Onondaga County War Memorial, 
Exhibit Hall, at 9 p.m. 
Washington, D. C.—Medical Society of 
D. C., Auditorium, at 9 p.m. RS 


INTERNATIONAL Union ror HeaLTH Epv- 
cation.—The 5th International Conference 
of this Union is to be held from June 30 to 
July 7, 1962 in Philadelphia, Pa. The broad 
theme of the scientific program is “Man in 
His Environment.” s 

Applications for advance registration 
should be sent to: Conference Secretariat, 
1962 International Conference on Health 
and Health Education, 800 Second Ave., 
New York 17, N. Y., and should be received 
by April 1, 1962. Registration fee is $22, for 
individual members of a participant's fami 
accompanying him $11, and for students 
professional schools $15. 


Dr. Conn Recerves Hypnosis AWARD 
Dr. Jacob H. Conn of Baltimore, Md. w: 
presented with the 1961 Dr. Bernard 
Raginsky Award at the annual meeting of © 
the Society for Clinical and Experimental 
Hypnosis in Cleveland, O. He is the secon 
physician to receive this award, the fir 
recipient having been Dr. Lewis R. Wol- 
berg of New York. A 

Dr. Conn was President of the Natio: 
Society for Clinical and Experimental Hy 
nosis from 1959 to 1961. He is assistant pr 
fessor of psychiatry at the Johns Hopki 
University School of Medicine. å 
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WirnprawaL or Tae Druc FLEXIN.— 

The McNeil Laboratories, Inc., Fort Wash- 
ington, Pa., reports that on the basis of 
clinical observations submitted to the com- 
pany by physicians suggesting that Flexin 
may.be associated with the development of 
hepatitis in an occasional hypersensitive pa- 
tient, the company is withdrawing from the 
market Flexin, Flexilon, Flexilon-HC, and 
Triurate. Physicians having samples or sup- 
plies of Flexin or any of the drugs named 
are requested to destroy them. 


ÅSSOCIATION OF FILIPINO PSYCHIATRISTS. 
_ —In the Philippines the Group for the Ad- 
= vancement of Psychiatry was organized 
Sept. 5, 1961 by 14 psychiatrists who having 
~ trained in hospitals in the United States 
have recently returned to Manila, 
___. The Chairman is Virgilio G. Santiago who 
is the first Filipino diplomate of the Ameri. 
can Board of Psychiatry and Neurology. 


Menrat Hearra RESEARCH Grants.—Dr, 
Luther L. Terry, Surgeon General of the 
U. S. Public Health Service, has announced 
the award of 48 grants, totaling $14,575,628, 
= to help build and equip additional health 
research facilities in 40 institutions in 23 
_ States, These grants which are awarded on 
_ a matching basis, are designed primarily to 

promote medical research, 

_ The following grants were made for 
_ mental health research : $172,516 to Wash- 
~ ington University School of Medicine, St. 
_ Lonis, Mo. for an addition to Renard Hos. 
pital for Psychiatric Research, and equip- 
= ment; $512,500 to Pacific State Hospital, 
Pomona, Calif. for a mental health research 
; and $72,580 to University of 
Medical School, Denver, Colo, for 
new Baie and equipment for psychiatric 


Fist INTER-AMERICAN CONFERENCE ON 
Concenrrar Derecrs.—This conference will 
be held January 22-24, 1962, at the Statler 
Hotel, Los Angeles, Calif., sponsored by 
The National Foundation and the Univer- 
sity of Southern California. 

The conference will deal with: 1, Ge- 
netic defects (hemoglobin, galactosemia, 
gargoylism, amino acid defects), 2, Struc- 


tural defects (chromosomal abnormalities — 
with particular reference to sex, mongolism, 4 
central nervous system defects, genito-uri- , 
nary defects, eye defects as an expression — 
of congenital defects). 

The range of topics in this important con- 
ference is very wide and will be dealt with 
by recognized authorities. 

The proceedings, including all scientific 
papers, will be published. : 
Inquiries should be addressed to the 
Secretariat of the First Inter-American Con- 
ference on Congenital Defects, University 
of Southern California, University Park, Los 

Angeles 7, Calif. 


SECOND CANADIAN INSTITUTE oN MENTAL 
Heatra.—This Institute is to be held Jan. 
15-18, 1962, at the Chateau Laurier in Ot- 
tawa. The Academic Lecture will be de- 
livered on the first day of the Institute by 
Dr. Jack R. Ewalt, Professor of Psychiatry 
at Harvard Medical School. Dr. Ewalt will 
discuss both the recommendations of the 
Joint Commission on Mental Health and 
those of the reports of the Canadian Mental 
Health Association. 

Principal speakers during the sessions of 
the Institute will be : Dr. J. D. Griffin, Di- 
rector of the Canadian Mental Health Asso- 
ciation ; Dr. C. A. Roberts, Director of the 
Verdun Protestant Hospital, Montreal ; Dr. 
B. H. McNeel, Chairman of the Mental 
Health Division, Ontario Dept, of Health ; 
Dr. R. J. Weil, Assistant Professor of Psychi- 
atty, Dalhousie University; Dr. J. S. Ty- 
hurst, Professor and Chairman of the De- 
partment of Psychiatry, University of British 
Columbia. 

At the banquet on the evening of Jan. 15, 
Dr, Jean Saucier, President of the Canadian 
Psychiatric Association, will preside, and 
Dr. Robert H. Felix, Director of the (U. S.) 
National Institute of Mental Health, will be 
the guest speaker, 


Correction.—The last quotation at the 
bottom of p. 470 in the November issue 
of the Journal was treated unkindly by the 
printerman. 

The title word 
and the source 
off the page. 

The source was Ecclesiastes 7:13. 


“Genes” was decapitated, 
of the quotation was edged 


c oP bias 


Crime x America. Edited by Herbert A. 
Bloch. (New York : Philosophical Library, 
1961, pp. 355. $6.00.) 


Crime, in spawning its assortment of social 
problems, has invoked as well a wide range of 
remedial forces. On the one hand, public action 
—governmental, judicial and _correctional— 
maintains its. attempt to control and combat 
the tide of offense. On the other hand, an array 
of professional and Jay elements—medical, 
academic, legal and community—pursues the 
endeavor to clarify the dynamic principles of 
criminal behavior and thereby to give direction 
and meaning to the crusade for better adapta- 
tion to, what Dr. Bloch calls, “the painfully 
acquired inhibitions of civilization.” How 
greatly the polymath composition of this en- 
deavor has proliferated in the last few decades 
is illustrated by the nature of this book. Of 
the 24 contributors, 12 have university or 
other academic connections, 5 are medical 
practitioners, 4 are police connected, 3 repre- 
sent public organizations, 1 is an Army general 
and 1 a Senator. 

Most of the 23 papers constituting the book 
were read at the annual meetings of the Ameri- 
can Society of Criminology. They, therefore 
reflect a diversity of viewpoint that Dr. Bloch, 
Professor of Sociology and Anthropology at 
Brooklyn College, cites as characteristic of the 
organization ; incidentally, he notes that’ the 
reconciling of these divergencies is an organiza- 
tional aspiration not yet achieved. However, 
this heterogeneous quality adds the spice of 
controversy to the symposium. He classifies as 
frankly controversial such topics as psycho- 
graphology, the Glueck delinquency prediction 
scale, the role of hereditary factors and social 
viewpoints on gambling. A further controversial 
item is Dr. Jack Kevorkian’s proposal that 
capital punishment be adapted to purposes of 
physiological research by using condemned 
ctiminals as laboratory subjects. 

Among the especially useful items in the 
book are 3 papers recapitulating the issue of 
the McNaghten Rule and insanity. These are 
contributed by Dr. Frederick J. Hacker and 
Marcel Frym of Beverly Hills, Dr. Philip A. 
Roche and Dr. Dean C. Tasher. There is also 
some incisive exposition and comment in Dr. 
Canio Louis Zarrili’s critical analysis of the 
Royal Commission Report on Homosexuality 
and Prostitution, a document worthy of more 
attention than it has generally received. 
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Some constructively critical plain talk about 
“Correction’s Sacred Cows” is offered by How- 
ard B. Gill, with this as his central them 
The correctional process is not made up 
5 or 6 separate ‘constellations—preventior 
police, courts, prisons, probation and parole— 
each whirling in space in its own orbit, 
occasionally colliding one with another. I 
a single process and demands an integr: 
and coordinated program under the 
“command of a professional leader of the high- 
est caliber on at least 3 levels—federal, state ` 
and city. Because of the lack of such coordi. 
nation and such high professional leadershij 
we may be losing the war on crime in 
United States. 

Dr. Bloch, as moderator, strikes a soberi 
realistic note on the position and prospects of — 
diffused anticrime endeavor. He sums up 
“Although it may be true that there is com 
siderable agreement upon the use of scientifi 
method, especially when informed with the 
conviction of humanitarian purpose, there a 
nevertheless serious controversies in the 
of criminology. . . . Such conflicts can be bit- 
ter, frequently leading to confusion of und 
standing and purpose, and which, perhaps, 
can only be reconciled in the long run by the 
emergence of a new philosophy within the 
entire field of corrections, Such a philosophy is 
beginning to take shape and is based upon — 
the premise that most, if not all, offenders 
can be rehabilitated and that the techniqu 
for such reclamation lie only partially in com- 
pulsive detention and punishment,” 

i Rarru S. Banay, M.D. 
New York 21, 


SOMATIC TREATMENTS IN PsycutaTRy. By 
thar B. Kalinowsky, M.D., and Paul 
Hoch, M.D., in collaboration with Bre 
Grant, M.D., D.P.M. (New York and Lon- 
don: Grune & Stratton, 1961, pp. 413 
(incl. bibliog. pp. 54 and index pp. 13 > 
$9.75.) iig 


This book may be regarded as the stand 
presentation of treatment in psychiatry 
Tt covers fully all the procedures of 
decades and evaluates carefully the usefuln 
of each one. The text is particularly valuab) 
in that there is full coverage of the foreig 
literature as well as the American, wit! 
sound background of the wide experience 0 
the authors. shh 
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A characteristically American tendency has 
heen to drop an older treatment procedure 
when a new one is brought forward. The au- 
thors maintain a salutary balance in this 
respect, indicating that the earlier somatic 
erapies served, and still serve, their purpose. 
“None of the previous somatic treatments has 
hecome obsolete even though some of their 
E indications have changed.” Even- psychosur- 
ery, which in recent years has lost heavily in 
restige, is found to be “an extremely useful 
‘tool in selected, otherwise intractable cases.” 
After a concise historical review (5 pp.) of 
the new therapies, the book begins with phar- 
macotherapy because this is the method “tried 
first in the vast majority of psychiatric pa- 
tients.” It was Jean Delay, professor of psychi- 
~atry, in the University of Paris, who intro- 
luced modern psychopharmacology with the 
drug chlorpromazine ; and his classification of 
the “tranquilizers” and the innumerable 
“neuroleptic” and other compounds that daily 
issue from the pharmaceutical houses is gen- 
erally followed in this book. The authors indi- 
cate the steps rigidly necessary in evaluating 
a new drug: first, recognition of potentially 
useful biological effect ; second, determination 
of relative safety by trial with animals ; third, 
establishment of action, therapeutic effect, and 
safety in human subjects (n.b. side-effects), 
It is in schizophrenic reactions that the 
neuroleptic drugs have been most widely used, 
but they have been resorted to in virtually all 
disturbed mental states. Indications and side- 
‘effects are thoroughly covered; likewise in 
combination with other drugs or treatment 
methods such as ECT. Extensive clinical in- 
vestigations and their results are fully reported. 
_ This section of the book on pharmacotherapy 
occupies 118 pages, 
Next come the various convulsive therapies 
3 pp.), insulin coma treatment (63 pp.), 
chosurgery (36 pp.), various pharmacologi- 
al and other methods (23 pp.). The final 
2 ol (16 pp.) is devoted to theoretical 
_ remarks, 
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The authors summarize and discuss in these 
illuminating pages the various theories that 


have been proposed in connection with the - 


several treatment procedures described in the 
text: “Practically no study is available that 
proves the necessity of psychotherapy by com- 
paring the results in patients who received 
psychotherapy with those who did not.” And 
they continue : “Empirically, the organic treat- 
ment produced results. [They] rapidly accumu- 
lated considerable statistical material which 
could be analyzed and criticized. By compari- 
son, the psychotherapeutic approaches have 
practically no statistics or the number of pa- 
tients evaluated and reported is very small.” 
And they warn: “The indiscriminate use of 
the somatic treatments, particularly electric 
shock therapy, must be deplored. However, 
indiscriminate use of psychotherapy also oc- 
curs.” They express the opinion that “markedly 
depressed patients,” with whom good rapport 
is impossible, “often become worse under such 
treatment but usually very quickly recover 
with electroshock treatments.” 

The situation as it is today is tersely summed 
up in the following sentence with which these 
two eminent authors close their book: “At 
present, we can say only that we are treating 
empirically disorders whose etiology is un- 
known, with methods whose action is also 
shrouded in mystery.” 

Happily tireless investigation continues— 

C. B. F. 


Tae DeaTH or Apam. By John C. Greene. 
(Ames : The Iowa State University Press, 
1959, pp. 388. $4.95.) 


f This is a most admirably readable and de- 
lightfully illustrated account of the rise and 
development of the idea of “Evolution” and 
its impact on Western thought. The subject 
has been often dealt with, but never in a more 
attractive manner, the attraction being due 
principally to the manner in which Professor 
Greene, who teaches the history of science at 
Towa State University, has combined the quali- 
ties of scholarship, good judgment, and a felici- 
tous style. 

Beginning with an exposition of the relevant 
Newtonian concepts of the 17th century con- 
RET the oe of Nature and Nature’s God, 

author, step by step, takes us through the 
labyrinth of intellectual changes which gradu- 
ally prepared the way for the Darwinian revo- 
lution. This is a fascinating excursion, and I 
have no hesitation in recommending this book 
beyond all others as the best book of its kind. 
It is, indeed, a remarkable performance, And 
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what, from the reader’s point of view, is quite 
as remarkable is the extraordinarily low price 
at which the book is published. A sensible man 
would not only enjoy reading the book, but 
laying in a store of copies, as gifts to be 
thoughtfully bestowed upon the deserving. 
Readers of this Journal will particularly 
value the exposition of the development of our 
contemporary conception of man’s nature, cul- 
minating, of course, in Freud, and perhaps to 
be rescued from its errors by the New Instru- 
mentalist. 
Altogether this is a memorable book. 
AsHLEY Monracu, Px.D., 
Princeton, N. J. 


EssentraLs or Neuroxocy. By John N. Wal- 
ton, M.D., M.R.C.P. (Montreal : J. B. Lip- 
pincott Co., 1961, pp. 422. $6.75.) 


This is a small handbook written by an 
author-investigator familiar to most neurolo- 
gists as one who can speak and write well. This 
volume lives up to the high standard already 
set by the author. The book is clearly and con- 
cisely written and one is amazed to find so 
much in one small volume. The author has 
successfully interwoven concepts relating to 
disturbed physiology in structural lesions, 
chemically determined disorders and the mal- 
adaptations due to various genetic and environ- 
mental factors. He points out again and again 
that it is the whole person and his family who 
need to be studied in the clinical setting. His- 
tory taking, physical examinations, special tech- 
niques of investigation are neatly portrayed 
and followed by chapters on interpretation of 
symptoms and signs. A brief description, but 
containing the essential points, is given 
neurologic diseases including primary and sec- 
ondary conditions.. The book is written for 
medical students and post-graduate students. It 
will not be very useful to the post-graduate 
student in neurology except as a starting point 
in his clinical work. It can be recommended to 
psychiatrists and internists as a quick reference 
for purposes of preparing for specialty examina- 
tions, The reviewer regards the book as one of 
the better, if not the best, books in its class. 

Auian A. Baney, M.D., 
Saskatoon, Sask., Can. 


Toricau PROBLEMS OF PSYCHOTHERAPY. Vol. 
I. Edited by Berthold Stokvis. (Basle, Swit- 
zerland: S. Karger, 1959, pp. 70. Sfrs. 
11.70) Vol. II. Edited by Wilfred C. Hulse. 
(Same publisher, 1960, pp. 197. Sfrs.27.—.) 


The editor of the multi-lingual journal, Acta 
Psychotherapeutica, started in 1959 to publish 


small monographs on timely “problems,” 
countered by psychotherapists all over 
world. The first volume is devoted to histo 
aspects with contributors from Holland, 
land, U.S.A., France, and Germany. The 
volume, almost three times as long as the fi 
deals with the “Sources of Conflict in | 
temporary Group Psychotherapy,” and is rez 
ily accessible to American readers as it i 
published entirely in English under the spon- 
sorship of the Eastern Group Psychotheraj 
Society and the Postgraduate Center for Psy- 
chotherapy in New York. Its contents are ~ 
among the most valuable this reviewer has en- ~ 
countered in the field of group psychotherapy. ~ 
There are individual papers, such as “The ~ 
Application of Group Concepts to the Treat- 
ment of the Individual in the Group” by S.) 
Foulkes (London), as well as informal panel 
discussions. Both to the beginning as well as =% 
the experienced practitioner, the book can be 
highly recommended ! 
Hans A, Inuine, PH.D., ~ 
Los Angeles, Calif, 


Panxinson’s Disease Irs MEANING AND MAN- 
acement. By Lewis J. Doshay, M.D. (Phil- 
adelphia : J. B. Lippincott Co., 1960, pp. 
224. $1.45.) 


popular 
chapter 


descriptions of the effects of rigidity and tremor ~ 
with due emphasis on the organic rather than 
psychogenic cause. In a similar way it 
pointed out that the disease does not a 
many of the distressing symptoms which 

with other well-known chronic diseases 
brain tumour, cancer and multiple sclero 
The lack of readily available facilities fi 
habilitation and skilled medical supervision 
properly mentioned. In a brief historical secti 
there is due tribute to the original essay 
James Parkinson in 1817. The chapter on 
rent medicinal treatment is probably the 
authoritative section, being a useful referen 
for physicians as well as enlightening 

and their relatives. Physiotherapy is given d 
emphasis and the section on brain sw 
valuable in mentioning the limitations of 
popular new form of treatment. Practical p 
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9 new Parkinson Foundations centered in 
New York City. 
_ As a neurologist the reviewer found this 
ok helpful regarding practical aspects of 
atment. It will be of still further interest 
to general practitioners and patients. 
ae J. Currorp Ricuarpson, M.D., 
Toronto General Hospital, 
Toronto, Ont. 


In his present work Professor Porteus con- 
eniently brings together a significant body of 

idence relative to functional impairment and 

avioral effects attendant upon all types 
of psychosurgery, vitaminosis and the use of 
lorpromazine. The Porteus Maze Test, the 
ry and articulation of which are discussed 
hapters III and XI, has proven to be one 
e most sensitive measures of brain damage 


| use since 1915, the Maze Test has been 
variously conceived and employed as a test 
eneralized planning capacity (prehearsal 
prevision), testing a segment of general 


lentification of delinquent and_protodelin- 
Quent disposition (cf. particularly pp. 90, 94) 
f as potential industrial efficiency (p. 


i Porteus Maze is among the few tests 
which provide insight into the behavioral ef- 
ects and functional performance reduction on 


ectiveness of the Maze as a sensitive indi- 
‘or of brain damage is perhaps its prime im- 
tance. Postoperative examination, employ- 
such standard testing devices as the Kohs 


Block Design Test, the Rorschach Test and 
the Wechsler-Bellevue afforded only negative 
or indifferent results (cf. pp. 53, 62 f.) while 
the Maze revealed extensive and apparently 
lasting impairment of the critical functions of 
initiative and response (pp. 54, 62), results 
which accorded themselves well with the in- 
tuitive estimate of the results of lobotomy 
tendered by qualified observers. As a conse- 
quence of maze testing these intuitive judg- 
ments are now supported by quantified test 
results, results so sensitive that tentative gen- 
eralizations can be hazarded which would 
indicate that damage inflicted on more an- 
terior or rostral portions of the frontal lobe 
result in much less Maze impairment than 
those inflicted at a more posterior site (pp. 
60, 149). In lobotomy, the more serious losses 
in maze treading ability follow the more pos- 
terior lesion ; similarly, topectomies in which 
ablations are superior and posterior result in 
More serious T(est) Q(uotient) reductions 
than inferior and anterior excisions, Trans- 
orbital lobotomy impairs 1 the operate’s maze 
treading ability, thermocoagulation of areas 
9 and 10 result in major maze treading deficits 
and thalamotomy, destroying the terminals 
of cortico-thalamic communication, apparently 
reduces the subject’s preoperative maze score 
by 30 T.Q. points (cf. pp. 50 f.). 

Such results, above and beyond their ability 
to indicate the extent of performance impair- 
ment consequent upon cortical excision, venous 
ligation or lobotomy, assist in determining the 
normal state function of the frontal lobes. 
Hitherto, assessment of the function of the 
frontal region of the brain exaggerated its 
importance to comparative intelligence. The 
studies conducted on lobotomized patients in 
the Columbia-Greystone projects provided only 
negative results with respect to reduction in 
the level of general intelligence as measured by 
standard “I.Q.” examinations, Only .Maze 
Test results seemed to indicate a critical re- 
duction in important areas of intellectual per- 
formance, those associated with planned ac- 
tivity, There is strong presumptive evidence, 
therefore, that the frontal lobes mediate 
planned activity and subserve that signally 
human activity ofttimes referred to as “de- 
layed choice” or “anticipatory delay.” 

« Vaen One considers the importance of 
imaginally experienced trial and error” in 
distinguishing the behavior of Homo sapiens 


+ The extent of this impairment cannot be con- 
fidently apprized until the available data are more 
analytically assessed (cf. Smith, A. : J. of Ment. 
Sci., 106: July, 1960) and more data: become 
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from that of the reflex or instinctual responses 
of his less distinguished antecedents, the im- 
portance of the development of the frontal 
lobes in man’s secular evolution can hardly be 
underestimated. 

The continued and increased usefulness of 
the Porteus Maze as a testing device mark it 
a hardy growth in the hothouse of psycho- 
metric techniques. As we have tried to in- 
dicate, its fruits, like its effective areas of 
application, have been many and varied. In- 
terestingly enough, while Professor Porteus 
alludes, several times throughout the text, to 
the usefulness of the Maze in the study of 
primitive mentality (cf. pp. v, 8 f., 68, 83, 
102), as well as racial temperament (cf. pp. 
132, 134), there is no systematic exposition of 
the findings in the present volume similar to 
that which appeared in his earlier work, The 
Porteus Maze Test and Intelligence (Palo 
Alto, California ; Pacific Books, 1950), Chap- 
ters IX and X. The omission of these findings 
is to be lamented. So little has been forth- 
coming in these areas that each failure to at 
least review the established findings is a serious 
loss, It is to be hoped however, particularly 
with respect to available primitive subjects, 
that maze testing be, in the future, conducted 
with the more expanded series of tests (cf. 
Chapter VIII, Extension Maze Series), in 
order to mitigate one of the cardinal objec- 
tions raised against the testing of primitives. 
The employment of a single test series, particu- 
larly where there is a paucity of available sub- 
jects (as is often the case in primitive popu- 
lations) make chance deviations dispropor- 
tionately significant. 

Professor Porteus has recently indicated that 
the Maze Tests can be considered a supple- 
mentary anthropometric approach (cf. “A New 
Anthropometric Approach” [with Kleman, 
J. a : Mankind Quart., I: July, 1960). This 
coupled with the suggestion of Professor Cor- 
rado Gini, President of the International Insti- 
tute of Sociology, that psychic traits be 
weighed in the classification of human popu- 
lations (cf. “Possono e devono i caratteri 
psichici e culturali essere tenuti presenti nella 
classificazione delle razze umane ?” Genus, XI : 
1-4, 1955) augurs a rebirth of interest, on the 
experimental and speculative levels, in ethno- 
Psychological differences. 

Lucidity of presentation, a ready command 
of language, and a well-turned metaphor make 
the volume a model piece of professional liter- 
ature, 

Unfortunately there is no index. 

A. James Grecor, PH.D., 
University of Hawaii. 


= 


Unsewusstes MALEN. Erne Fouce N 
DERN. Edited by Margarete Mhe. 
nich; Urban and Schwarzenberg, 
pp. 52. DM 40.-.) 


This small volume covers a 4-year Gem 
schaftsarbeit (common project) between the 
therapist and the patient. The question hi w 
the painting of unconscious images. origin: 
is partly answered by the patient. She si 
that there are two possible ways to paini 
unconscious picture : oneis to “let the bi 
act by itself,” regardless of how the patie 
starts the painting ; the other way is for the 
patient’s visual imagination to arrive “sudden: 
ly,” in relation to a specific individual or situ: 
tion. Just prior to the commencement 
painting, the patient is often in a state of de- 
pression or anxiety, in which case the picture. 
turns out to be “very strong.” The text of 
small volume is actually a commentary on the 
appendix, which contains 114 multi-color 
prints. Particularly for those therapists, psy- 
chiatrists or psychologists who use drawing 
and picture tests with their patients, this book 
in a “must.” i 

Hans A. ILLING, PH.D., 
Los Angeles, Calif. 


Tue Axconoric Psycuoses. By Benjami 
Malzberg. (New Haven, Conn. : Publica- 
tions Division, Yale Center of Alcohe 
Studies, 1960, pp. 46. $2.00.) 


This short book of 46 pages presents and 
analyzes statistics on first admissions with al- 
coholic psychoses. Statistics are first analyzed j 
for all state hospitals in the United States. The 
main portion of the book is taken up with Bi 
analysis of the figures for the State of New — 
York. The figures from the New York State ` 
hospital system are quoted from 1910. It 
pointed out that these figures are available 
since 1909 and that similar data from privat 
and other licensed hospitals are available since 
1941. It is stated, however, that admissions 
to the state hospitals represent 95% of all 
admissions with alcoholic psychoses and tha ’ 
they therefore explain the trends found x th 
figures reported. The rates are then disci 
on a yearly basis and for such things as 
sex, education, race. These figures thei 
fore give a rather good idea of the alcohol 
psychoses and the reader can get valua 
statistical information on this subject by 


d Gesell died on May 29, 1961, one 
short of his 81st birthday. A long ill- 
ecluded his participation in the 

erican Psychiatric Association Regional 
esearch Conference on child development 
child psychiatry arranged as a tribute 
iim in his 80th year. This symposium was 
haps a symbol of the increasing accept- 
of the monistic approach to child be- 


own career could well be de- 
terms of the developmental prin- 
e set down in delineating the matu- 
f behavior. He started in education 
ool teacher and later a school prin- 
in Wisconsin. His insatiable quest for 
ledge led him to graduate studies in 
ology with one of the pioneer child 
chologists, G. Stanley Hall, at Clark 
University, He received his Ph.D. in 1906 
i s doctoral thesis was prophetic of his 
t in the development of behavior 
hich was to be his major life work, It dealt 
ith the manifestations of jealousy, normal 
nd abnormal, in animals and in man at 
scending age periods, beginning with in- 
icy. In 1908 he went to work with Lewis 
Terman in psychology at the Los An- 


eat pioneer in child psychology, Lightner 
er, and of Goddard at the Vineland 
ir gues in New Jersey, marked the 
beginning of his interest in backward and 
} defective children. ef 
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which appeared in 1912. Gesell summed up 
his position as follows: “But with all my 
training I lacked a realistic familiarity with 
the physical basis and the physiological 
processes of life and growth. To make good 
this deficit I would have to study medicine.” 
He started his medical training in Wiscon- 
sin, but in 1911 was appointed Assistant 
Professor of Education at Yale University. 
He was able to do graduate teaching at the 
same time he was carrying a full program of 
medical study and he received his medical 
degree from Yale in 1915. 

Concurrently with his work as a school 
psychologist for the State of Connecticut in 
the identification of and planning for handi- 
capped children, and his examination of 
children with clinical problems, he was en- 
gaged in the supervision of a research staff 
which was making a systematic survey of 
the developmental patterning of behavior. 
These studies culminated in 1925 in a book 
whose full title gives the scope of the re- 
search program : The Mental Growth of the 
Pre-school Child : A Psychological Outline 
of Normal Development From Birth to the 
Sixth Year, Including a System of Develop- 
mental Diagnosis. Illustrated with 200 Ac- 
tion Photographs. Early in the course of 
these studies he eyolved the important 
methodologic tool which was to facilitate 
his investigations so tremendously. This was 
the technique of cinemanalysis, and when 
the clinic moved to new quarters he con- 
structed a one-way vision dome for the pur- 
pose of making systematic photographic 
recordings. With his collaborators, pediatri- 
cians and child psychologists, he embarked 


-on a detailed elaboration of the outline set 


forth in his 1925 book, In 1934 the 2-volume 
Atlas of Infant Behavior was published. It 
included some 3200 photographs derived 
from the original films. The normative series 
Was a systematic presentation of behavior at 
various ages ; the naturalistic series was a 
study of the responses of individual infants 
and their mothers to the activities of daily 
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living: Infant Behavior : Its Genesis and 


Growth (1934) and The Psychology of 
Early Growth (1938) were elaborate sta- 
tistical analyses of trends in the first year 
of life. 

Cinematography was used for more than 
the documentation of behavior. It was a re- 
search tool for the analysis of the morpholo- 
gy of behavior patterns. Gesell considered 
it a kind of paradoxical embalming. The 
photography preserves instantaneous frozen 
sections of motion yet at the same time 
makes the behavior live again at the will of 
the researcher and makes it accessible to 
detailed analysis, Systematic observation of 
over 300,000 feet of film led to the categor- 
ization of countless behavior patterns at all 
ages. Normative criteria were evolved for 
the total evaluation of the developmental 
status in the areas of motor, adaptive, lan- 
guage and personal-social behavior. From 
this systematic study a broad conceptual 
model of child development was derived. 

In essence this model is monistic. Gesell 
believed that there is a single developmental 
morphology and as the soma takes shape so 
does the psyche, The child comes by his 
mind as by his body through the organizing 
processes of growth. The delineation of dif- 
ferent areas of behavior is useful for de- 
scriptive purposes, but the developing in- 
fant is an integrated organism, a unitary 
action system. The model embraces all 
levels of integration from the anatomical 
through the physiological, psychological, 
social and cultural. 

Implicit in Gesell’s thinking was the con- 
cept that man’s structure and consequently 
his function is genetically determined, and 


that although the progressions of develop-” 
ment are engendered by the maturation and 


growth process, the inherent developmental 


potentials in themselves are not sufficient to» 


give final form to human behavior. The 
human infant manifests his uniquely human 
characteristics and grows into a human 
adult only in a human environment. Man’s 
culture is an essential element in man’s 
development. Through the use of his meth- 
ods it has been demonstrated that, given 
minimal structural prerequisites and a mini- 
mum level of environmental stimulation, 
Constitutional and maturational factors are 
most important in the period of infancy ; at 
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-still to be realized. He was perhaps the first 
“ease, 
“tology. Only 


as well as the direction that these modifica- 
tions will take, can also be predicted. i 
Gesell’s impact on the parents of Ameri 
has come through the popularized version 
of his observations such as Infant and Child 
in the Culture of Today (1943), The Child. 
from Five to Ten (1946), and Youth : The 
Years from Ten to Sixteen (1956). His in- 
fluence on child psychology has been tre- 
mendous from a theoretical point of view. 
From a practical point of view his effect on 
clinical psychologists holds a less enviable 
position. Some still persist in using the ol 
discarded norms found in The Psychology 
of Early Growth (1938) or The First Five 
Years of Life (1940) because they provide 
the neat system of adding plus and min 
scores which is so much a part of psyche 
logical testing. Those who have attempted 
to use the revised norms, which have proved 
themselves to be both reliable and valid, are 
discomfited by the necessity for the clinical 
evaluation, albeit imprecise, that is so comi 
mon in medicine. They are understandab! 
handicapped by their unfamiliarity with 
disease processes in medicine in general, 
and in neurology in particular. i 
Gesell’s impact on medicine is most im- 
portant, however, and its full potential is 


insist that development, as well as dis- 
belongs in the province of clinical 
child psychiatry, and child ne 
after using his methods in th 
abnormality did Gesell realize 
an 


to 
pediatrics, 


‘detection of 
“the importance of training physicians, 
he entered upon this phase of his ac 
relatively late in his career. Again | 
phasized the monistic point of view, that 
developmental process can not be 
mented, and he insisted that his phy 
acquire competence in all aspects of h 
evaluation and not relegate pieces of it 
to other disciplines. Thus, I an 
learned to take a developm too 
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do the examination, to discuss the problems 
with the parents, and to help them with 
management and guidance. His most im- 
portant books are probably his least known. 
These are Developmental Diagnosis written 
in 1941 and revised in 1947, which is his 
clinical textbook of infant neurology, and 
its theoretical companion piece, The Em- 
‘bryology of Behavior, written in 1945. Un- 
fortunately, Gesell was able to train only a 
handful of physicians, and although they 
came from all over the world their number 
is pitifully small. The methods of develop- 
“mental diagnosis do not occupy the place 
that they deserve in clinical medicine and 
very few of the physicians he trained are 
engaged in full-time teaching. The need 
for adequate evaluation of central nervous 
ystem functioning in early childhood is 
coming increasingly apparent as the neu- 
opsychiatric disabilities are more frequent- 


8; 


and define the nature of his abnormality and 
prognosis for the future. 
Gesell was Professor of Child Hygiene at 
ale, and when the Clinic of Child Develop- 
ent moved into its new quarters in the 
Tnstitute of Human Relations in 1930 Yale 
became the first institution to accord the 
w field of child development depart- 
ntal status in a medical school. After his 
etirement in 1948 Gesell was appointed a 


That a certain thing has been 
the same thing be done till the end of it. 


research associate with the Harvard Pedi- 
atric Study and was a research consultant at 
the Gesell Institute of Child Development, 
a private organization founded in his honor 
in 1950. He was President of the American 
Academy of Cerebral Palsy, a Fellow of the 
National Academy of Sciences, a member of 
the National Research Council, a consulting 
editor of Genetic Psychology, and a Sigma 
Xi lecturer. He received many honors dur- 
ing his lifetime. 

Although in Dr. Gesell’s view a scientific 
clinical psychology and clinical psychiatry 
should be based primarily on the science of 
normal human growth and only quite sec- 
ondarily on psychopathology, particularly a 
psychopathology conceptually derived from 
a study in theory of adult symptoms, he 
nevertheless illuminated all areas of psycho- 
pathology—brain injury, mental deficiency, 
handicapping conditions of all types in 
children, cretinism, mongolism, and many 
others. Mention must also be made of the: 
method of co-twin control which was used 
in studies from infancy to adolescence and 
his ambitious investigation of the develop- 
ment of vision. 

Arnold Gesell’s contributions to science 
are as many and as long as his bibliography 
which consists of more than 400 mono- 
graphs, papers and books. They have been 
incorporated into the living body of the life 
sciences, never to be lost. 

Hilda Knobloch, M.D. 


EVEN A HABIT CAN BE BROKEN 
done ever since the world began is no reason why 
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Growing recognition of human genetics in Denver (December 29-30). Additi 
in all medical specialties was stimulated by symposia with partly or fully publish 
the development of new research techniques ceedings dealt with the genetic aspects 
in one or the other of its young hybrid aging(43) and disease resistance(26), met 
branches—biochemical and microbial genet- abolic changes and the isolation of a serum 
ics, cytogenetics, pharmacogenetics, radia- factor in schizophrenia (Conference on 
tion genetics, and the like. In line with Biological Aspects. of Schizophrenic 
this trend, productivity in the subdisciplines havior, New York Academy of Sciences, 
of behavioral and psychiatric genetics April 6-8) and with other selected topi 
(mental health genetics ) showed an equally 
sharp rise during the past year. Not only 
was there a great variety of specialized sym- 
posia dealing with recent advances in micro- 
cellular, psychological or psychiatric genet- 
ics, but there were very few regional, na- 
tional or international meetings in the field 
of psychiatry that did not include some 
pertinent genetic research report in their 
program. 

Among the special symposia were those 
held on The Molecular Basis of Biological 
Individuality at the Albert Einstein College 
of Medicine (New York, May 29); on: 
Medical Genetics at the A.M.A. meeting 
in New York (Jung 27) ; on Cellular Regu- € 
latory Mechanisms at Cold Spring Harbor counseling procedures were discussed. 
(June 4-12) ; on Behavior Genetics at the the same speaker at several other meetings 
Center for Advanced Study in Behavioral including the Third World Congress of Psy- 
Sciences (Stanford, August 14-31); on chiatry in Montreal and the Fifth Int 
Clinical Aspects of Genetics at the Fifth national Congress for Psychotherap 
Annual Postgraduate Week of the New Vienna. The renewed interest taken 
York Academy of Medicine (October 23); mental health specialists in the ge etic 
on Expanding Goals of Genetics in Psy- facets of family guidance work was clearh 
chiatry (1936-1961) at the annual meeting reflected in the two sessions of the 
of the Eastern Psychiatric. Research Asso- congress devoted to behavioral and 
ciation (October 27-28) ; on Genetics at chiatric genetics under the chairmans 
the divisional meeting of the APA in J. L. Fuller and F. J. Kallman, respe 
New York (November 10); and on Phys- A special session on neurological gen 
iological and Biochemical Aspects of chaired by Professor Van Bogaert, 
Human Genetics at the A.A.A.S. meeting held jointly with the Internatio 
, gress of Neurology. — 

The output of up-to-da 
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the basic principles of human genetics also 
grew during the past year. New books in 
this category were those by Fritz-Niggli 
(25), Eldon Gardner(27), Lytt Gardner 
(28), Lenz(49), Li(50) and Penrose(62). 
More specialized in content were the books 
by Hadorn on lethal factors in the. frame 
of developmental genetics(33), by Stan- 
bury, Wyngaarden and Fredrickson on the 
metabolic basis of inherited disease(69), by 
Szent-Györgyi on submolecular biology 
(74), by Waardenburg, Franceschetti and 
Klein on the genetic aspects of eye diseases 
(79), as well as the third volume of the 
Italian series of genetic monographs edited 
by Gedda(30) and the first volume of a 
_ new series edited by Steinberg(70). An ex- 
cellent chapter on “Heredity and Psycho- 
_ logical Abnormality” was contributed by 
Shields and Slater to Eysenck’s Handbook 
‘of Abnormal Psychology(20). Two older 
ut still timely monographs that only re- 
cently became available here were the one 
by Hanhart(34) on 800 well-documented 
< Cases of Down's syndrome, and Murakami’s 

port(58) on hereditary disorders associ- 
ited with status dysraphicus (interpreted as 
“stage-specific abnormality resulting from 
complete closure of the neural tube”), 
In Steinberg’s volume entitled Progress 
in Medical Genetics(70), scholarly treatises 
n mutation (Crow) and natural selection 
(Haldane) in man, on blood groups and 


pathies (Rucknagel and Neel) and on the 

orbidity of children from consanguineous 
marriages (Morton) were combined with 
well-timed chapters on genetics and con- 
genital malformations by Clarke Fraser and 
~ on chromosomes and human disease by 

 Ferguson-Smith, the recipient of one of the 
~ 1961 R. Thornton Wilson Awards (basic 
Sciences) in Genetic and Preventive Psy- 
chiatry, Another fine chapter on prudently 
controlled selection in man was contributed 
by Crow in Graubard’s thought-provoking 
fy on evolution and man’s progress 

In the multilingual third volume of De 
Genetica Medica(30), the subjects covered 
by 20 contributors ranged from the embyro- 
pathies (Lamy and Maroteaux), clinical 
cytogenetics (Böök) and the effects of 


ionizing radiation (Lejeune and Turpin) to 
such applied topics as counseling (Reed) 
and genetic principles in the choice of oc- 
cupation (Ronchese). Various phenomena 
of demographic significance were reviewed 
by Hanhart (population isolates), Serra 
(consanguinity effects) and Turpin and 
Cruveiller (infant mortality, parental age 
and marital fertility, longevity ). 

Interesting twin data were published by 
Kaij(42) in relation to the problem of al- 
coholism, by Jarvik, et al.(41), on survival 
trends in senescence, by Lowenstein(51) 
and McCormack and Sheline(53) on con- 
cordance for hyperthyroidism, and by Slater 
(67) on the heterogeneity of the clinical 
classification of “hysteria 311.” The his- 
tories of a series of triplets were reported 
by Degenhardt, et al.(16). Other detailed 
family histories were compiled by Asano(1) 
with regard to manic-depressive psychosis, 
by Lauter(46) on Alzheimer’s disease, by 
Neel, et al.(59), on hypothyroidism, by 
Tanaka, et al.(75), on Morquio’s disease, 
and by Wendt, et al.(81), on Huntington's 
chorea. General problems of medical and 
population genetics, the intriguing new field 
of pharmacogenetics, and the position of 
genetics in the medical school curriculum 
were discussed by Doxiadis, et al.(18), 
Evans and Clarke(19), Gedda(29), Hern- 
don(37), Hsia(39) and Osborn(61). 

In the particularly fertile area of cyto- 
genetics, the stream of new reports con- 
tinued unabated, with Lancet remaining the 
main vehicle of publication. For those seek- 
ing an introduction to the intricate subject, 
there were several good general reviews in- 
cluding Lennox’ “Chromosomes for Be- 
ginners” which could not be bettered (30, 
47, 48, 56, 70). Specialized reviews dealt 
with sexual anomalies(4, 22, 40), the cyto- 
genic aspects of mental deficiency(3, 73), 
chromosomal satellites(21) and the phe- 
me of trisomy and translocation(6, 68, 

Of the various forms of disturbed sex 
development, Turner's syndrome usually 
caused by the loss of a sex chromosome 
threatened to become a veritable labyrinth. 
J acobs, et al.(40), found chromosomal aber- 
rations in almost half of their cases of 
primary amenorrhea, but only a third of 
them had the classical XO constitution. 
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Mosaics were frequent (XO/XY, XO/XX, 
XO/XXX and XO/XYY) as were forms 
with 46 chromosomes in which one X was 
normal and the other incomplete. It was 
therefore concluded that the absence of the 
second X short arm suffices to induce this 
syndrome. There were, however, several re- 
ports on masculine Turner cases(5, 12) and 
on congenital anomalies simulating gonadal 
aplasia(60). In fact, a case examined by 
Chu, et al.(12), turned out to be a karyo- 
typically normal XY. 

In Klinefelter’s syndrome, several new 
variants were recorded in addition to the 
known XXY and XXXY forms, notably the 
XXYY(10) and XXXXY(24) karyotypes. A 
special variant of superfemaleness with an 
XXXX constitution was also described(11). 

Among the autosomal irregularities, an 
anomaly possibly involving the long arm 
of chromosome 2 was reported in several 
cases of Waldenstrém’s macroglobulinemia 
(7, 81), along with a clinical syndrome as- 
sociated with trisomy of chromosome 17 
(Lancet, 2 : 31, 1961) and still unconfirmed 
cases of partial trisomy found in Sturge- 
Weber's syndrome. A translocation (pos- 
sibly involving chromosomes 13 and 22) 
was observed in a mother and four children 
(57). Each had 45 chromosomes, although 
the mother appeared phenotypically normal. 
All the children were mentally defective 
and grossly retarded in speech development. 
In regard to Down’s syndrome, the observa- 
tion of a trisomic chromosome 21 in a 
mongoloid mother and her similarly affected 
child was also placed on record(35), while 
an intelligent child with some mongoloid 
features was found to be a 21-trisomy/ 
normal mosaic(13). In connection with the 
finding of a trisomal child born to a hyper- 
thyroid mother, it was even postulated that 
hyperthyroidism may increase the likelihood 
Nee during gametogenesis 

Acute and chronic myeloid leukemias 
were found to be associated with a deletion 
of material from chromosome 21 (2, 17, 76). 
With mongolism resulting from an abnor- 
mality apparently involving the same 
chromosome, the frequent association of 
leukemia with mongolism became more 
understandable(80), In another family, the 
Concurrence of an XXXXY male (Klinefel- 


ter), two 21-trisomics (mongoloid females) 
and a leukemic male was described(55) 
Also, there was a report on a phenotypical 
normal woman with only 45 chromosom 
and a 15-21 translocation, who hada sp 
taneous abortion, and later gave birth to 
three mongoloids and a child that died at 
the age of four of acute leukemia(9). Final- 
ly, there were cases of phenotypically nor- 
mal individuals with chromosomal abnor- 
malities, who produced abnormal children, 
presumably due to the presence of a trans- 
location that may not affect the individual ~ 
carrying it, but may greatly increase the _ 
chance of non-disjunction occurring during — 
gametogenesis(9, 23). 

Another remarkable finding was that — 
studies of tissues taken from aborted fetuses 
showed the frequent relation of fetal death 
to gross chromosomal abnormalities(63). Of 
equal importance from a practical viewpoint 
was the fact that the observation of possible 
damage to the chromosomes (leukemia and 
the like) brought into critical review the 
risks involved in using radiation for thera- 
peutic purposes (8, 14, 36, 38, 72). 

A promising start was made in screening — 
members of the general population to de- 
termine the extent of natural karyotype vari- 
ation(52, 54). Even more exciting was the 
achievement of Kopac whose exploration 
of living cells by microsurgery payed the . 
way towards a better understanding of cel- 
lular differentiation (45). 

Noteworthy events of general genetic in- 
terest included the inauguration of the Wil- 
liam Allan Memorial Award for outstanding — 


but advocated a careful study of 
population problems before taking any ac- 
‘tion. The R. Thornton Wilson Award in 
< clinical genetics was shared by Drs. K, Alt- 
shuler and B. Sarlin for research on schizo- 
phrenia in the deaf. 

‘The medical world was saddened by the 
death of Dr. Bertil Hallgren of the Karolin- 
ska Institutet in Stockholm. His genetic in- 
terests ranged from retinitis pigmentosa to 
dyslexia and his untimely demise was an 
irreplaceable loss to psychiatric genetics. 
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3 Denny-Brown and his co-workers have 
A come to think of the operation of the motor 
P system, particularly in relation to the 
cerebral cortex, as a precise balance of 
f positive and negative tropisms, reaching 
out and pulling away, with appropriate as- 
sociated feeling tone. This view tends to 
illuminate, in particular, syndromes related 
to lesions of the parietal lobe. It seemed to 
me that a brief summary of this work 
might interest psychiatrists as it offers some 
neurophysiological explanation for compli- 
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magnetic, 
is organized in the cortex of the parie 

lobe and is released by frontal and tempora! 
lobe lesions. Conversely the repellent, ne: 
tive response is related to the prem 
cingulate and hippocampal regions — 
is released by parietal lesions. Wh 

of these patterns is unopposed due to injur 
of an appropriate area of the cortex, touc 
out or avoiding. The avoiding syndrome 

ries with it a distressed feeling and ove 
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response to any unpleasant sensation. The 
exploratory syndrome is related to an in- 
crease in threshold for painful stimuli. 
As a background to this discussion, it 
must be recalled that there are other pat- 
terns of motor response represented at 
-levels lower than the cerebral cortex re- 
sponding, for example, to body contact, 
movements of the neck and vestibular 
stimuli. These, body, neck and vestibular 
righting reflexes are released and become 
overactive with injury to cortical areas, 
and this explains many of the bizarre symp- 
"toms seen in patients with cortical lesions. 
_ I may remind the reader that in thinking of 
motor activity, tone and movement cannot 
- be separated one from the other. Nor is it 
helpful at the moment to think of movement 
in relation to specific motor pathways. The 
_ motor system is reorganized at different 
~ levels in the nervous system. Many of the 
T fundamental patterns of movement are laid 
< down in the organization of the spinal cord. 
-The positive exploratory aspect will be 
_ dismissed with a word in the interest of 
-brevity and because it has long been known 
~ that premotor lesions released a grasp 
_ reflex in response to tactile stimuli. In its 
_ most complex form this consists of orienting 
"movements of the hand so as to bring the 
_ palm into contact with the stimulus when a 
grasp ensues. After removal of both tem- 
_ poral lobes, monkeys compulsively reach 
out to seize and examine objects. This is a 
positive response to visual stimuli, and is 
_ associated with a benign affect without fear 
or anxiety, The placing reactions are posi- 
tive responses orienting the extremities to 
of space. They also are initiated by 
F e and visual stimuli and are controlled 
by the parietal lobe. 
_ The repellent behavior is demonstrated in 
_ patients with parietal lesions. This kinetic 
_ unilateral apraxia is seen most clearly with 
involvement of the non-dominant hemis- 
phere. There is a general indifference to ex- 
ternal events which have to do with the af- 
fected side of the person and extra-personal 
space with a failure of normal correspond- 
ing motor reactions. Also there is a more 
specific withdrawal from some events, par- 
ticularly those of unpleasant or surprising 
~ connotation. The withdrawn arm shows ex- 
_ tension of fingers, extension and pronation 


ty 


of the wrist and flexion of the proximal 
joints. The patient is unaware of the with- 
drawal and is embarrassed when his atten- 1 
tion is called to it. There are rejecting move- 
ments of the lips and the patient looks away 
from the examiner when he approaches on 
the affected side. He may behave as if the 
affected extremities do not exist. The whole ~ 
personality of these patients is altered and 
they become indifferent and withdrawn. | 
The avoiding postures are often maintained 
for considerable periods of time. This per- 
servation amounts in some cases to cata- 
tonia ; with less severe lesions there may be 
a compulsive repetition of unusual postures 
or movements. The abnormal postures ap- 
pear to be related to the release of lower 
level motor patterns. i 

Lesions restricted to the parietal oper- 
culum and lateral portion of the postcentral 
gyrus are associated with unpleasant al- 
teration of sensation in the opposite side of 
the body with spontaneous pain. A patient 
described by Denny-Brown and Chambers 
noticed an aching and soreness of the ex- 
tremities. Even bright light became ex- 
tremely unpleasant and noises of any kind 
increased the aching sensation and made 
her tense and nervous. She became with- 
drawn and emotional. With this restricted 
lesion the avoiding reaction enters con- 
sciousness in the form of unpleasant, poorly 
localized sensation. The avoiding reaction 
is more evident in lateral lesions of the 
parietal lobe and indifference the usual 
result of medial parietal lesions. 

Exploratory and avoiding reactions were 
studied after cortical ablations in monkeys. 
Removal of the parietal lobes induced last- 
ing changes in behavior characterized by 
overactivity of withdrawal from environ- 
mental stimuli seen in lips and extremities 
associated with the facial expression and 
movements of flight characteristic of anx- 
iety. A loss of tactile and placing reactions 
showed a failure of reactions directed to- | 
ward orientation in space. There was also a 
loss of exploratory motor behavior in rela- 
tion to objects, individuals and events in the 
field of vision and field of contact. With this’ 
was an associated overactivity of with- 
drawal of limbs and self from new stimuli. 
Animals with this pattern showed height- 
ened response to pin prick. Partial ablations 
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of the parietal region evidenced a greater 
release of visual avoiding reactions from 
posterior parietal ablation, of tactile and 
nociceptive reactions from anterolateral ab- 
lations and of catatonic types of postural 
reaction from postcentral ablation. The 
changes of behavior involve the whole or- 
ganism, not merely the parts opposite the 
lesion. 

Removal of the precentral gyrus (motor 
area) abolishes all but the simplest mag- 
netic responses, but it merely impairs the 
negative ones. Exploratory movement pro- 
jected into space appears to be particularly 
dependent on the precentral gyrus and pyra- 
mid. So called willed movements have to 
do with the ability to use motor patterns 
which are primarily reflex for purposes 
that involve a more tenuous reflex situation. 
The modulation of instinctive grasping by 
instinctive avoiding is necessary for the 
complete control of movement, If this bal- 
ance is impaired all purposeful effect is 
correspondingly limited. 

The repellent pattern appears to be older 
phylogenetically, simpler in organization 
and related to older portions of the cortex. 
The thalamic nuclei concerned in the avoid- 
ing reflexes are the anterior medial for tac- 
tile avoiding and the inferior portion of the 
pulvinar complex for visual avoiding. The 
magnetic response is related in the thalamus 
to the lateral posterior nucleus and the 
lateral portion of the pulvinar. The re- 
sponses to vision can be served by cortical 
areas 18 and 19 of Brodman and are not 
necessarily dependent on area 17 which 
receives the visual projection fibers. The 
efferent pathways from the cortex are large- 
ly independent of the pyramidal tract. 

Denny-Brown uses this same concept of 
breakdown of equilibrium between mag- 
netic and repellent forces to discuss motor 
abnormalities related to the corpus striatum, 
such as Wilsons disease, Huntington's 
chorea, double athetosis, dystonia mus- 
culorum deformans and the Parkinsonian 
syndrome. The abnormal movements of 
which athetosis is an example are related to 
unstable equilibrium of the same grasping 
and avoiding reactions described with cor- 
tical lesions but now showing a more tonic 
persistent release. The Parkinsonian tremor 
is a more intense conflict of the same re- 


actions. With progression of these diseases ~ 
there is a tendency to the gradual develop- ~ 
ment of fixed postures or dystonia, Thus 
an akinetic mute state of general flexion of ~ 
all extremities with pronated wrists and ex- 
tented fingers is characteristic of severe de- 
struction of the globus pallidus. On the 
other hand severe destruction of the caudate 
and putamen nuclei causes a more rigid — 
flexion of the upper limbs and extension ~ 
of the lower limbs greatly intensified by 
suspending the patient free of contact with | 
body surfaces. This latter type of posture | 
called hemiplegic dystonia represents over- 
action of body contact and labyrinthrine 
stimuli in the form of modified righting re- 
flexes. The postures of dystonia can be 
modified by appropriate control of these 
factors. With destruction of the globus 
pallidus, labyrinthine righting reflexes are 
absent. There results a dystonia in flexion, 
determined by contact reactions. In both the 
globus pallidus syndrome and the putamen 
caudate syndrome the pyramidal tracts may 
be completely intact yet the movements 
they are expected to perform are totally 
lacking. This is not because the pyramidal 
connections are interrupted. Stimulation of 
the precentral gyrus can still activate the 
limbs. The pyramidal tract is indeed essen- 
tial for projected contact reactions of dis- 
crete body parts, such as flexion of one 
finger, but these must be based on some 
degree of reaction of the corpus striatum 
complex. 

These patterns of dystonia following re- 
lease or loss of righting reflexes may be 
demonstrated by experimentation. Bilateral 
removal of the parietal cortex in the mo 
results in the release of substrate labyrin- 
thine and body contact righting reflexes 
seen as a peculiar, plastic catatonic rigidity. 
Then removal of the labyrinthine reflexes by 
section of both eighth nerves results in the 
flexion dystonia seen 
the globus pallidus. In this case the corpus 
striatrum and precentral pyramidal system 
are still intact. The dystonia: present in the — 
hemiplegic patient is related to these same 
conflicting motor patterns. After hemis- 
pherectomy it has been clear that both 
motor and sensory performance have often — 
been improved compared with the status 
before removal. This can only mean that un- 


after destruction of — 
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" restrained activity of avoiding mechanisms 
can prevent function for which an alter- 
nate coarser mechanism is nevertheless 
present. 
This material may be pulled together in 
relationship to changes in the individual 
and their significance to psychiatry. The 
motor patterns at the cortical level are 
_ related to two balanced systems of reaching 
out or avoiding, with corresponding feeling 
tones. These patterns may be released for 
_ demonstration in man by lesions of the non- 
dominate cortex so that the highest cog- 
nitive functions of the dominate cortex are 
not involved. Although the magnetic and 
_ repelling reactions are present only in the 
pposite affected limbs, the whole person- 
ality of the patients is changed. The monkey 
_ with both temporal lobes removed in spite 
_ of excellent vision shows no appropriate fear 
as a reaction to persons or threats. After 
removal of the parietal lobes, all stimuli are 
eacted to as unpleasant. The reaction to 
contact with the lips is changed from pre- 
~ cisive movement to heightened closure of 
_ the lips and turning away of the head. All 
four limbs show ayoiding reflexes. The 
animal turns away from the observer and 
seeks the darkest place in the cage, With 


=~ The major progress of recent years in 
- the field of electroencephalography was Te- 
flected in the work of the Fifth International 
Congress of Electroencephalography and 
- Clinical Neurophysiology, as well as in the 
' joint sessions of electroencephalographers 
_ with neurologists and epileptologists. These 
‘Meetings were held in Rome in September, 
1961. We shall summarize a few papers 
presented at these meetings, However, an- 
_ other contribution which may have major 
significance in psychiatry and which was 
presented elsewhere, will be considered first. 
Excitability Cycle in Normal ‘Subjects and 
Psychotic Patients. Evoked potentials elic- 
ited by paired stimuli, separated by varying 
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subject holds abnormal postures which per- 
sist or recur after the stimulus and may have 
a catatonic quality. These postures are re- 
lated to released righting reflexes. In less 
severe form the abnormal postures break 
down into compulsive motor patterns re- 
peated over and over again. The patient 
shows no awareness of the disability. When- 
ever the equilibrium is disturbed, either in 
the magnetic or repellent direction, rela- 
tionships with other individuals are serious- 
ly disturbed. The withdrawal picture sug- 
gests schizophrenia in many ways. When 
the avoiding reactions are overactive they 
dislocate positive behavior and its evidence 
of positive recognition of stimuli in propor- 
tion to the degree of their overactivity. Sur- 
prisingly enough the overactivity of ex- 
ploratory positive behavior also disturbs the 
mechanism of precise identification of stimu- 
lus, particularly of objects, other animals 
and man. 
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intervals, were recorded -by averaging tech- 
niques. Evoked potentials for somato-sen- 
sory, auditory and visual modalities were 
studied. Excitability cycles derived from 
these observations showed, in some psy- 
chotic patients, deviations from normal in 
a direction suggesting operation of an in- 
hibitory process(17). 

Reticular Formation Revisited. Recently, 
EEG synchronization, and not desynchro- 
nization, was obtained by a low rate elec- 
trical stimulation of the brainstem reticular 
formation and of the region of the solitary 
tract in both the intact and encéphale isolé 
cat. This synchronization was expressed by 
either 1) short lasting outbursts of slow 
waves, occurring only during the stimula- 
tion, or 2) an EEG synchronization outlast- ie 
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ing the brain-stem stimulation (with clear 
cut behavioral signs of sleep in the intact 
animal) (16). Conversely, the discovery of 
the absence of EEG synchronization in cer- 
tain phases of deep sleep with a concomitant 
electromyographic silence held the attention 
of several workers. This “paradoxical phase” 


of sleep is considered in the light of in- 


vestigations carried out on 66 chronic cats 
as due to the activity of a center located in 
the pons. While the slow phase of sleep is 
generally considered as an expression of a 
corticofugal activity inhibiting the activat- 
ing reticular substance, the “fast” phase of 
sleep may be considered as due to the hyp- 
nogenic activity integrating the nucleus re- 
ticularis pontis with that of the limbic struc- 
tures(8). Indeed, during the phase of 
neocortical desynchronized activity, the hip- 
pocampus shows an organized theta rhythm 
according to certain authors(11). The dis- 
appearance of muscle tone during the para- 
doxical phase precedes the characteristic 
brain changes. One should also note that 
alerting reactions could be obtained, not 
only following the stimulation of the mes- 
encephalic reticular formation, but also 
from the median thalamus provided that 
high frequency stimulations are used (75- 
100 c/sec.). Thus, the frequency of stimu- 
lation seems to play a much more important 
role in the genesis of sleep and alerting re- 
actions than was believed only a few years 
ago(14). 
Subcortical EEG and Attention. Photical- 
i ly evoked subcortical electric potentials 
é were investigated.while 1) the patient’s at- 
| tention was directed toward the flashes 
(the patient had to count their number), 
and 2) when the patientť’s attention was dis- 
tracted from the flashes. Increased attention 
enhanced the amplitude of evoked poten- 
; tials, while just the opposite was observed 
when the attention of the subject was dis- 
tracted(7). 

Conditioning and DC Potentials. Forma- 
tion of conditioned defensive reflexes to 
optic stimuli is associated with steady po- 
tentials recorded in the visual, motor, and 
parietal areas. When the conditioning is 
established, a steady potential of several 
seconds duration and with an amplitude of 
one millivolt persists only in the occipital 
and motor areas(18). 
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Internal Medicine and EEG. Liver Dis- 
eases : EEG changes in liver diseases v 
confirmed by several workers. EEG pai 
terns correlate with different phases 
hepatic coma. The first phase is che 
terized by 4-7 c/sec. theta waves, The 
ond phase, by the “triphasic waves,” 
finally, the last stage by generalized 
activity. Triphasic waves may be observi 
in other clinical conditions. However, 
the symmetric distribution, a detailed co: 
tour, and frontal occipital lag in volta 
peaks of the triphasic waves are taken into 
account, differential diagnosis is facilitated 
(1). Incidentally, some workers call tri- 
phasic waves, 2 c/sec. “pseudo paroxysmal 
waves(19) and 2 c/sec. spike-waves(2 
Some authors report a fairly consistent co 
relation between the ammonia levels of 
arterial blood, the importance of EE 
changes, and the state of consciousness(13 

Cardiopulmonary Diseases : One of thi 


ly unexpected finding of the high incidence 
of EEG abnormalities in the decompensated — 
cardiopulmonary diseases. Not only slowing 
of the basic rhythm, but also many instances 


evolution of the 
decrease of the basic EEG rhythm, the de 
gree of cardiac decompensation increased, ~ 
in particular, the signs of right heart hyp 
trophy in the ECG increased in incidence 
Severely pathological EEG’s characterized 
the terminal stage of chronic cor pulmonale. — 
Serial EEG examinations showed that nor- 
“malization in the EEG might occur in cases 
with “stable” cor pulmonale. Finally, s 
tematic EEG examinations contributed 
the detection of focal cerebral accidents( 
The authors of the latter cooperative study 
covering observations made in Marseilles, 
Budapest, Heidelberg, Prague, Genoa and 
San Francisco, claim that EEG permits one 
to evaluate the degree of slowing of 
respiratory functions of the blood. Analogous 
findings were reported in congenital heart 
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diseases(3, 4). Important findings are re- 
ported in connection with observations 
made during open heart surgery. In particu- 
lar, persistent EEG changes suggest a poor 
_prognosis(5, 9, 12, 15). 

It seems, indeed, that a new field of 
clinical EEG has been opened for investiga- 
tion and clinical application. 
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) found definite evidence of impairment 
opectomized. schizophrenics on a mul- 
tiple choice vocabulary test, but not with 
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fects on performance on the Archimedes 
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Stark(71) : left-sided lesion cases had a defi- 
cit in verbal learning but relatively normal 
performance on a visual task while right- 
sided lesion cases gave opposite results. 
Stein(72) introduced a promising new test 
for measuring impairment of visual-motor 
functioning and Sappenfield and Ripke 
(63) reported a striking differentiation of 
organics from schizophrenics and normals 
in a binocular rivalry situation. Eckhardt 
(19), in an interesting sidelight, provided 
evidence that states south of the 37th degree 
of latitude diagnosed organic disease sig- 
nificantly less frequently than northern 
states | Gottlieb and Parsons(30) reported, 
using a coaction compass evaluation on 
Rorschach performance, that a brain-dam- 
aged population was similar to other psy- 
chotic groups in terms of weakened control 
and poor integration of control and affect. 
Birch and Belmont(8) concluded, on the 
basis of their Rorschach analysis, that there 
was clear evidence of impaired ability to 
analyze visual perceptions in the brain- 
damaged. In a similar vein, Talland(74) 
suggested that perceptual defects in Kor- 
sakoffs Syndrome are not secondary to a 
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memory disorder but consist of isolation 
and rudimentary impressions and an im- 
paired capacity to revise attitudes. 

Schizophrenia: Piotrowski and Bricklin 
(59) reported a second and highly suc- 
cessful cross-validation of a Rorschach prog- 
nostic index of improvement for schizo- 
phrenic patients. A study by Goldman(27) 
of change in Rorschachs of schizophrenics 
treated by psychotherapy provided results 
which are congruent with the preceding 
study. Kantor and Winder(39) found that 
age level characteristics of the responses 
and estimates of Rorschach pathology were 
correlated with the pathogenic early en- 
vironment of the schizophrenics and their 
premorbid adjustment. 

The effects of introducing social motiva- 
tion variables, such as censure and praise 
upon the behavior of schizophrenics has 
received increasing attention, although the 
results are somewhat inconsistent(29, 37, 
45, 65). 

Lothrop(46), in his review of the research 
on conceptual thinking in schizophrenics 
concludes that it is still difficult to state with 
assurance that the ability to formulate ab- 
stract concepts is impaired in schizophrenia, 
and makes several cogent suggestions for 
future research. Petrovich(56), using a 
projective Pain Apperception Test, states 
that pain perception in chronic schizo- 
phrenics is selective, defensive and mean- 
ingful, and purposive from the standpoint of 
serving their needs. Schizophrenics tend to 
underestimate size of body parts, and their 
pattern of underestimation differs signifi- 
cantly from non-schizophrenic women, @¢- 
cording to Burton(10). Milgram(52) re- 
ports that male schizophrenics are able to 
shift their responses to a masculinity-fem- 
ininity word association test in a feminine 
direction, but are deficient in selecting mas- 
culine responses under similar conditions. 
Female schizophrenics show exactly oppo- 
site results and both male and female schiz- 
ophrenics differ from normals, in that the 
latter are able to shift in both directions. 
‘An impressive experiment by King, Armi- 
tage and Tilton(40) finds the operant- 
interpersonal method more effective than 
verbal, recreational or no therapy in pro- 
moting clinical improvement. 

Prediction: Fulkerson and Barry(24) 


concluded that research in prognosis w 
psychological tests requires a more complex 
mathematical model and research design 
than has been generally used so far. In a 


MMPI, in problems of human behavior rele- 
vant to psychiatry, justifies mention of re- 
cent work on social desirability and re: 
sponse set. A socially desirable response 
may be defined as a “true” response to a 
personality item of socially desirable scale 


a tendency to agree or disagree with items 

regardless of their content(12). i 
Azriù, Holz and Coldiamond(4) find — 

evidence for response bias in questionnaire 


(12) describes individuals manifesting the 
agreement response set, “yea-sayers, as 
cepting impulses without reservation, 
easily responding to stimuli ex 
them. The “nay-sayers” inhibit and s 
press impulses, in many ways rejecting â 
emotional stimuli impinging on them. 
former seem to lack internalization of pa- 
rental control and ea k Ef ped =f 
J. On the other han $ 
aap emalize the controlling 
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fairly strong ego. One implication of this 

orientation is found in an experiment by 
 Kuethe(42), in which he demonstrates that 
q subjects who are low on verbalized aware- 
ness and high on acquiescent response set 
~ can be “led” to give testimony in the classic 

‘courtroom sense. The relative merits of 

differentiating these two variables are dis- 
cussed in the following papers : 13, 17, 18, 
f Bl; 75. 
- Technique Oriented Investigations : Fin- 
“ney(20), in a factor analysis of the MMPI, 
including the original and many new MMPI 
scales, found factors representing constella- 
tions of personality variables similar to ego 
‘defenses of reaction formation, repression, 
projection and conversion. Silver and Sines 
(67) provided evidence that the MMPI 
scales differentiate different diagnostic 
_ groups in a state hospital, as well as acute 
and chronic samples, The relationship of 
a repression-sensitization scale derived from 
_ MMPI to other personality and behavioral 

“measures is reported by Altrocchi, Parsons 
and Dickoff(2) and Byrne(11). In a highly 
detailed study of the Rorschachs of para- 
noid schizophrenic and neurotic patients, 
_ Hertz and Paolino(35) concluded that or- 
_ ganizational pattern, thematic analysis and 
stylistic features of the response are impor- 
_ tant areas of analysis. 
š ~ Pine(57) and Welch, Schafer and Den- 
_ yer(78) present manuals for rating aspects 
of the TAT based upon a psychoanalytic 
ego psychology point of view. These ap- 
"proaches may well be applied in a number 
_ of research contexts, and have value for the 
_ clinician in organization and analysis of 
_ thematic material. 

Learning Without “Awareness”: If a 
particular class of verbalizations given bya 
“subject is reinforced by the interviewer, 
there tends to be an increase in the pro- 
duction of this class of verbalization by the 
subject who frequently will be “unaware” of 
this influence. Simkins(69) shows that nod- 
ding the head and saying “mmm-hmm” 
results in significant differences in the pro- 
duction of content and determinants in the 
Rorschach. Ullmann, Krasner, and Collins 
(76) find that reinforcement of the emo- 
tional words by the above technique results 
in a greater gain in adequacy of interper- 
sonal relationships in group therapy. Levine 


i 


à 


(43) concludes that there is no difference in 
comparative effectiveness of reflection of 
feelings and the approving sound “mmm- 
hmm” as techniques for increasing ex- 
pression of feelings. Personality character- 
istics of the subjects are related to degree 
of response to the verbal conditioning pro- 
cedure(5, 41). 

Psychotherapy : Lyons(47) assesses the 
claims made for existential psychotherapy 
and concludes that while more “fiction” than 
“fact” it remains a “hope.” Bandura(6) 
asserts that it remains to be demonstrated 
which of two conceptual theories of person- 
ality, psychodynamic or social learning 
theory, is more useful in modification of 
human behavior in a psychotherapeutic 
sense, Methodological problems in psycho- 
therapy research are examined in a scholar- 
ly paper by Sargent(64). 

Raskin(60), in a cross-validation study, 
found that patient variables such as educa- 
tion, occupation, type of treatment expected, 
associated with the therapist’s rating of 
motivation of the patient to enter psycho- 
therapy. One therapist variable, liking for 
a patient, was significantly correlated with 
the motivation ratings. Affleck and Garfield 
(1) failed to find a relationship between 
judgments of therapeutic assets and dura- 
tion of therapy. Will a group of outpatients 
treated under favorable conditions, defined 
by the therapist in terms of frequency of 
interviews, improve more than a group 
treated under unfavorable conditions ? Mo- 
Nair and Lorr(48) found no difference be- 
tween two such groups-after four months 
of psychotherapy. The judgment of suita- 
bility of the frequency schedule appeared 
to be associated with the therapist's personal 
reactions to the patient. 

A number of investigators have concen- 
trated on factors relating to outcome. 
Schroeder (66) reports that clients rated 
high on responsibility show more improve- 
ment in therapy than individuals who have 
a low sense of responsibility. The impor- 
tance of the attitudes of the therapist again 
is illustrated in the study by Goldstein and 
Shipman(28). On the basis of a one-hour 
therapeutic interview, psychoneurotic pa- 
tients who had a high expectation of symp- 
tom reduction from psychotherapy showed 
a significant reduction in symptom inten- 
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sity ; and the degree of favorableness of the 
psychotherapist’s attitude toward psychi- 
atry and psychotherapy was positively re- 
lated to the degree of symptom reduction. 
Changes associated with psychotherapy on 
the California Personality Inventory, espe- 
cially on scales reflecting poise and inter- 
personal effectiveness, were found by 
Nichols and Beck(55). Gendlin(25) re- 
ports an interesting study in which clients 
who succeed most in therapy show a sig- 
nificantly higher degree of immediacy of 
experience at the end of therapy than do 
failure clients, a finding consistent with the 
expectancies of the existential psychothera- 
pists. 

The use of a standardized interview 
which can be systematically varied to ex- 
amine subsequent effects upon behavior is 
demonstrated by Kanfer, Phillips, Mataraz- 
zo and Saslow(38). They found that in- 
terpretations tend to shorten the duration 
of utterances immediately following them ; 
but after interpretations cease, interviewees 
tend to increase the duration of their verbal 
output in comparison with subjects who are 
not given any interpretations at all. 

In a study investigating the reliability of 
the perception of clinical data, 6 experi- 
enced clinical psychologists observed 3 

patient-therapist teams in psychotherapy 
sessions for 12 weeks(22). Ratings were 
made on a number of observational and 
inferential items. While the amount of 
agreement was significant beyond chance 
expectations, it was not sufficiently sub- 
stantial to warrant.confidence in the judge’s 
observation. Practice, discussion and clari- 
fication did not enhance agreement 

Haggard, Brekstad and Skard(32) pro- 
vide a thought-provoking examination 0} 
the reliability of the anamnestic interview. 
Statements during interviews were not par- 
ticularly accurate as reports of prior events 
but seemed to reflect their subject's current 
picture of the past. 

Miscellaneous Studies: Space does not 
permit a more adequate statement of the 
following studies of some import to the 
general field of dynamics of human behavior 
and psychiatric problems. In the area of 
hypnosis, Barber(7) has made a compre- 
hensive review of the physiological effects of 
hypnosis, and other studies contribute to 
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the renaissance of interest in this area (26, 
36, 44, 73). In the field of sensory depriva- — 
tion, a technique which has given rise to 
much experimentation recently, the follow- — 
ing papers will repay the reader : 16, 23,34, 


A high relationship between medical and — 
psychiatric symptoms manifested by both — 
psychiatric and non-psychiatric medical pa- 
tients has been reported by Matarazzo, — 
Matarazzo and Saslow(49). Zigler and — 
Phillips(79) find that hospitalized indi- — 
viduals who manifest symptoms of self- — 
directed hostility have a more socially ef- 
fective premorbid history than those with 
symptoms of avoiding others, self-indul- 
gence or turning against others. A socio- 
psychological approach to the study of hos- 
pital social structure may have important 
implications for improved treatment pro- 
grams(3). Murstein(54) found that hostile — 
persons are less accurate in their perception 
of the trait of hostility in others than are ` 
friendly persons, and “insightful” persons — 
are more accurate in the perception of 
hostility than are “non-insightful” persons. 
Evidence is provided of disturbed psycho- _ 
logical adjustment in women who ex- — 
perience difficult deliveries, and/or give 
pirth to children suffering from abnormal- 
ities or physical complications (15). Milton 
(53) illustrates the value of applying factor — 
analytic techniques to the study of a single 
case, in this instance relating changes in 
blood pressure in a hypertensive patient to g 
his interpersonal behavior over & peri a 
several months. Finally, a study on creativ- — 
ity by Pine and Holt(58) is an excellent — 
example of how projective materials ap- 
proached from psychoanalytic theory can 
give rise to reliable analysis of complex — 
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CLINICAL PSYCHIATRY AND PSYCHOTHERAPY 


NOLAN D. C. LEWIS, M.D., 


In the following survey of the publica- 
tions contributing to the special areas of 
psychiatry assigned to us for consideration 
we have endeavored to select samples of 
interest representing as wide a variety of 
studies as permissible in a brief review, 
realizing that we have omitted many re- 
searchers and ideas of importance in this 
vast field of investigation which now com- 
mands the attention of so many workers. 

In clinical psychiatry schizophrenia, for 
many years, has remained in the foreground 
as a focus for both research and speculation. 
To proceed with this topic we may consider 
what Lemieux(1) has called the “Changing 
Aspect of Schizophrenia.” He has the im- 
pression that the overall clinical picture of 
the disorder has changed in that these pa- 
tients do not seem to be as sick as they used 
to be, that the symptoms are less dramatic, 
that the manifest anxiety is greater, that 
they seek help earlier, and that the para- 


1 State Bureau of Research, Princeton, N.J. 

2 Commissioner of Mental Hygiene, State of 
New York; Professor of Clinical Psychiatry, Col- 
lege of Physicians and Surgeons, Columbia Univer- 
sity. i { 
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noid types are more frequent, but havi 
better prognosis than formerly. 
forms appear more frequently in diagnosis 
and have given rise to a new terminology : 
clinical descriptions and in classifications. — 
He offers some reasons for these changes. 
Rumke(2) presents the various contradi 
tions in the concepts of schizophrenia, point 
ing out contrasting opinions on the disord 
as a nosological entity, 
genetic factors, on the si 
clinical symptoms, prognosis, 
portant aspects. 
the birth order of schi 
ts, Schooler(3) ‘studied a 
talized female patien' n 


group. In a 

he found a “dis; 

of last half catatonics and 
noids” the various aspects 
which are discussed. Klaf 
studies on homos i 
schizophrenia using 
non-psychotic female 
relation 
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esis concerning the development of para- 
noid symptoms. They show “that until more 
scientific studies are made and analyzed, 
the hypothesis that paranoid psychotic 
symptoms develop as a defense against 
emerging unconscious homosexual wishes 
cannot be regarded as verified or refuted.” 
Rubert and co-workers(5) have reported 
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a particularly informative study of olfactory 
hallucinations with a review of the litera- 
ture. In 19 of 24 “acute” schizophrenic pa- 
_ tients and in 11 of 12 “chronic” schizo- 
_ phrenics they found olfactory hallucinations 
to be as common as auditory ones, Un- 
pleasant odors were reported more than 
three times as frequently as pleasant ones. 
_ Reasons for olfactory experiences being 
~ rarely reported among clinical accounts are 
pointed out. McGhie and Chapman(6) con- 
_ sider that the fundamental disturbance in 
_ schizophrenia is an impairment of ego func- 
~ tions, and particularly in the perceptive 
processes which lead to the interpersonal 
conflicts that are one of the main charac- 
_ teristics of the disorder. They discuss the 
_ findings obtained from the study of 26 early 
= Schizophrenic patients in the light of this 
concept, 
= The language of schizophrenic ‘patients 
has been a focus of interest to psychiatrists 
_ for many years since the form, structure, 
and content of this behavior are very fre- 
quently indicative of the diagnosis. Gotts- 
_ chalk and associates(7) have made special, 
__ elaborate studies to measure inter-individual 
p sane neice relative degree of dis- 
k- nea on of the personality and social 
nA tionships. They developed a unique 
_ Procedure to measure patterns of speech 
= in 152 chronic schizophrenics and have 
Presented a scale for recording and evaluat- 


= meaning, and other pertinent psychologi 
complexities of ho eileen Reape 
The non-psychotic residue in schizo- 
phrenia is discussed by Davie and Free- 
man(9) who point out the features that in- 
dicate clearly that the schizophrenic process 
does not involve the total mental life of the 
patients, and that many mental processes 
- that are not directly involved in the psy- 


chosis are effectively studied during psy- 
chotherapeutic sessions. On the basis of four 
independent scale ratings the degree of re- 
mission of 114 schizophrenic patients was 
reported by Williams and Walker(10). The 
ratings were made by a psychiatrist, a psy- 
chologist, a member of the nursing staff, and 
by the patient. “No relationship was found 
between degree of remission and outcome 
as measured by rehospitalization within one 
year of discharge.” It was also noted that 
maintenance post-hospital tranquilizing 
medications did not appear to prevent re- 
lapse and rehospitalization. Simon and Wirt 
(11) in the search for prognostic factors in 
schizophrenia studied 12 such factors re- 
ported in the literature as having statistical 
value, and in addition personality, historical, 
and demographic data of 80 consecutive first 
hospital admissions were compared clinical- 
ly and statistically during one year follow- 
ing the hospitalization. Some of the factors 
studied were prognostic of the hospital 
course, and others were related to longer 
term adjustment. Other significant findings 
were discussed. 

Depressions in various settings have re- 
ceived considerable attention in psychiatric 
research, Dahlstrom and Prange(12) stud- 
ied the characteristics of depressions and 
paranoid schizophrenia with the Minnesota 
Multiphasic Personality Inventory. Fifty 
cases of each condition were examined with- 
in 10 days after admission to a state hos- 
pital. Differential diagnostic features were 
noted. Coronholm and Ottosson(13) of 
Stockholm investigated the memory func- 
tions in endogenic depression before and af- 
ter electroshock therapy by means of psy- 
chological testing methods. Twenty de- 
pressed patients as compared with controls 
displayed impaired learning ability but did 
not differ in retention, Forty-two patients 
who improved or recovered after EST dis- 
played improved learning, but impaired at- 
tention. Among several interesting findings 
it was concluded “that the depressive state 
itself mainly impairs learning and electro- 
shock therapy mainly retention.” Trautman 
(14) presented a psychobiologic study en- 
titled “The Suicidal Fit,” on Puerto Rican 
emigrants. The basic emotional problem, the 
development of the “suicidal atmosphere,” 
Precipitating causes, and the breakdown of 
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the “antisuicidal barrier” (ie. the psy- 
chosis) were investigated. He found a cor- 
relation between the suicidal fit and sex, 
age, and the menses. A symposium(15) by 
six contributors covers a wide range of 
clinical phenomena characteristic of de- 
pressive states in a variety of different set- 
tings, Cutler and Kurland(16) have re- 
viewed the literature on types of rating 
scales as applied to personality studies from 
1894 to the present. The authors have de- 
vised a carefully evaluated rating scale for 
quantifying the affective intensity of de- 
pressive states. According to their studies 
their method has proved to be a valid, re- 
liable, simple, and sensitive tool which in- 
vites further uses. 

The relationship between the dream and 
a psychotic hallucinatory process has been 
emphasized by Katan(17). Among the 
points expressed are that the events in the 
dream are hallucinated primitive ego-mech- 
anisms, that the dream content is frequently 
the same as that of the psychotic symptoms, 
and that this impression of similarity be- 
tween dream and psychosis is increased by 
the instances in which a psychosis begins 
with a dream. Also a psychotic patient not 
infrequently fails to distinguish between a 
dream and his psychotic symptoms. Van- 
derbuilt and McAllister(18) made a review 
of the literature relating to mental illness 
among hospitalized clergy, and studied in 
detail the case histories of 100 Catholic 
priests consecutively discharged from a 
private psychiatric hospital. The search for 
differentiating factors was made on a- group 
of 100 lay patients discharged from the 
same hospital and also on a group of semi- 
narians approaching ordination. A number 
of interesting differences between the 
groups are reported. 

An extensive report on the subject of con- 
fabulation in the Wernicke-Korsakoff syn- 
drome with a discussion of the literature 
was made by Talland(19) who points out 
that suggestibility was not found useful as 
an explanation, Among a number of other 
characteristics of the condition he states that 

hypnosis and are 


within contexts, j 
quately structured memories, are diffuse, 


devoid of points of anchorage and ori 
tion.” i 


PSYCHOTHERAPY 


The open hospital type of treatment wa 
described by Hoch(20) in the fourth Israel ~ 
Strauss Lecture. In discussing this system’ 
therapy he pointed out the antecedent ideas 
that led up to the movement and outlined in 2 
some detail the advantages, the values to ~ 
the patients, and also its relations to society ~ 
and the law. Psychotherapy as a system of 
action was discussed by Hendin and asso: 


cepts 0 
groups were applied 
tic situation in an attempt 
understanding of the relationship. Masser- l 
man(22) has presented a brief but sufficient 
coverage of the historical theories, prac- — 
tices, and the impacts of these on psycho- 
therapy. He emphasizes the deep meanings E 
of humanitarian psychotherapy and traces ~ 
the developments and attitudes from the = 
earliest sources of information, Under the 
title of “Psychoanalysis of Yesterday, Today, 
and Tomorrow,” Heilbrun(23) compares ~~ 
the early “pioneer days and period of cons 
solidation of psychoanalysis” with the pres- 
ent tendency to stagnation due to the at- 
titudes of a large number of its representa- - 
tives ; the impact of this conservatism on a ~ 
number of aspects of psychoanalysis and 
suggestions for the needed change are out- 
lined. The problem of non-medical psycho- 
therapists in view of the changing patterns 
of psychiatric practice is brought up by ~ 
Fischer(24). He reviews the arguments for — 
and against the private practice by ; 
workers, and emphasizes that the current 
use of special drugs and other somatic ac- — 
cessory therapies limits the functions of a — 
non-medical therapist, whose services, how- | 
ever, are useful in institutional settings with 
adequate medical supervision, a 
‘An article discussing the first appearances — 
of consciousness in the infant, the energy in — 
motivation, and consciousness in object re- 
lations and ego functions is presen! 5 
Anfreiter(25) in the psychoanalytic con- 
cept. Haley(26) in his paper on control in 
psychotherapy with schizophrenics made a 
comparison of various techniques of inten- 
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sive treatment. He includes some verbatim 
interview material. His analysis of the 
- mechanisms involved deserves the attention 
of those therapists concerned with the 
psychoses. Wolpe(27) reports favorable re- 
sults in the treatment of neuroses by a 
method he calls “systematic desensitization” 
_ which operates to eliminate “neurotic hab- 
its.” Studies were made on 68 phobias and 
" anxiety response habits in 39 patients, with 
follow-up evaluations, which indicated the 
success of this type of therapy. A compari- 
~ son of the views of orthodox and existential 
psychoanalytic concepts of anxiety is the 
subject of a discussion by Malinquist(28). 
This article is valuable both for the his- 
orical review of concepts, and for the pres- 
entation of the modern current situation 
with these disciplines. Makenzie(29) out- 
lines the basic ego states and goals in a 
paper on the psychodynamics and psycho- 
therapy of depressions, where the basic 
reaction is to situations of narcissistic frus- 
tration. 
_ Concerning transference situations in psy- 
chotherapy Zeligs(30) gives an informative 
discussion of the “role of silence in trans- 
ference, counter-transference, and the psy- 
choanalytic process.” He indicates the sev- 
al functions of silence including the com- 
plexities, and Honig(31) outlines a number 
of the important points of value in the nega- 
tive transference of psychotics under ther- 
apy. A special technique is described in 
some detail. 
- Psychoanalysis as a model for social 
science is the subject of an article by Seeley 
_ (32) who brings up a number of questions 
comparing psychoanalysis with physical 
science as a model for social science re- 
search, Parloff(33) considers the role of the 
family in psychotherapy including the cur- 
rent theories applied to the family situation. 
Treatment of the family relationships to the 
patient and family centered therapy are de- 
scribed. Haley(34) gives a general discus- 
sion of brief psychotherapy with the topics 
dealing with the scope, the initial interview, 
the direction of the patient, the hypnotic 
relationship as a model for psychotherapy, 
the process of trance induction, and the 
special functions of symptoms. Group ther- 
apy in the private practice of psychiatry is 
discussed regarding its areas of application, 


the complexities of the techniques, the par- 
ticipation of the therapist and the oppor- 
tunities available by Sheps(35) who be- 
lieves that group therapy when properly 
conducted and combined with individual 
therapy offers the best opportunity possible 
for the improvement of the patient in pri- 
vate practice as well as in hospitals. In a 
preliminary report describing multi-dimen- 
sional group therapy Hes and Handler(36) 
express their experiences on a psychiatric 
ward in a university hospital (Yale Univer- 
sity Medical School). Three varieties of 
group methods were used with the same 
patients and their relatives in the sessions, 
namely, meetings exclusively for the pa- 
tients, mixed patient-relative meetings, and 
those exclusively for the relatives, A num- 
ber of favorable results are reported. 
During the year the practice of hypnosis 
in psychotherapy has become increasingly 
popular. Kaufman(37) has made a compre- 
hensive review of hypnosis in its present as- 
pects in terms of the history and develop- 
ment from modern viewpoints and applica- 
tions with theoretical evaluations, and Kubie 
(38) has reviewed a great deal of literature 
pertinent to his thesis “Hypnotism : A Focus 
for Psychophysical and Psychoanalytic In- 
vestigation” of normal sleep and neurotic, 
psychotic, and normal mental processes. 
Suggestibility with and without hypnosis is 
the subject of an interesting article by Weit- 


zenhoffer and Sjoberg(39) which discusses * 


a number of different viewpoints. Some 
valuable aspects and uses of the Stanford 
Hypnotic Suggestibility. Scale are empha- 


sized and finally Rosen and Bartemeier(40) — 


present the applications of hypnosis in medi- 
cal practice emphasizing that since hypnosis 
is a clinical discipline it should be conducted 
in a medical school or teaching hospital, 
that it should be patient centered, and that 
training and experience should be provided 
in the department of psychiatry. 

Among the numerous books that have 
appeared during the year in the broad field 
of psychiatric disciplines, we mention a few 
pertaining to this section. 

1. Don Jackson (Ed.): The Etiology of 
Schizophrenia. New York : Basic Books, 1961. 

2. Ernst Kretschmer : Hysteria, Reflex, and 
Instinct. (Translated by Vlasta and Wade Bas- 
kin.) New York : Philosophical Library, 1960. 
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8. Leon Saul: Emotional Maturity : The 
Development and Dynamics of Personality 
(2nd Ed.). Philadelphia: J. B. Lippincott, 


1960. 

_ 4. Meyer Mendelson : Psychoanalytic Con- 
$ cepts of Depression. Springfield, Ill. : Charles 
C Thomas, 1960. 

5. Kenneth M. Colby: An Introduction to 
Psychoanalytic Research. New York: Basic 
Books, 1960. 

6, Martin Grotjahn: Psychoanalysis and The 
Family Neurosis. New York : W. W. Norton & 
Co., 1960. 

7. Jules H. Masserman : Principles of Dy- 
namic Psychiatry (2nd Ed.). Philadelphia : 
W. B. Saunders, 1961. 
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at least some of which seem worthy of men 
tion. (ante 
New Drugs: Amitripyline (Elavil), ac- 
cording to reports to date, has an impo 


PRES 
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place among the antidepressant drugs(1-7). 
It is an atropine-like isostere of imipramine 
with both a tranquillizing and antidepres- 
sant action and is well adapted to paren- 
teral use. Its range of indications is similar 
that of imipramine but it is both more 
potent and slower in its action, less liable 
to exacerbate psychotic symptoms, and 
erefore suited to the management of 
depressive pictures in a schizophrenic set- 
ting. The convenience of parenteral use is 

ffset by some annoying and possibly dan- 
gerous side-effects which include torpor, 
nausea, blurred vision and occasional eleva- 
ion of blood urea and alkaline phospha- 
tase. It has been of striking benefit in some 
opelessly depressed cases with hemiplegia, 
phasia, etc, 

Hydroxyphenamate (Listica), launched 
by its manufacturer at a special symposium 
(8), is making a strong claim for atten- 
tion. According to these first reports it will 
lieve the symptom of anxiety in a great 
ariety of conditions ranging from der- 
atoses to psychoses. Side-effects are said 
‘to be minor. Piperacetazine (Quide) is 

aid to compare favorably with other phe- 
nothiazines but with fewer extrapyramidal 
eactions(9). Proketazine(10)—related to 
erphenazine—is said to be almost specifi- 
ally anti-delusional and anti-hallucina- 
tory ; similar claims are made for valmetha- 
‘mide(11) (Axiquel), for alimemazine tar- 
trate(12), for a butyrophenone derivative 

13) R2028, and for a Russian preparation 
called isoprine(14), said to be helpful in 
neuroses and reactive states, especially 
those associated with hypertension. Car- 
phenazine (Prolixin) is described as a rela- 
tively non-toxic drug with good effect on 
acute psychoses, though significantly im- 
paired liver function has been reported (15- 
17). P-tolylboric acid (Known as Clarmil 
in Italy) has an action resembling that of 
- meprobamate, with low toxicity and few 
side-effects(18). A new synthetic analogue 
of reserpine, tetrabenazine (called Nitoman 
in England and Germany, and Fenoharman 
in Czechoslovakia) can promptly relieve 
manic excitement, but sometimes induces 
depression ; it has reserpine-like side-effects, 
and appears to have some place in treating 
chronic schizophrenics who resist chlorpro- 
mazine(19-21). Hexacyleonate (W1597) 


is said to relieve apathy in the aged, and to 
allay anxiety and depression in younger 
subjects(22). Some new monoamine oxi- 
dase inhibitors, more potent but less toxic 
than iproniazid, have been described in 
France and here( 23-25). 

The early enthusiastic accounts of halo- 
peridol have been followed by several more 
cautious reports. It has been recently. de- 
scribed as a “moderately potent neurolep- 
tic, much less effective than claimed ‘by 
European authors, with numerous side- 
effects,” extrapyramidal, gastrointestinal, and 
hypotensive (26-39). It appears to be mark- 
edly effective in relieving excitement, but 
also activates chronic schizophrenics, and 
has an especially favorable effect on. para- 
noid-hallucinatory cases. Its many extra- 
pyramidal side-effects require careful dos- 
age, but it is suitable for outpatient use. 
It can be administered in psychotic cases 
that cannot tolerate or who fail to respond 
to phenothiazines, and is helpful in smaller 
doses to relieve anxiety. 

Toxicity of Psychopharmaca: Two papers 
by Hippius and Korenke(40) provide a sys- 
tematic and scholarly analysis of toxicity 
and side-effects of the phenothiazines and 
monoamine oxidase inhibitors respectively. 
From Puerto Rico comes an analysis of 
nearly 200 published reports of toxicity of 
the phenothiazines(41). The authors con- 
clude that the main complications are: 
agranulocytosis, jaundice, dermatitis and 
seizures, and that the main side-effects are 
extrapyramidal, inhibitory, hypotensive and 
visual. Hurst too classified the phenothia- 
zines according to their toxic proclivities 
(42). Though many cases may be: carried 
for years with relatively little danger(43), 
when complications strike they may be ser- 
ious. : te 

The toxicity of Marsalid makes it prac- 
tically obsolete, but the other monoamine 
oxidase inhibitors may prove to be almost 
equally dangerous, Ayd(44) thinks that not 
only iproniazid (Marsalid) but phenipra- 
zine (Catron) can be considered too dan- 
gerous to use, but adds that isocarboxazid 
(Marplan) and phenelzine (Nardil) can 
also have distressingly severe and pro- 
tracted side-effects, Nialamide has relatively 
few side-effects but is one of the least effec- 
tive of the group. He believes that the 
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MAO inhibitors have been largely super- 
ceded by the antidepressants amitriptyline 
(Elavil) and imipramine (Tofranil). These 
two drugs are not only less toxic(45), but 
do not cumulate, seldom overstimulate and 
are thus suited for prolonged use. It should 
be noted, however, that imipramine induces 
a marked drop of both systolic and diastolic 
blood pressure, of a range of 20 to 50 mm. 
Hg in about half the patients, with associ- 
ated ECG changes, sometimes leading to 
serious cardiac complications( 46). 

Is Shock Treatment Obsolete P? The ad- 
vent of the two shock treatments, insulin 
and convulsive therapy, opened a new era 
of physiological treatment in psychiatry. 
But have these treatments now been super- 
ceded by newer therapies ? Rhodes and 
Sargant(47) on the basis of large experi- 
ence over the years suggest that deep in- 
sulin coma may now be largely replaced 
by a judicious combination of chlorproma- 
zine, electroshock and light insulin treat- 
ment, though coma may occasionally be 
necessary in some cases. Pichot (48) thinks 
that in present-day psychiatry insulin has 
only a small and doubtful place. Hoff (49), 
who is. closely identified with the very be- 
ginnings of insulin treatment says, “Tt is 
quite possible that the time is approaching, 
and it may be quite soon, when the insulin 
treatment will no longer be used.” In a 
comparative study McNeill and Madzwick 
(50) with a large and fairly acute case 
material found that trifluoperazine (Stela- 
zine) produced better results than insuli. 
on all counts. 3 

Schipkowensky (51) declares that imipra- 
zine makes EST almost superfluous, though 
it will occasionally still be needed for cer- 
tain urgent indications. Hastings(52) re- 
ports a unique case of long term prophy: 
tic EST in a manic-depressive patient whose 
recurrent psychotic episodes could only be 
prevented in this way. 

The Management of Depressions: Re- 
fined experiments have their useful place, 
but the trouble is that clinical activity 1s 
constantly outflanking the experimenters 
posing urgent daily problems that cannot 
await the definitive experimental answet ; 
and .when the definitive experimental an- 
swers arrive the problems often have al- 


ready departed. The physician must thus 


often rely on the complex of considera 
that comprise clinical judgment. But th 
are unfortunately too few papers written 
the spirit of sound and perceptive clinical 
judgment. Zetler(53) correctly emphas 

the necessity for deeper knowledge of bo 
the pathophysiology of psychoses and the 


empiricism on which we must depend. Sar- 
gant’s discussion of the treatment of depres: 
sion is well worth reading as an example | 
thoughtful empirical judgment(54), He 
plays down the importance of EST, and 
thinks fewer treatments—perhaps 2 to 6 
more widely spaced are nowadays usual 
sufficient, and should be used especially for 
involutional depressions ; younger patients 
are less responsive. Modified insulin 
restore strength in emaciated patients. Te 
franil approximates the range of efficacy 
EST, but the MAO inhibitors seem best 
suited to the neurotic and atypical depre 
sions. For very chronic intractible depres- 
sions or tension obsessive states small fron- 


Drug Notes: S 
toms after sustained high dosage of Librium 
are reported(57). Favorable reports on 
chlorprothixine (Truxal in Germany, Tar- 
actan in U.S.A.) confirm its potency and 
low toxicity(58-61). It is said to be as 
effective as chlorpromazine, but with fewer 
side-effects, with especially good results in 
paranoid states, and great usefulness 
abstinence cures. Recent reports on fluph 
azine (Prolixin) confirm its potency, es 
cially in very chronic schizoph 
underscore its . dangers : 4 
ments are common and puzzling fatalities — 
have been reported (62-64). A number of 
reports confirm(65, 66) the antidepressan 
action of isocarboxazid (Marplan), but it 
is now realized that it can also prodi 
hepatic disease(67). Good results with thi: 
oridazine (Mellaril) are reporte 
especially in acute excitements, but seve 
i of pigmentary retinopathy. have als 
been reported(71). Sherman(72), reports 


$ 


REVIEW OF PSYCHIATRIC PROGRESS 1961 


[ Jan. 


_ treatment of chronic schizophrenia with an 
= anabolic steroid norethandrolene ( Nilevar). 
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The Ministry of Health in England (15) 
reports on leucotomy in 10,365 patients be- 
tween 1942 and 1954. Forty-six percent 
were discharged. Two findings were re- 
markable. Results were substantial in pa- 
tients hospitalized 6 years and over, and 
there was often a long period between 
operation and discharge. Evidently some- 
thing happens in these chronic patients 
(86% hospitalized 2 years or more) that 
favors the application of additional meth- 
ods, after leucotomy has marked the turn- 
ing point in therapy. Epilepsy followed in 
1.3% and unfavorable personality changes 
attributable to operation in 3.1%. 

Sargant(12) estimates that 15,000 pa- 
tients have been operated upon in England, 
with better results from restricted opera- 
tions. 

Choice of patients is the vital factor. 
Brinegar(4) released 67%; Freeman(5) 
45% in state hospital cases ; Herner(6) 57% 3 
Hirose(7) 50%; Altman and Friedman 
(8) 25%; Posada(10) 72%; Freeman(5) 
85% in private cases. Stage 

Lewin(7) prefers orbital operations in 
depressed patients with anxiety, and cingu- 
late resection in obsessionals. Sagebiel(11) 
relieves most schizophrenics with regressive 
EST but when this fails he finds that lobot- 
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65. Fournial, P., Demay-Laulan, M., D 
may, J., Abraham, A., Roudiere, J. J., Go: 
guen, J., and Schocron, G. : J. Med. Bordeau 
137 : 926, 1960. - 

66. Joshi, V.: J. Ment. Sci., 107: 
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omy relieved 18 of 20 patients with on ly 
1 relapse. Scoville(13) had particular suc- 
cess with older patients. : 


after thalamotomy. Removal of the fro 
lobes in newborn monkeys by Akert, et 
(1), resulted in no learning deficit. Dee 
sleep, according to Wilms and Cole(16 
brings to light some EEG abnormali 
that are not present in lighter sleep. 
CONCLUSIONS 
Large series of cases reported after loi 
follow-up are definitely encouraging. Skot- 
towe(14) states that tranquilizers have noi 
supplanted psychosurgery, and according t 
Sargant(12) the physical methods of treat- 
ment have brought about a revolution in 
prognosis for recoverable psychoses. 
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million U. S. children(1). Along with 
r social welfare measures, A.D.C. has 
e under increasingly violent attacks 
(witness the fiasco in Newburgh). It has 
en asserted repeatedly that A.D.C. “breeds 
gitimacy” by making it “profitable.” A 
orough-going study of out-of-wedlock 
rths in N. Y. C.(2, 3) demonstrated that 

is substantially the same for un- 
ied Negro and Puerto Rican mothers 
f her or not they are welfare recipients 
e discrepant finding among unmarried 
hites is related to the frequency with 
which illegitimate white children are sur- 
sndered for adoption). Iegitimacy emer- 
ges as a consequence, not of “federal funds 
for bastardy,” but of socio-cultural forces 
among the deprived. The unmarried mother 
and her child carry a greater risk for illness 
than the married within each ethnic group ; 
the health hazards of minority group mem- 
bership are so extreme that the married non- 
white mother and her child is less fortunate 
than the unmarried white(3) ! These find- 
ings constitute a major challenge to prevent- 

ve psychiatry(4) ; neuropsychiatric casual- 
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CHILD PSYCHIATRY ; MENTAL DEFICIENCY 
LEON EISENBERG, M.D.1 


ties are associated with complications of 
pregnancy parturition and the neonatal peri- 
od(5). The adequacy of current measures to 
rehabilitate children removed from deprived 
families has been questioned in several re- 
cent studies of foster care(6-8). If we 
are to be effective in guarding mental 
health, we must concern ourselves with 
community action to wipe out foci of social 
infection in the slums of our cities. 

It has been somewhat unfashionable in 
recent years to attack symptoms directly 
and to rely upon symptom relief as a prin- 
cipal criterion of improvement; preferred 
have been goals of insight and personality 
reorganization. This orientation is being 
challenged vigorously by therapists who 
base their methods upon Pavlovian and 
Hullian learning theory(9, 10). On the 
premise that neurotic behavior constitutes a 
learned unadaptive response subject to “de- 
sensitization,” “reciprocal inhibition” and 
“extinction,” specific therapeutic programs 
have been designed for the correction of 
phobic symptoms in children(11-14). Wal- 
ton(15) has reported the successful treat- 
ment of a child ticquer through repeated 
evocation of his tics in “practice sessions” 
in order to build up “inhibitory drive” or 
“negative habits.” Let it be granted that un- 
controlled reports of successful outcome fail . 
to provide convincing evidence for the su- 
periority of these methods. Moreover, even 
if they are successful, it remains to be 
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demonstrated that they are successful for 
the reasons given. These caveats notwith- 
standing, this new—or revivified, if not new 
(16, 17)—approach merits careful scrutiny. 
Its rationale is clearly and simply stated ; 
it steps are specified in detail; its results 
can be measured. Can we say as much of 
our more conventional psychotherapeutic 
methods ? 

In a series of beautifully executed studies 
(18-20), Lipton, Richmond and their co- 
workers have been pursuing the analysis of 
individual differences in neonates as mani- 
fest in autonomic reactivity. Significant con- 
tributions to methodology and data analysis 
have permitted the demonstration of in- 
dividuality in responsiveness; yet to be 
tackled in longitudinal studies is the ques- 
tion of the perseverance of these autonomic 
patterns as significant characteristics of the 
child in his interaction with his environ- 
ment. Bridger and Birns(21) have demon- 
strated the importance of simultaneous 
measurement of behavioral responses during 
autonomic studies in the neonate ; quantita- 
tive behavioral observations permitted or- 
dering of the autonomic data in new and 
meaningful patterns. On a more molar level, 
the longitudinal studies of Chess, Thomas, 
Birch and collaborators(22, 23) provide 
evidence for the existence of “primary te- 
action patterns” detectable as early as the 
third month of life. Concurrent information 
on environmental events (weaning, toilet- 
ing, etc.) that are conventionally described 
as “traumatic” revealed far less evidence of 
behavior disturbed in response to these 
events than standard theory predicts (24). 
Development is viewed as a transactional 
process, with individuality of child, parents 
and life experience determining the result- 
ant personality, The publication of details 
of methods, findings and data analysis in 
a promised monograph will be eagerly 
awaited by all workers in this field. 

In fundamental research at the animal 
level, Schneirla and Rosenblatt(25) have 
studied the interactions between the new- 
born kitten and the nursing cat. Their anal- 
ysis of the nursing period as a triphasic 
sequence provides an important model of 
the developmental process. The findings 
argue strongly: against a nativistic hypoth- 
esis of innate organization and in favor 


of a “mosaic” of interacting maturational 
and experiential factors. In the world of ~ 
nature, these factors, via evolutionary ~ 
adaptation, are so regularly present and so 
precisely interdigitated as to appear instine- 
tive but, by appropriate experimental mia- 
nipulation, can be dissected into component 
processes. The panorama of a develop- 
mental hierarchy is emerging also in Har- 1 
low’s longitudinal studies of unmothered es 
macaque monkeys, at least two of which — 
have now given birth to offspring that they 
fail to mother normally(26). Harlow is 
studying the development of affectional sys- 
tems (infant—mother ; infant—infant ; peer — 
—peer ; heterosexual ; mother—infant ; adult 
male—infant) which can be seen as the out- 
come of social experience at each preceding ~ 
level and which forge social ties that bind 
the troop, bonds that haye been studied in 
the natural habitat of the higher primates 
as the forerunners of social life in early man 
(27). 

At the clinical level, Dubo and co-workers — 
(28), in a careful study of asthmatic chil- 1 
dren, found that symptoms of disturbed be- 
havior correlated with family psychopathol- ~ 
ogy but not the severity of the asthma. They 
conclude that psychiatric referral is not in- 
dicated for the asthmatic child unless he 
shows other evidence of disturbance. Pierce, 
et al.(29), have found that enuretics do not 
dream (as measured by the Kleitman and 
Dement criteria) at the time of wetting but 
are in a stage of deep sleep, Hallgren, et al, 
(29), were unable to find urethro-cysto- 
graphic evidence of lower urinary tract ab- 
normalities in 40 same-sexed twin pairs of 
whom at least one was enuretic. Ferster and 
DeMyer(30) have published an important 
study of 2 autistic children in whom be- 
havior was shaped by operant conditioning 
methods. Although the complexity of the — 
performance developed was quite limi ; 
(might these children have been brain dam- 
aged ?), their analysis of the process and 
its theoretical feasibility suggests therapeu- 
tic measures centered about the use of social 
reinforcers to mold more adaptive behavior 
in psychotic children, Schonfeld(31) has 
provided a rich clinical study of gyneco- 
mastia, of interest to all who work i 
adolescents. Space permits only a final note 
of the several studies on bereavement dur- 
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g childhood and its consequences for 
mental disorder(32, 33) ; more refined sta- 
tistical analysis (with special reference to 
controlling for social class and the accuracy 
of diagnosis) will be required before the 
$ findings can be regarded as conclusive. 
_ MENTAL DEFICIENCY 

_ Three decades ago, Waardenburg(34), 
leyer(35) and Penrose(36), reasoning 
om the concordance of mongolism in 
onozygotic twins and its discordance in 
dizygotic twins and from its frequency of 
occurrence (too high for spontaneous muta- 
ion), proposed that the case distribution 
yas compatible with the hypothesis of a 

mosomal abnormality. In 1959, meth- 
odologic advances (tissue culture, colchi- 
“cine to arrest mitosis at the metaphase, 
hypotonic solutions to contract chromosomes 
d disperse them, techniques of “squash- 
ing” cells) permitted genetic cytologists 
in France(37), England(38), and Sweden 
89) to identify an abnormal aneuploid 
Karyotype in mongolism (47 instead of 46 
chromosomes). The extra chromosome has 
_ been characterized as a third #21 (in the 
_ Denver terminology) ; hence, the aberra- 
tion is known as trisomy 21. The anomaly 
_ results from the failure of paired chromo- 
omes #21 to segregate (non-disjunction) 
uring gametogenesis so that one ovum 
ontains two #21 instead of one, and a 
aploid number of 24 instead of 23. This is 
presumed to occur in the ovum rather than 
the sperm because of the correlation of 
mongolism with advancing maternal, but 
not paternal, age. The familial type of 
‘mongolism, on the other hand, has now 
been shown(40-44) to be associated with 
a total count of 46. On morphologic study, 
however, such patients lack a #15 but pos- 
sess an extra #21 as a consequence of re- 
eiprocal translocation between #15 and 
#21. Thus, trisomy 21 is a constant feature 
of both clinical types, in the first by non- 
disjunction, in the second by reciprocal 
translocation. In two such pedigrees (42, 43), 

the phenotypically normal mother and 
` grandmother of the probands had 45 chrom- 
osomes. The carriers were, however, bal- 
anced for chromosome content, possessing 
one #15 and one #21 and one 15/21 trans- 
location product. The clinical condition of 
mongolism arose when an ovum with a 
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15/21 plus a #21 was fertilized by a normal 
sperm; this produced a zygote with two 
#21 plus a 15/21 or a “triple dose” of #21. 
Other congenital syndromes with multiple 
CNS and somatic anomalies associated with 
trisomy in the #17-#20 chromosome series 
have been described (45-48). This exciting 
and rapidly advancing field of knowledge 
has been the topic of several comprehensive 
reviews which the reader is urged to con- 
sult(49-51). 

Waisman, et al.(42-54), have succeeded 
in rearing infant rhesus monkeys on an 
artificial diet high in phenylalanine. The 
animals exhibited severe defects in problem- 
solving ability, convulsions (3/6 animals), 
self-mutilation and bizarre cage behavior, 
simulating many features of phenylpyruvic 
idiocy in the human. Yuviler and Louttit 
(55) have reported impaired maze per- 
formance in hooded rats raised on phenyla- 
lanine rich diets; these animals also ex- 
hibited lowered brain serotonin. Woolf, 
et al.(56), have described two sisters with 
atypical phenylketonuria. One, who had 
biochemical changes but no behavioral def- 
icits, had given birth to 5 normal children ; 
one had a brief period of high phenylalanine 
excretion in infancy but went on to quite 
normal development. The second sister, 
mildly defective (1.Q. 83, history of con- 
vulsions) gave birth to a child who, despite 
exposure in utero to high blood levels of 
phenylalanine, developed normally. This 
pedigree, together with the other reported 
cases with normal intelligence despite the 
biochemical signs of phenylketonuria, indi- 
cates our ignorance of the fundamental 
mechanism producing CNS dysfunction 
when it occurs in the phenylketonuric. 

Korsch, et al.(57), compared pediatri- 
cians’ estimates of their patients’ intelli- 
gence with psychometric scores on the same 
subjects ; one-third of the estimates deviated 
from the test results by more than 15 
points. Retarded children were consistently 
overestimated, the physically ill underrated. 
Significantly, the clinical judgments of the 
more experienced pediatricians proved to 
be no more accurate than those of house 
officers! One may hope that this docu- 
mentation of the unreliability of the casual 
appraisal of intelligence will lead to more 
systematic reliance on competent psycho- 


1962 ] 


metric evaluation instead of ex cathedra 
judgments. 

The interesting (and rare) Pickwickian 
syndrome (cardiorespiratory syndrome of 
obesity) has been reported in 4 children 
(58-60), all of whom exhibited mental re- 
tardation, a finding not true of adults with 
this disorder. The primary derangement 
appears to be alveolar hypoventilation with 
consequent hypoxemia, hypercapnia and 
secondary somnolence. A series of signifi- 
cant papers by Birch and his co-workers 
(61-63) have assessed the relation of time 
of life to the behavioral consequences of 
brain damage. 

All in all, this has been a year of note- 
worthy progress. 
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Business-supported mental health centers, 
‘the employees of supporting companies, 
ere proposed by the president of the Con- 
à cut Mutual Life Insurance Company, 
Charles J. Zimmerman, at his company’s 
on Mental Health in Business and 
lustry held recently(1). Mr. Zimmerman 
ggested : 1. That business and industry 
begin to deal with mental illness because it 
ffects the welfare of business and the na- 
n, and costs business firms billions of dol- 
annually. 2. As leaders of a free and 
usiness-oriented society, we have a very 
real responsibility to help conquer our na- 
ns number one “social and economic 
problem.” The ultimate cost of neglecting 
t will be far greater than the cost of solving 
t. 3. That committees of businessmen, psy- 
hiatrists and representatives from local 
mental health associations be formed to ex- 
lore the possibility of joining action on 
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American and foreign correspondents. Special 
acknowledgement is due to Dr. Walter Winslow, 
Dept. of Psychiatry, University of Cincinnati, 
School of Medicine for valuable help in the prep- 
aration of this article. 
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OCCUPATIONAL PSYCHIATRY ' 
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mental illness. 4. That a number of com- 
panies get together to hire full time psychi- 
atrists who would treat employees referred 
by these companies. 

BRIEF SUMMARIES OF ASSORTED ARTICLES 

Frank(2) points out the severe psycho- 
logical impact on a worker to be told he 
has incurable silicosis and must quit his 
job. The author feels the companies should 
not “retire” these men on a disability pen- 
sion but keep them at a-job free from any 
exposure to silica. 

Childs and Sweetnam(3) studied the in- 
cidence of migraine in an industrial popula- 
tion of 4,700, Among the 1,607 persons who 
answered the questionnaire, there was an 
incidence of 4.9% for men and 13.2% for 
women. A family history of migraine was 
found in migraine sufferers six times more 
frequently than in non-sufferers. “It is gen- 
erally believed that migraine affects mainly 
the intellectual and executive members of 
the community.” This survey showed that 
the incidence was perhaps higher in this 
group than in manual workers, but by no 
means restricted to this managerial group. 
The managerial group more often than the 
manual worker had to quit work because of 


ee 


b 


1962 ] 


REVIEW OF 


ear 


È PEON 
CHIATRIC PROGRESS l 


migraine attacks. 

Miller, Watkins and Davis(4) conducted 
a study to test the hypothesis that employees 
injured at work are frequently dissatisfied 
with, or have a resentful attitude toward the 
job. Of 25 injured employees studied : 16 
expressed resentment and/or dissatisfaction 
with the job; 18 felt that the physician’s 
statement about the severity of the injury, 
poor prognosis, and possible convalescence 
period prolonged their period of convales- 
cence. The authors concluded that resent- 
ment appeared to be a significant factor in 
the production, and/or continuation of the 
neurotic reactions seen among the injured 
employees studied. 

Conte(5), discussing accident prevention 
quoted the following, “Accidents are not 
chance happenings—they have an emotional 
or psychological explanation” and the fact 
that 85% of industrial accidents are due to 
human failure, makes the following points : 
l. Fear motivation—a poor motivation as 
most individuals feel it won’t happen to him. 
2. Education—successful if worker has “will- 
ingness to learn.” 3. Rewards and responsi- 
bilityhelpful for a small group who have 
personality needs that rewards and responsi- 
bilities meet. 4. Supervision—must be given 
by one capable of sympathy and yet 
strength, 

Himler(6) states : “It is well known that 
emotional problems occur in as many as 
half of the employees who come to the at- 
tention of industrial medical departments.” 

He states : 1. Personality factors antedat- 
ing employment—difficult to evaluate at 
time of hiring but some of the most dis- 
turbed persons can be detected by skillful 
pre-employment interviewing and screen- 
ing. 

2. Psychological stress factors on the job 
—job factors may not only cause but uncover 


emotional vulnerability. The stresses may - 


come from management policies and per- 
sonnel procedures, from human relation 
practices of supervision, and from inter- 
employee relationships. 

3. The psychiatric diagnosis—industrial 
physician reluctant to make psychiatric di- 
agnosis because of implications thereof. 

4. Recognition of treatment needs—the 
industrial physician must evaluate the “who 
_when—where—and—how” of treatment— 


whether employee can be treated on j 
needs time off for outpatient treatment, 
hospitalization. 

5. The readjustment phase—the recover 
employee often uneasy and aware of th 
“cautious” acceptance of him by supervi: 
and fellow employees. The industrial phys- — 
ician has a responsibility to prepare o' 
employees for the return of a convalese 
employee. : $ 

Greenhill(7) groups the human factor 
affecting mental health and productivity 
the family, in society and at the place 
work, He considers : 1. Emotional develop- 
ment of individual—birth—mother’s love 
(security )—environment—family unit. Fami 
ly beliefs don’t always agree with those 
society, to which he must adjust. Problems 
of adolescence and adulthood. W. 


families. Average young couple have stron; 
desire for comforts of their own hom 
often impatient to achieve it—increase 
indebtedness (mortgaged homes, cars, ani 
furniture). Mothers often work—guilt an 
anxiety over fear of results on children, 
U. S. 20% of families change residence an- 
nually (“Population of Migrants”). Au or 
feels that “rootlessness, financial indebt 
ness, absence of parental authority and 
frenzied seeking for status are major co 
tributors to today’s social pathology.” 
4, The work situation—large organization — 
has many attributes of “mother figure 
affection converted into paychecks, holiday 
with pay, and fringe benefits. Identification 
of supervisor with archetype father is com- 
mon. Competition with fellow employees — 
seen as sibling rivalry. “Mental attitudes à 
resulting in inefficiency can usually | 
traced back to formative years.” : 
5. Psychodynamics of work place—dy- 
namics of family often reflected in dynamics 


In conclusion author emphasizes the 


cessity of understanding these personal and 
_ family situations. 
Conte and Stubblefield (8) discuss the in- 
dustrial physician and the depressed patient 
“depressive episode can interfere with 
bility to produce—personality changes such 
tagonism and unfriendliness, 
Authors describe the “Depressive Person- 
ity.” Premorbid personality—individuals 
who generally take life seriously—lack imag- 
nation and humor-—rigid patterns of be- 
avior. They are often described as “slaves” 
their work, home, children, etc. Often 
Jack charm and spontaneity, and are 
times shy and seclusive, are usually 
espected for their conscientiousness, and 
heir “meticulous devotion to duty.” Their 
' families are usually harsh disciplinarians, 
d perhaps uncompromising and punish- 


g. 
Symptomatology (two types—psychologi- 
cal and biological) : These persons are often 
quiet, restrained, pessimistic, self-depreca- 
‘ory, may complain of lassitude, feelings of 
inadequacy, discouragement and hopeless- 
ess, and may find it dificult to make de- 
sions (melancholy mood). In more severe 
de ession they may feel rejected, defeated 
ideas of poverty—concentration difficult. 
y may. be actually delusional—may be 
icidal or agitated or both. The bodily 
ges are: anorexia, insomnia, changes 
| gastrointestinal activity and basal me- 
bolism. 
The psychological setting occurs early in 
e personality development. Families often 
ave high expectations for the children, 
who may be motivated by fear of loss of 
ve if they don’t measure up—guilt over 
ambivalent feelings for mother, angry feel- 
ings then introjected, and if reactivated in 
adult life by loss of anything the patient 
iolds dear, a depression may ensue. 
Treatment includes evaluation of severity 
of depression, drugs—environmental manip- 
ulation, supportive psychotherapy for prob- 
lem of hostility over feelings of isolation— 
and guilt. 
Ross, et al.(9), found that “in most cases 
for whom the doctors recommendations 
were carried out there was an improvement 
in adjustment which was still marked 4-10 
years after the original consultation.” (Forty 
tients seen—4 not as problems—7 did not 


“J 


follow recommendations and 6 did not im- 
prove—29 followed recommendations and 21 
improved. ) 

The authors described their attempt to 
identify emotional problems in industry 
early (before referral by plant doctor) and 
to save cost to industry by getting help for 
the employee when he is not so disturbed 
that he may need to leave his job. 

The signs of early maladjustment are : 
1. Repeated minor absenteeism, 2. Pro- 
longed disability absenteeism, 3. Repeated 
accidents or “close calls,” 4. Interpersonal 
difficulties at work, and 5. Frequent visits to 
the medical dispensary. 

Wilson(10) feels that occupational medi- 
cine can play a major role in the control of 
absenteeism. The following characteristics 
of absenteeism were noted : 1. Women have 
twice as much absenteeism as men, but 
their absences are usually of shorter dura- 
tion. The author considers this a “social” 
rather than medical factor. 2. The tetrad of 
frequent reporting to medical department, 
frequent short medical absences, frequent 
lateness to work, frequent changes of em- 
ployment is more related to “emotional mal- 
adjustment” and “poor motivation” than to 
organic disease. 3, A small percent of any 
employee body is responsible for a rather 
large percent of time lost from the job. 4. 
Sickness records reflect the morale of the 
department more than its health status. 5. 
New employees set a pattern of attendance 
during the first 2 years and this does not 
vary regardless of their change in health. 
6. Frequency is higher among young, short- 
service employees—suggesting poor effort o! 
some young people, especially at the slight- 
est suggestion of ill health. 

The author then discusses procedures to 
correct this rather appalling absence rate. 
1. Good pre-placement physical examina- 
tion. 2, Preventive medical programs. 3. Im- 
munizations. 

Conclusions—The companies studied are 
trying to reduce absenteeism “by cooperat- 
ing with supervisory personnel in under- 
standing and handling medical absences, 
and by concerted effort in follow up on the 
small percent of employees who contribute 
heavily to the problem.” 

Pinner(11) focuses the problem of job 
placement of ex-mental patients on the “area 
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of the patients’ needs rather than on the 
area of employers’ attitudes.” The patients 
dealt with are those just out of mental hos- 
pitals, who have few, if any, skills and who 
may still have behaviour patterns making 
work adjustment difficult. There are many 
failures and the author attempts to examine 
these. Some of the solutions might be: 1. 
Work therapy programs as have been used 
in VA hospitals. 2. Sheltered workshops. 3. 
A program similar to that of Fountain 
House, N. Y. (where a patient is placed for 
2 months at a job geared to build confidence 
in his ability to work, then moves on to an- 
other “real” job). 

McLean and DeReamer(12) summarize 
an article “The Accident Repeater” as fol- 
lows: There is accident potential in almost 
every situation ; two sets of factors—those in 
the environment and those in the individual 
-must be brought together for any accident 
to happen. Between the actual accident and 
the possibility of its happening is an inter- 
play of many subtle factors. To understand 
all factors becomes of paramount impor- 
tance in treating injuries and preventing 
future accidents. 

They observe that past efforts to associate 
a large number of accidents wholly with 
personality characteristics and conscious 
and unconscious thought processes may 
have been misleading, although these fac- 
tors may not be ignored ; but we must give 
more attention to the total accident picture. 
In some cases psychologic investigation is 
indicated, but often the simple matter of 
moving a skid may be the more practical 
solution to accident prevention. 

Finally, a highly related clinical problem 
is the temporary personality disorders that 
often result from accidents or near accidents, 
and this problem is emphasized. 

Belenson(13) refers to the contributions 
in the past 40 years to the question of men- 
tal health (or illness) in industry. He dis- 
cusses personality, mental mechanisms, and 
how these are so much wrapped up in what 
an employee feels and does. He remarks 
that setting up psychiatric services in in- 
dustry is met by many resistances, mostly 
unspoken, and he points out that it some- 
times takes 2 years for management to 
utilize the skills of the psychiatrist. His final 
comment is “Mental health programs in in- 


dustry are good business.” i 
Proctor(14) estimates that 20% of 
workers exhibit some degree of abnormi 
mental activity. He discusses the qualifi 
tions of an industrial psychiatrist and. 

possible functions he may assume. 
Mention should be made of a series of 
articles on Mental Health in Industrial Prac- 
tice by Knight and Baird (15, 16, 17): 1 
Mental Hygiene Among Employees, 
Early Detection of Emotional Disorder, 
3, The Part Time Psychiatrist in Industry. 


adequacy. } 

Some companies have used the services of 
psychiatrists and provide for “an emotional 
check-up” of executives. Those referred for 
the check-up were: 1. Individuals who al- 
ready were emotionally or physically ill but 
wouldn’t admit it. 2. Individuals having dif- ” 
ficulty in business or marriage. 3. Individu- ” 


als having trouble with interpersonal work — 


check-up was done in a 6-day period of 
tensive investigation in hospital. S í 
information were close business associates, ~ 
wife, physician ( 
thor describes in detail the daily routines 
indings : The ical executives tended | 
Findings typi 1 


Juss 


ts S LS Aea 
REVIEW OF PSYCHIATRIC PROGRESS 1961 _ 


ESP 


[ Jan. 


$: ard working, and had good judgment ; had 
_ little interest in the arts, and were “funda- 


o them, and many were impotent by age 55. 
None were homosexual, most drank too 
much, and most took sedatives at night 
(only). Many came from underprivileged 
backgrounds, and had little feeling of what 
“Jove” really was. Psychological studies in- 
dicated schizophrenic tendencies in a few ; 
they were not dreamers, not manic-depres- 
ives, mood was stable, but “quite a few” 
showed paranoid tendencies. They resented 
authority and were not good team workers. 


| VOCATIONAL REHABILITATION 


~ On April 27, 1961, the annual meeting of 
the President’s Committee on Employment 
of the Handicapped in Washington, D. C., 
r the first time arranged a panel discussion 
the employment problems of the mentally 
restored and the mentally retarded. The 
anelists were Dr. Jack R: Ewalt, Massa- 
chusetts Mental Health Center and execu- 
tive director of the Joint Commission on 
= Mental Health and Illness, Dr. Gunnar 
Dybwad, vice chairman, Committee on the 
Mentally Handicapped, and executive di- 
ctor of the National Association for Re- 
~ tarded Children, Mr. John H. Dingle, E. D. 
= duPont deNemours Co. Mr. Maurice J. 
Reisman, State Supervisor of the Pennsyl- 
vania Bureau of Vocational Rehabilitation, 
d Dr. Ralph T. Collins, chairman, Com- 
mittee on the Mentally Handicapped mod- 
erated the panel. i 


FOREIGN CORRESPONDENCE 


_ Dr. M. Hausner(19) reports on the Con- 
gress on Mental Hygiene held in Prague in 
Oct. 1960. Some titles of papers were: 1. 
‘The Place of Mental Hygiene Within the 
Frame of the Work Hygiene. 2. Mental 
Hygiene and the Work Relations of People 
_ Within the Socialist Society. 3. The Ques- 
tion of Mental Health and Mental Disturb- 
ances of Industrial Workers. 4. Exploration 
of Frequency of Mental Illness in Agri- 
cultural and Industrial Population. 5. Men- 
tal Hygiene of White Collar Workers. 6. 
Mental Hygiene and Occupational Illness. 
7, Our Experiment with the Valuation of 
Fatigue of People with Prevailing Brain- 
_ work. 8. Psychological Aspects of Fatigue 


and Their Importance for Mental Hygiene. 
9. Some Psychological Aspects of Mental 
Hygiene in Industry and Transport. 10. The 
Prospects of Occupational Psychiatry. 

At the World Federation of Mental 
Health meeting in Paris in Sept. 1961, Dr. 
A. M. Scott, Medical Officer, Philips, Lt. 
Croydon Group, England, in a paper en- 
titled “Psychoneurosis and Modern Indus- 
try” stated: The two basic factors in the 
aetiology of psychoneurosis are heredity and 
adaptation. Thus, as industry speeds in ever 
increasing modern technological advance, 
the hereditable nature of stress disorders 
will ensure a concomitant increase in a pop- 
ulation sensitive to these conditions. In the 
words of Prof. Greenhill, “Today’s social 
pathology reflects the ever increasing gap 
and time lag between a society's culture and 
its adaptation to technological advances.” 
We would be wise therefore to assume that 
the manifestations of social pathology will 
increase and not lessen. ; 

Medicine is likely to increasingly become 
a social science, and less and less of an 
intimate contact between two individuals, 
the doctor and patient. The industrial physi- 
cian by reason of his intimate contact with 
industry and an appreciation of its very 
rapid technological advance, is in an unique 
position to play his part in company with 
his professional and lay colleagues in the 
achievement of this social goal. This goal 
must be to keep individuals adjusted to their 
environment as useful members of society 
or to readjust them when they have dropped 
out as a result of illness. - 


BOOKS AND JOURNALS 


Grune & Stratton, Inc., have announced the 
publication of another book in their Modern 
Monographs in Industrial Medicine Series, en- 
titled A Manual of Neurology and Psychiatry 
h nations Medicine by Ralph T. Collins, 


Dr. William P. Shepherd has recently au- 
thored a book entitled The Physician in Indus- 
try published by McGraw-Hill Book Co. in 
which one of the chapters is entitled “Mental 
Health in Industry.” 

The Newsletter of the Committee on Oc- 
cupational Psychiatry (APA) under the able 
editorship of Dr. Alan McLean now appears 
four times each year and has proved most 
worthwhile. 
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In conclusion, I quote a definition of 
work by the author of this review which ap- 
peared in Think Magazine, Feb. 1961. The 
Work that men do is an essential part of 
their lives, not mainly because by it they 
earn bread but because a man’s job gives 
him stature and binds him to society. The 
worker who is happy in his job, with confi- 
dence in his management and cooperative 
relations with his co-workers, will spread 
his contentment throughout the community. 
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SOCIAL PSYCHIATRY 


MAX PEPPER, M.D., 


THE DEVELOPING SUBSPECIALTY 


As the field grows, increasing attention is 
being given to defining its boundaries. 
Ruesch(31) provides a comprehensive defi- 
nition of social psychiatry. He divides its 
concerns into seven major areas : 1. Popu- 
lation surveys; 2. Investigations of culture 
and its relationship to psychiatric condi- 
tions; 3. Studies of culture change ; A. 
Studies of biologically determined social 
groups ; 5. Studies of special situations ; 6. 
Studies of personality, community, and their 
interaction ; and 7. Social aspects of treat- 
ment. He points to some of the difficulties 


ciplinary activities and pleads for special 
training programs after the usual residency 
training, as well as outlining a more sys- 
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tematic approach throughout the gen 
psychiatric residency program. 


SOCIAL THEORY 

Those psychiatrists who might be 
terested in a comprehensive reader of 
classicos in modern sociological theory 
referred to the two-volume Theories o; Sc 
ciety (26). Erich Fromm’s treatise on Marx 
Concept of Man(10) elucidates the concept 
of alienation and also makes available in 
English translation, hitherto unpublished ii 
this country, important writings of Mi 
which deal with psychosocial theory. Of in 
terest in this connection is a criti 
nation of Fromm’s work by Schaar(32 


EPIDEMIOLOGY A 

The Milbank Memorial Fund co! 
on causes of mental disorders 
published in a series of papers 
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"past year. These provide an extensive re- 
view of epidemiological work, with ex- 
_ cellent bibliographies. In one of these 
papers, Dunham(7) examines hypotheses 
which have been advanced to explain find- 
ings of ecological and epidemiological 
studies of mental disease. Although the rela- 
tionship between social factors and the 
frequency of certain mental disorders is 
quite evident, the causal meaning of these 
associations is yet uncertain. Reid’s paper 
(28) elegantly reviews the literature on 
_ precipitating factors and concludes that the 
‘field lacks any sustained and systematic 
approach to this problem. Two papers in 
this series deal with the epidemiological 
evidence for causal links between mental 
disorders and physical damage to the fetus 
and to the brain after birth(16, 22). 
Other symposia, comprising the proceed- 
ings of the American Psychopathological 
“Association on Comparative Epidemiology 
of Mental Disorders(12), and Field Studies 
_ in the Mental Disorders(34), reflect the in- 
creasing interest in this area and supply 
_ ample stimuli for further research. 
Langner(20) gives another preview of 
_ the eagerly awaited definitive volume report 
on the Midtown Study in New York City. 
~ Pasamanick(27) published prevalence data 
from Baltimore which find one in eight in 
the population at a single point in time to 
be suffering from psychiatric disorders. 
Of this urban population 2.6% were found 
to be severely or totally disabled by mental 
or emotional difficulties. Jaco’s study(15) 
of the inhabitants of Texas subjects its data 
to systematic and rigorous analysis. Some of 
its findings regarding incidence are sig- 
nificantly variant from those reported in 
other studies. However, the limitations in 
generalizing from data concerning only 
_ known and treated cases remain (even 
though this study extends the scope of or- 
dinary hospital studies by also including 
cases in private practice). Brill and Storrow 
(4) confirm some of the findings of 
Hollingshead and Redlich about the re- 
lationship of social class and psychiatric 
A treatment. Hollingshead (13) reviews issues 
in the epidemiology of schizophrenia from 
_ the viewpoint of a sociologist. The second 
 yolume of the Stirling County Study by 
' Hughes, Leighton, et al.(14), presents data 


establishing the relationship between psy- 
chiatric illness and symptom patterns on 
the one hand and social integration—disin- 
tegration in communities on the other. 


SOCIAL SYSTEMS AND CULTURE 


The strong interest in family research 
and therapy continues. Fleck(8) summa- 
rizes the explorations of families with schizo- 
phrenic patients by the Lidz-Fleck research 
team, and presents hypotheses and clinical 
data about the significance of parental types, 
parental interactions, sociocultural isolation, 
and sexual problems for the genesis of 
schizophrenia. Cumming(6) reviews the 
literature on research linking mental dis- 
order with family characteristics and points 
out that the questions asked have often been 
too imprecisely stated to make research 
productive of answers. A monograph collec- 
tion edited by Rubin(30) contains articles 
concerning sociocultural factors in mental 
illness, and includes the cross-cultural in- 
quiry by Wittkower, et al., into the symp- 
tomatology of schizophrenia. The study 
which Rigney and Smith(29) present of 
San Francisco's “beat” colony is an interest- 
ing exploration into the society of an “alien- 
ated” subculture. Morris, et al.(24), em- 
pirically explored the values of psychiatric 
patients and came to the conclusion that 
these were, in general, no different from 
those of normals in the same culture. How- 
ever, though it could not be said that psy- 
chiatric patients do not live in accordance 
with their values, it would seem that they 
cannot manage to live with the conflicts 
arising from various values. Murphy’s(25) 
extensive review of the literature on social 
change in relationship to mental health 
shows that non-Western peoples undergoing 
Westernization show an increase in identi- 
fied psychopathology. It is not clear, how- 
ever, whether this is due to an increase in 
prevalence or to improved facilities for diag- 
nosis and treatment or other factors. An 
account of current problems and sociological 
implications of mental disorders in Japan is 
given by Tokuhata and Stehman(33). Of 
the reports documenting travel studies and 
giving accounts of developments in psychi- 
atry around the world, the publications by 
Barton, et al.(1), and Bellak(2) on Euro- 
pean psychiatry, and Kline’s(18) on psy- 
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chiatry in the Soviet Union, deserve men- 
tion. 

Lifton’s imaginative book(21) analyzes 
“brainwashing” in a large number of West- 
erners and Chinese who experienced 
thought reform in China, and who were 
later able to leave for Hong Kong, where 
he interviewed them intensively. His con- 
clusions are of great theoretical and prac- 
tical significance and have aroused the in- 
terest of behavioral and political scientists 
as well as psychiatrists. Freeman(9), in ex- 
ploring attitudes toward mental illness 
among relatives of former patients, con- 
cludes that education per se rather than 
social class as a whole accounts for the 
differences which he observed. Ashley Mon- 
tagu, in a general address(23), stresses 
the need to explore the “mental illness” of 
cultures. Krapf(19), however, advocates 
that psychiatrists resist attempts to make of 
social psychiatry the cornerstone of a sys- 
tem of social reform and pleads for the so- 
cial psychiatrist to beware of his limitations. 


VARIOUS APPLICATIONS 


An important book containing much so- 
cial psychiatric material is the volume on 
Prevention of Mental Disorders in Children 
(5). Meriting attention is an account of a 
group health insurance scheme with pro- 
visions for private psychiatric care(11). 
Bierer(3) points to the need for operational 
research in connection with plans of the 
British Ministry of Health to close 75,000 
beds in existing mental hospitals and re- 
place them with community-based facilities. 

We would urge that every psychiatrist in 
the United States read the important and 
far-reaching report and recommendations 
of the Joint Commission on Mental Health 
and Illness( 17). 
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_ Anatomy: Van Crevel(15) has studied 
painstakingly the degeneration of the fibers 
of the cat’s pyramid 3 days to 6 months af- 
ter complete or partial decortication, These 
fibers are almost purely a projectional path 
om. frontal, precentral and _postcentral 
areas. 
Klingler and Goor(44) have described in 
detail the connections of the amygdala and 
anterior temporal cortex in man. 
Electrical recordings from dorsal root 
filaments from C; to Ly of cats while hairs 
ere moved, indicate a central area of 
maximal potential and a fringe area of 
yeaker discharge with a shifting overlap 
om rostral to caudal within each fila- 


y a number of techniques, Waksman 
demonstrated a blood-nerve barrier in 
vascular endothelium of rabbits pre- 
ting the passage of negatively charged 
ids. It may explain the limitation of 
uillain Barre and diphtheritic polyneu- 
itis to the spinal roots and ganglia(88). 

Cerebrovascular Disease : Kinking of the 
ternal carotid artery in 16 of 1000 angio- 
ams seemed related to recurrent cere- 
brovascular episodes, particularly when 
rotation of the neck produced symptoms 
(59). Rotation and hyperextension of the 
neck aggravate vertebral artery ischemic 
symptoms and caused “drop attacks” in 
which the legs give way without un- 

consciousness (81). 

In 109 cases of cerebral infarction and 
hypertension where cerebral hemorrhage 
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was excluded by post mortem examination, 
37 had a fall in blood pressure because of 
operation, myocardial infarction, infection, 
hypotensive treatment, etc. In absence of 
such complications, the blood pressure 
was unchanged by the stroke. Hyperten- 
sion deserves more consideration in the 
mechanism of infarction(48). 

At 100 consecutive post mortem exam- 
inations of patients over 50, the carotid or 
vertebral was completely occluded in 11 
and more than half occluded in 40, both 
usually without symptoms. The incidence 
was greater with hypertension. Ninety- 
three percent had even more marked ex- 
tracerebral atherosclerosis(54). This per- 
haps explains why the immediate and 3- 
year prognosis is better in cerebral throm- 
bosis before age 50(3), and the 3-year 
survival is worse by two standard devia- 
tions if blood pressure is over 110. Previous 
strokes do not affect the outcome of an 
attack, but make subsequent strokes more 
likely(53). 

Transient rises in blood pressure seemed 
to be part of the stuttered onset of symp- 
toms of basilar artery infarcts in three pa- 
tients (64). i 

Carotid artery compression in 280 pa- 
tients without and 160 patients with cere- 
brovascular accidents gave no evidence 
that a hypersensitive carotid sinus plays an 
important role in transient ischemic epi- 
sodes. Because of side effects (embolism, 
asystole), use of the test should be limited 
(28). EEG changes occurred with com- — 
pression of the carotid opposite to a throm- 
bosed internal carotid, middle cerebral or 
middle meningeal artery (84). 
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Cerebral angiograms were done in 38 
patients over 50 with 4 of the subsequent 
16 deaths attributable to the study. The 
vital signs should be stable before doing 
an angiogram, and a minimum of dye 
should be used(20). 

Open exposure injection into the bra- 
chial artery avoids the danger of trauma to 
diseased neck vessels and the danger of a 
hematoma in the neck. It filled two-thirds 
of the cervico-cerebral circulation con- 
sistently and gave no mortality or mor- 
bidity in 200 adults and children(45). 

Nausea was the only side effect when 
5 ml. of 5% fluorescein was rapidly in- 
jected into the antecubital vein, and two 
observers timed its appearance in the 
retina, (Normal time is 5 seconds with 0.5 
second difference between the eyes) (17). 

In 3 controlled trials, anticoagulants 
have proved hazardous and without clear 
benefit(34, 36, 91). Even in “progressing 
stroke,” the principal advantage seem 
to be protection from death by pulmonary 
infarcts(11). Enzymatic thrombolysis in 
animals is still in the experimental stage 
(39). Surgical excision of thrombosed car- 
otid or vertebral arteries in the neck is 
ie only in the most skilled hands 

74). 

Careful studies indicate that intravenous 
acetazoleamide (Diamox) has a more 
marked and prolonged beneficial effect on 
cerebral blood flow than 5 minute in- 
halation of 5% carbon dioxide. It can, of 
course, be given by mouth. Renal function 
should be adequate(23). 

McKissock has conducted a carefully 
controlled trial of surgical and conserva- 
tive treatment of 180 unselected cases of 
primary intracerebral hemorrhage. Mor- 
tality was 51%, and no group was better 
with surgery. Neurological symptoms were 
less important for prognosis than the level 
of consciousness (57). 

Unilateral dilated pupil, abducens pa- 
ralysis and homonymous hemianopsia later- 
alized the lesion correctly 90% of the time 
in 389 cases of acute subdural hematomas. 
A tentorial pressure cone is apt to pro- 
duce misleading ipsilateral pyramidal 
signs(70). Twenty-one of 50 patients with 
chronic subdural hematomas had seizures 
which, if unilateral, were usually contra- 


lateral to the hematoma(14). < 

Trauma to the back of the head o 
child or adolescent may cause an extr 
dural hematoma in the posterior fossa. 
course is slow like a subdural. Pressure on 
the cerebellum and later on the pons anc 
medulla causes symptoms which usual 
are not Jateralized. Cranial nerve palsi 
and hyperactive deep reflexes usually ap: 
pear later. A lumbar puncture is obviously — 
hazardous(37). ‘ily 

Metabolic Diseases ; Femoral neuropathy — 
was related to diabetes in 14 patients, 
polyarteritis nodosa in 3 and metastati 
disease in 2. It was sometimes precipitate 
by lifting heavy weights with abduct 
thighs (9). 


pathy. 

intraneural vessi 

hypertension with hyalinization, stenosis 
and PAS positive reactions. Subjective 
symptoms generally diminished in a few 
weeks or months(25). 

The neuropathy may appear when only 
the glucose tolerance test is abnormal, and 
it is probably a manifestation of a basic 
biochemical fault(24, 71). In diabetics 
under 40, raise threshold for vibratory pel 
ception in nerves rendered temporarily 
ischemic was reversible with insulin(83). 
Pyruvate metabolism is not abnormal in 
diabetic neuropathy (86). 

Both intra- and extra-cellular water in- 
crease with water intoxication and its — 
symptoms of confusion decreased deep 
reflexes and seizures; but recovery Cor- 
related best with restoration of intrac 
lular osmolality. Experimental study 
dicates that lumbar punctures and bar: 
biturates are not helpful and may be haz- 
ardous. Mannitol and urea can restore 
neurological function, even though Na and 
C1 are low, if total body Na an 
normal or excessive (congestive failure, 
nephrosis, cirrhosis )(21). 

In 13 patients with acute uremia(49) 
lassitude proceeded to disorientation, con- 
fusion and coma. During recovery, pa- 
tients might become euphoric or depressed 
and some were paranoid. Cooperation was 
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poor. Attention span was short. Recall of 
_ digits backward was the last of the formal 
tests to become normal, but behaviour 
still continued inappropriate. There might 
be evanescent nystagmus, facial asym- 
metry, dysarthria, dysphagia and difficulty 
protruding the tongue. One patient had an 
attention field defect. As with other ill pa- 
tients, there was generalized weakness, 
‘but 2 patients had transient weakness of 
one limb. 
Fasciculations increased with the in- 
creased BUN and cation imbalance. Myo- 
 clonus and asterixis were most common at 
e stage of confusion. Wasting began in 
the vastus medialis and the wasted muscles 
were tender. The reflexes usually in- 
creased, then decreased, and often were 
asymmetrical. Five had dimpling of mus- 
cles on percussion. One patient had dy- 
= saesthesias, but sensation was normal as 
_ far as testable. During anuric or dysuric 
stages, 5 had convulsions, usually general- 
ized, but 1 had a visual aura. In EEC’s, 
alpha activity decreased and slow ac- 
ivity increased. No lumbar punctures 
were done. Fluctuations of symptoms and 
igns seemed to be correlated with the 
rate of change of electrolytes, rather than 
their specific level. 
_ The current understanding of porphyria 
has been reviewed by Watson(89) who 
ecommends testing of feces as well as 
‘urine. Acquired porphyria has occurred in 
man and rats as a result of hexachloro- 
benzine intoxication(68). 
= Twenty-five patients with myxedema 
had symptoms and signs of involvement 
f cerebrum, cerebellum, midbrain, nerves 
and muscles. Prolonged relaxation of deep 
reflexes did not correlate with severity of 
the myxedema. All symptoms cleared with 
treatment, except the ataxia of one pa- 
tient who had been severely ill(67). 
Severe chronic thyrotoxicosis may cause a 
proximal myopathy without other neuro- 
- logical abnormality (92). 

Infectious Diseases: In 358 cases of 
paralysis, polio virus was more often con- 
firmed in those with severe weakness. Non- 
polio virus was confirmed with those with 
Jess weakness, and in none of the severely 
paralyzed. Polio virus was less often con- 
firmed in those previously immunized(51). 


In one series of 100 cases of paralysis, 
proved polio existed in only 3 patients 
who had had 3 injections of Salk vaccine 
(58). Consistent, excellent immunization 
with orally administered living attenuated 
polio virus can be obtained in infants over 
2% months old( 69). 

Coxackie viruses cause aseptic meningitis, 
paralysis and rashes, pneumonia and myo- 
carditis. Type A virus affects skeletal mus- 
cle and often coexists with polio. Type B 
interferes with polio virus and affects the 
central nervous system, viscera and causes 
focal musclar lesions(46). In a randomized 
study of 32 patients with measles ence- 
phalitis, steroids were of no benefit(94). | 

In a prospective study of 178 cases of 
maternal rubella, congenital heart, ear and 
eye defects were common, but there was 
only one mentally retarded child(72). 

Prognosis in tubercular meningitis has 
not seemed to be affected by dropping the 
use of intrathecal streptomycin or adding 
steroid. Extrameningeal tuberculosis, ex- 
cept miliary, makes a poorer prognosis as 
do greater age, higher cerebro-spinal fluid 
protein and low chloride(90). 

Procaine or benzathine penicillin G were 
used to treat over 35,000 syphilitic pa- 
tients without difference regarding reac- 
tions, though the larger the dose and 
longer the treatment, the more reactions — 
occurred. ‘There were no  deaths(8). 
Among patients with biologic False Posi- 
tive serologic tests, there is a higher in- 
cidence of sensitivity to penicillin(12). 

Subcuticular nodules, characteristic and 
important for diagnosis, were present in 
54% of 450 cases of cerebral cysticercosis. 
Occasionally, the swollen cysts cause 
muscle pain and rarely, myopathy. They — 
calcified in 5 to 19 years. Only 1 patient 
had cerebral calcification before muscular. 
The most common causes of death were 
status epilepticus and intracranial hyper- 
tension. Ninety-two percent had seizures, 
usually controllable with anticonvulsants. — 
Surgical removal of cysts for focal epilepsy _ 
was seldom of value. Decompression 
helped hydrocephalus, but only if it was 
non-obstructive(19). 

The best treatment of cryptococcosis is — 
Amphotericin B, 1.2 mg. to 1.8/K/day, in- — 
travenously on alternate days, gamma — 


ve 
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globulin intramuscularly twice a week and 
a diet low in thiamine. Amphotericin is 
not antibacterial and so one must be care- 
ful of bacterial complications in giving 
0.7 mg. intrathecally on alternate days un- 
til the cerebral spinal fluid is sterile(47). 

Basal Ganglia Disease : In his Croanian 
lecture, Denny-Brown has analyzed the 
relation to diseases of the basal ganglia to 
disorders of movement(18). 

Parkinsonism has been described in sub- 
acute encephalitis of van Bogaert (65). 
The neuropathologic changes found in 
the Parkinson-Dementia complex on Guam 
are now described in 22 cases of the 
amyotrophic lateral sclerosis on Guam, 
suggesting the two are members of a single 
disease entity(52). Canter, et al.(10), de- 
vised scales for rating disability of Parkin- 
sonian patients in walking, dressing, hy- 
giene, eating and feeding, and speech, with 
3 people usually rating 26 patients, with 
a 0.95 coefficient of concordance. Wach and 
Boshes(87) have applied an accelerometer 
to the analysis of Parkinsonian tremor. 

Doshay(22), England and Schwab( 25) 
have reviewed the treatment of Parkinson- 
ism. The latter authors list as contraindica- 
tions to surgical treatment ; severe bilateral 
disease, mental deterioration or confusion 
not due to drugs, lower cranial nerve symp- 
toms, physiologic age over 64, and rapid 
advance of the disease. Results are poor 
when speech is weak or dysarthric, when 
swallowing and breathing are poor, when 
there is micrographia, weakness or festina- 
tion indicating widespread brain damage. 

The toxic effect of indirect reacting 
bilirubin in jaundice of prematurity ranks 
second among causes of athetosis ; in se- 
vere cases there is spasticity and some- 
times ataxia, Exchange transfusion should 
be made before neurological symptoms ap- 
pear and may be more effective if albumin 
is given first to absorb the bilirubin(33). 

Extrapyramidal symptoms occur in 35% 
(chlorpromazine) to 60% — (trifluopera- 
zine) of patients treated with “tranquiliz- 
ers.” The piperazine yadicle increases the 
side effects as does halogenation, particu- 
larly with fluoride. Symptoms are more 
generalized, severe and bizarre in chil- 
dren under 15 and are restricted more to 
face, neck and arms in older patients. Dys- 


kinesia appears first, akathisia next ani 
Parkinsonism last. The latter is often pre- 
ceded by lack of spontaneity. Antiparkin- 
son medicines such as Kemadrin or seda- 
tives relieve the symptoms and may pre- 
vent their recurrence without the “tran- ~ 


Miller(61). Gamma gl 

creased more than 13% in 88% of all cases 
of multiple sclerosis, twice as often as 
other laboratory tests were abnormal(80) 


Forty-three have reading vision in the af 
fected eye, 25 have optic atrophy, 6 have 
temporal pallor, 21 are normal, Seven have 
obvious multiple sclerosis, 13 have proba- 
ble multiple sclerosis, 7 have toxic am- 
blyopia and the etiology of 25 was un- 
determined, none have brain tumor(40), 
Steroids and vasodilators do not signifi- 
cantly affect the recovery from acute optic 
neuritis (31). 

In controlled trials, multiple sclerosis 
was not improved by Prednisone or as- — 
pirin(62), tolbutamide(27), or intrathecal 
tuberculin, and the latter was associated — 
with almost twice as many exacerbations 
(43). 

Progressive multifocal leukoencephalo- — 
pathy occurs in chronic diseases where 
there is relative immunologic unrespon- 
siveness and its pathology is consistent 
with an atypical virus infection. The af- 
fected adults have a 3- to 4-month course — 
of gradually progressive diffuse but asym- 
metric neurological symptoms. Cerebro- 
spinal fluid is normal in half, and has a — 
slight increase of pressure, white blood 
cells or protein in the others. All EEG’s 
have diffuse slow wave activity with asym- 
metries corresponding to the structural ab- 
normalities. Three pneumoencephalograms, 
1 angiogram and 1 arsenic scan test were — 
normal, Pathologically, the multiple demyel- 
jnating lesions affect the cerebrum 
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brain stem, but spare the cord. Oligoden- 
droglia are enlarged and densely basophilic, 
often with eosinophilic intra-nuclear in- 
clusions. There are giant astrocytes, and 
cerebellar granule cells have enlarged nuclei 
(77). 

Tumor: Analyzing 250 cases of menin- 
gioma, Gassel(29) found that false localiz- 
ing signs are apt to develop suddenly or 


~ rapidly and be due to large tumors, e.g., 


those in silent areas. Mild cerebellar or 
pyramidal signs appearing late in the course 
of illness often were falsely localizing. 
Craniopharyngiomas should be considered 
in an older person with symptoms suggest- 
ing compression of the chiasm, particularly 
if they are asymmetric and fluctuate(79). 
Of 30 patients whose pontine gliomas were 
treated with 4000r, 4 survived 5 years(76). 

Cranial and Peripheral Nerves: In hy- 
dranencephaly, the optic disc is white with 
few or no retinal vessels. The pupils react to 
light and there are spasms of the lids to 

-light without evidence of sight. This indi- 
cates that in children, the latter is a sub- 
cortical reflex(38). 

In testing for visual field defects after 
brain damage, pseudoisochromatic plates 
are sensitive to errors of lateralized pattern, 
color perception, visual extinction, visual 
fluctuation and figure-ground discrimina- 
tion(82). 

Ocular dysmetria is usually greater in the 
direction of the lesion, but may be the re- 
verse or occur unilaterally with bilateral dis- 
ease. Skew deviation with one eye hyper- 


- tropic usually means unilateral disease, but 
-of either side(32). 


Ghent illustrates 4 abnormal courses of 
the lateral femoral cutaneous nerve which 
may cause meralgia paraesthetica and rec- 
ommends conservative treatment if the on- 
set is at rest or follows anaesthesia or preg- 
nancy(30). In another series of 50 cases, 
25% cleared spontaneously, but surgical neu- 
rolysis was necessary in some of the others 
(5). 
A low lumbar or sacral disc protrusion 
may cause intermittent claudication of the 
cauda equina(4). 

Motor nerve conduction velocity may be 
impaired in axonal disease, e.g., neuropathy 
as opposed to disease of the cell body, such 
as polio(41). 


Lk 
Muscle Diseases: In myasthenia gravis, 


electronmicrographs indicate extensive dis- 
organization of endplate structure wii 


shrunken axon filaments, a decreased num- 


ber of secondary synaptic clefts which are 
widened and clubbed, and a decreased 
number of mitochondria (93). 

In biopsied muscle, the occurrence of 
microendplate potentials of normal ampli- 
tude and time course, and of endplate spots 
sensitive to acetylcholine, make a postjunc- 
tional defect unlikely(16). Pharmacologic 
considerations suggest the defect in trans- 
mission is at the motor nerve terminal, rath- 
er than the synapse(78). 

The first evidence of smooth muscle in- 
volvement in a myasthenic patient was a 
greater mydriasis and very poor response to 


accommodation on the side of more external — 


REY. 


ophthalmoplegia. It improved markedly im 


with neostigmine(2). 


Of 51 myasthenic infants and children, — 
10 had transient neonatal myasthenia un- ~ 


related to the duration and treatment of 
their mothers’ myasthenia. Six had per- 
sistent myasthenia from birth, 35 persistent 
myasthenia after they were 1 year old (75% 
were over 10, mostly girls). Of 21 who 
had thymectomy, 6 had a remission, and 


12 improved. One patient had a complete — 
remission after radiation of the thymus(63). 


Bonaretti(6) suggests using opticokinetic 
nystagmus to measure response to treatment. 
Over 4 generations, 11 members of a 
family of 43 had periodic hyperkalemic 
paralysis with myotonia. Symptoms were 
greater in face and tongue, and improved 
with hydrochlorothiazide(60). 
Miscellaneous: Bilateral motor system 
dysfunction above the medulla causes 
Cheyne-Stokes respiration by increasing 
respiratory sensitivity to C02 without al- 
tering the C0, threshold. Anoxemia drives 
ventilation during the late respiratory de- 
crescendo, despite low PaC0. levels(7): 
During hyperpnoea, circulation time across 
the brain decreases, cerebro-spinal fluid 
pressure increases, and mental function an 


EEG return to normal(42). Lesions of the | 


medial pontine tegmentum lower the C0: 
threshold and cause central neurogenic 
hyperventilation. In ataxic breathing, pro- 
gressive CQ, retention impairs C0, sen- 
sitivity and there may be abrupt respiratory 
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- The North American Association of Al- 
coholism Programs was founded in 1949 as 
a voluntary organization of official alcohol- 
ism control agencies offering a medium for 
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inter-agency and interdisciplinary communi- 
cation of all matters relevant to the ad- 
ministration and professional work of such 
agencies. Its membership consists of the 
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duly appointed representatives (usually 
the administrative heads) of state and pro- 
vincial alcoholism control bodies. 

This Association has set up The Co- 
operative Commission on the Study of Al- 
coholism, composed of 25 members. Aided 
by the Associations membership but free of 
its control, the Commission is wholly re- 
sponsible for setting general policies and 
acting as the responsible trustees for all 
monies secured. Dr. Nevitt Sanford, for- 
merly Professor of Psychology at the 
University of California, has been ap- 
pointed General-Scientific Director. 

Dr. Robert Felix, Director of the National 
Institute of Mental Health, has announced 
a grant of $1,100,000 to the Commission for 
a 5-year study, The Commission has con- 
tracted with Stanford University and has 
committed the bulk of its funds to the 
Institute for the Study of Human Problems 
at Stanford. 

Dr. Sanford has said, “. . . our primary 
plan, as far as alcohol is concerned, is not 
to do research but to undertake this general 
task of surveying what is known, attempting 
a fresh conceptualization of the field, and 
possibly coming up in the end with judg- 
ments about what ought to be done next” 

(13). Later on the Commission will begin 
research, as the most fruitful areas become 
apparent. 

Yale University has announced that the 
Yale Center of Alcohol Studies, established 
at Yale about 20 years ago, will be relocated 
at Rutgers, the State University of New 
Jersey, at the Rutgers Genter of Alcohol 
Studies, A 6-year grant of $927,000 from the 
National Institute of Mental Health will 
cover the basic budget and aid the transfer, 
which is to be substantially completed by 
mid-1962. The main functions of the Rut- 
gers Center will include research, teaching, 
documentation of studies, and publications, 
including publication of The Quarterly 
Journal of Studies on Alcohol. 

In a medical and laboratory evaluation of 
thyroid function in 33 alcoholic patients, 


ment with desiccated thyroid or L-tri- 
jodothyronine both in “improvement of 
hypometabolic symptoms and drinking pat- 
terns.” Hypothyroid patients curtailed their 


drinking better than did euthyroid pai ti 
The author postulates a relationship 
tween alcoholism and thyroidal function. — 


thyronine is compared with 8 untre: 
acutely intoxicated controls. The treated © 
group showed an initial blo 
of 338 mg. per 100 ml. and the 8 contro 
about the same (321 
mean rate of metab 
twice as rapid (32. 


or with adrenal 

ceive this treatment. 
delirium tremens and low blood alcohol 
(25 mg. per 100 ml,), the auditory an 
visual hallucinations disappeared within 
one hour after intravenous L-triiodothyro- 


very slight amounts of 
roid powder was added to the 
alcohol intake jumped fro 
age of 0.05 to 0.22 ml. per i 
third week of thyroid treatment. When 
thyroid was discontinued, the alcohol in- 
take returned to normal within two weeks, 
findings contrary to those of Richter(12) — 
and those reported above. 

Since a previous study in humans indi 
cated that chlorpromazine elevated the 
blood alcohol level above that expecte' 
from a standard dose of alcohol, a si 
study(15) was made to determine the 
mechanism of this evaluation. Rabbits wer 
used since their responses are same as 


those of humans. It was thought that the ef. 
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fect on blood level might be due to the au- 
tonomic effects of chlorpromazine on the 
gut. With atropine, reserpine and a gan- 
glionic blocking agent the effects of chlor- 
promazine on the gut were imitated with- 
out significant alternation. Central nervous 
system depression did not alter blood level 
of alcohol. Finally, the blood level of two 
other drugs which were absorbed by simple 
diffusion, as is ethanol, were not affected by 
pretreatment with chlorpromazine. There- 
fore it was concluded that the effect of 
chlorpromazine resulting in an increased 
blood level of ethanol was due to an in- 
hibition of the metabolism of alcohol. Sub- 
stantial evidence was found from kinetic 
~ studies with the isolated alcohol dehydro- 
genase to confirm this conclusion. 

J Good results with many of the newer 

_ drugs continued to be reported. After use 
of LSD-25 in the treatment of 61 alcoholic 
_ patients with poor prognosis, 30 patients 
were much improved(6). 

In 50 patients treated with chlordiaze- 
_ poxide (Librium), 21 improved greatly, 6 
moderately, 3 were unimproved and hos- 
_ pitalized, while 20 were lost to follow-up. 
Librium particularly controlled the tremor, 
restlessness and anxiety in the acute stage 
_ within 30 to 90 minutes(4). 
= In comparative studies, 23 alcoholic pa- 

_ tients were each treated successively for 
20 days by each of 3 methods—disulfiram, 
calcium carbimide and placebo. As ex- 
‘pected, disulfiram gave more side effects 
_ than did calcium carbimide, which in turn 
_ gave more than did placebo(8). 
__A continuing research at Shadel Hospital 
in Seattle, Wash., reports good results from 
the use of diphosphopyridine nucleotide 
(DPN). In 83 adult chronic alcoholics DPN 
greatly reduced and in some cases com- 
pletely removed the craving for alcohol. 
Especially good results were cited in two 
cases of delirium tremens. In the first case 
convulsions which had been occurring at 
_ the rate of 3 to 4 an hour disappeared en- 

‘tirely one hour after treatment, delirium 
soon disappeared, the temperature dropped 
from 103° to 100°, and the patient became 
_ mentally clear. A second patient who after 
delirium tremens was in a state of alcoholic 
stupor cleared up completely in 35 minutes 


and showed no further physical or mental — 


symptoms(9). 

A study of vitamin C concludes “that al- 
coholic patients as a rule need at least 500 
mg. of vitamin C daily for a week in order 
to correct their deficiency” (5). 

In his study of alcoholic conditions in 
Czechoslovakia, Poland and Russia, Chafetz 
(1) found that in Czechoslovakia the in- 
cidence of alcoholism was 120,000 or about 
2% of the total population, but could not 
obtain corresponding figures for Poland and 
Russia. The estate of a wealthy Czech 
brewer was confiscated and used as an in- 
stitution for the treatment and prevention of 
alcoholism. There was a very high rate of 
broken marriages among alcoholics, and a 
patient coming for treatment was asked to 
bring his spouse along for the first visit. If 
marital difficulties were considered to enter 
the problem, the marital partner was also 
treated. Polish hospital facilities for al- 
coholics were found to be quite inadequate 
and alcoholism to have increased tremen- 
dously since World War II. The transplant- 
ing of persons from a rural to an urban set- 
ting, with feelings of isolation and loss of 
friends, was regarded as an important cause. 
In Russia it was admitted that alcoholism 
was as prevalent as in any other country, 
and the attitude toward the alcoholic pa- 
tient was largely moralistic and punitive. 

Dr. B. Lewin of Dusseldorf, Germany 
(14), reported at the Third World Congress 
of Psychiatry in Montreal, Canada, that with 
postwar German prosperity alcoholism in- 
creased markedly, although drug addiction 
decreased. He estimated that of 7,000,000 
excessive drinkers in West Germany, 300,- 
000 were true alcohol addicts. Because treat- 
ment of these patients has been very un- 
successful by ordinary hospitalization, 
psychotherapy was begun on the theory that 
compulsive drinking was due to psycho- 
logical causes. Individual therapy was first 
used and then, as the number of cases in- 
creased, group therapy, for which excellent 
results were claimed. The patients devel- 
oped an understanding of their problems 
and an attitude of responsibility, which was 
of great value in their rehabilitation and 
their ability to adjust in their families and 
their communities. x 

MacKay(7) reports that 17 adolescent 


siamese 
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boys and girls treated at the Peter Bent 
Brigham Alcoholism Clinic showed hos- 
tility, depression, compulsiveness and sexual 
confusion. The fathers of most were al- 
coholic and in some cases the mothers were 
also, The weakness of the alcoholic parent 
may be one reason for the adolescent's 
drinking. By proving their ability to drink 
successfully in contrast to the way their 
parents drink, the youths are asserting their 
independence. 

Moore(10) states that the therapist is of- 
ten angered by the patient who constantly 
seeks indulgence and may reject him com- 
pletely. Often, he then becomes anxious be- 
cause of his feelings of anger toward the 
patient and may through a reaction forma- 
tion become overindulgent and permissive. 
This attitude is harmful and encourages the 
patient to deny the severity of his drinking 
problem. Therefore “a treatment program 
for alcoholic patients should be scrutinized 
repeatedly to see whether routine tech- 
niques are dictated by what is really best for 
the patients or whether they are either overt 
expressions of hostility or the defense 
against such expression by adoption of an 
opposite, overly permissive attitude. Both 
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The average length of life for U. S. 
white people reached an all-time high of 
69.7 years in 1959 and again in 1960, a 
gain of about one-third of a year over 
that in 1958. White females born in 1959 
have an expectation of 73.9 years : white 
males, 67.3 years. This female advantage 
of 6.6 years is enhanced in that a white 
girl aged 8% has as many years left on an 
average, 67.3 years, as has a new born 
white boy. White persons aged 50 can on 
the average expect 25 more years (males, 
23 and females, 27) ; those aged 69 can 
expect 11.7 years (white male 10.6 and 
females 12.8). ` 

In the Kansas C 
(6), a group of 38 
was compared with 


City Study of Adult Life 
persons past age 80 
a group in the 70's 
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diminish the potential value of a rehabili 
tion program.” 
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and paranoid states(14). In a survey of 
65 British day hospitals, Farndale(8) 
' noted the medical, social and economic 
_ advantages of geriatric day centers, which 
help to keep the elderly out of hospital 
beds, to meet their social needs and to 
ieve their relatives. 
A general hospital team headed by two 
physicians, one a psychiatrist, has given 
- care in home or general hospital to acutely 
ill patients, many of them elderly, allowing 
them partial regression for a few days and 
then rapidly encouraging them to meet the 
immediate environmental demands, and 
also working with relatives to support their 
‘eare(11). Another general hospital has 
"integrated its care with that of a nursing 
home, with quick and easy transfer of the 
_ geriatric patient from one to the other 
stitution, plus a social work follow-up of 
each patient. 
A study(17) of 540 aged male patients 
admitted for the first time to a New York 
ate mental hospital, 1957-59, indicated 
_ that 27% had neurologic abnormality ; 20%, 
heavy chronic alcoholism; 83%, memory, 
dgment and orientation defects ; 38%, de- 
pression ; 8%, relatives with mental hos- 
pitalization ; and 50%, early mortality—dy- 
g in the first year. 
Three double-blind studies used to 
evaluate drugs in the treatment of aged 
patients have been reported. In 20 pa- 
ents with chronic brain syndrome the 
se in a 5-week period of L-Glutavite did 
differ significantly from that of Ritalin 
us multivitamins and iron, though the 
cal impression favored the Ritalin 
mbination(7). A new tablet form of 
oral hydrate (WM-1127) for the treat- 
ment of insomnia in 56 patients in an old 
e home proved to be safe and effective 
and to obviate the objectionable taste of 
e liquid form(3). A new psychic ener- 
gizer, an isocarboxazid (Marplan), an ana- 
logue of iproniazid (Marsilid), was used 
in a 14-week study of 34 residents of an 
old age home. No significant changes in 
group behavior were observed, but the 
improved mood and attitude in 22 was 
‘considered to warrant use of Marplan in 
depressed patients(12). Prochlorperazine 
has been found an effective tranquilizer in 
management of 103 geriatric patients in 


4 years of office practice ; no patient had 
to be hospitalized (16). 

The use of Tofranil seemed to relieve a 
rather unspecific type of mood disturbance 
and to effect a return of activity, interest, 
memory and judgment in 5 of 6 aging per- 
sons who had become progressively de- | 
pressed and unhappy(5). ; 

Several articles have again reported the 
value of psychotherapy in the treatment of 
aged persons. 

The use of procaine, as advocated by 
Aslan and co-workers, was evaluated in 3 
groups each of 13 mental patients aged 70 
and older, who had been hospitalized 3 
months to 5 years, “The mental status, phys- 
ical condition and laboratory findings re- 
vealed no discernible improvement or de- 
terioration attributable to two series of 
procaine injections”(10). Alvarez(2), not- 
ing that this treatment was dropped after 
being popular in the U. S. years ago, and 
that a comprehensive review of the litera- 
ture shows no evidence of any value in 
procaine, hopes we have seen an “end of 
this particular research for the fountain of 
youth.” 

A 5-year research has begun on the the- 
ory that aging may be due to spontaneous 
somatic mutation; as many as 20% of the 
body’s cells may have undergone a mu- 
tational change in a normal life span. An 
aging person might then develop through- 
out the body foreign tissues to which he 
reacts as to an allergy. Experimental ani- 
mals with short life spans are being used 
and various cellular, chemical and patho- 
logic changes studied, to see whether im- 
mune mechanisms may influence the rate 
of aging(15). 

The mammillary bodies and the hippo- 
campal zones are considered by Brierly 
(4) essential to the processes of memoriz- 
ing and remembering. But stored memory 
cannot be localized until the linking of the 
two zones is understood. Memory defect in 
older people, with relatively greater failure 
for recent than past events, is also a 
feature of Korsakoff’s, where the minimal 
pathologic lesion is damage to the mam- 

es. 

Freeman(9) studied sexual capacities in 
74 men, average age 71, of whom 72% were — ~ 
college graduates or better, including 34 


i 
s 
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physicians. Almost 82% had been married 
at least once and 10% were widowed ; 70% 
evaluated their health as good, 27% as 
average or fair and 3% as poor. About 86% 
called their lifetime sex experience excel- 
lent or good, with a sharp drop in sex 
activity at age 65. In the group 25% were 
impotent by age 60. 

Korenchevsky(13) has considered that 
“sexual excesses age the subject as much 
as any other excesses.” A Los Angeles 
gynecologist has advised his patients to 
avoid monotony but stay with monog- 
amy and to enjoy sex. Many of them, to- 
day in their 70s and 80s, are reported to 
maintain a full, satisfying sex relationship. 

It has been suggested that retired men, 
especially highly skilled workers, be sent 
overseas as Peace Corps members, to serve 
as managers and foremen in badly needed 
skills. 

Data collected over a 12-year period, 
1944-55, in a large Southern state prison 
indicate that newly admitted prisoners 
aged 50 and above had slightly higher 
incidence of convictions for assault than 
did the total prison population; a much 
higher incidence for embezzlement, for- 
gery and the like; about twice the inci- 
dence of crimes of violence, including sex 
crimes ; and a lower incidence of breaking 
and entering, burglary and robbery. Of 
the group, 44% were recidivists, 56% were 
first offenders(1). 

A preliminary report(18) of a represen- 
tative sample of 1492 non-institutionalized 
persons aged 65 ‘or older refutes present 
stereotypes of the aged. The typical sub- 
ject has good or fair health, a modal cash 
income of $2,000 to $3,000 and substantial 
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Some of the newer neurophysiological as- 
pects of epilepsy were presented in a very 
interesting symposium on Basic Mecha- 
nisms of. the Epileptic Discharge pub- 
lished in the March 1961 issue of Epilepsia 
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assets, frequent contact with his 
and a church affiliation. — 
The March 1961 issue of Geria 
tains final reports of the September 
White House Conference on Aging, 
covers population trends, income and. 
costs, health and medical care, and 
socio-economic and educational aspects. — 
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nd paranoid states(14). In a survey of 
British day hospitals, Farndale(8) 
oted the medical, social and economic 
vantages of geriatric day centers, which 
help to keep the elderly out of hospital 
beds, to meet their social needs and to 
‘relieve their relatives. 

A general hospital team headed by two 
ghysicians, one a psychiatrist, has given 
e in home or general hospital to acutely 
ill patients, many of them elderly, allowing 
them partial regression for a few days and 
then rapidly encouraging them to meet the 
immediate environmental demands, and 
lso working with relatives to support their 
e(11). Another general hospital has 
integrated its care with that of a nursing 
me, with quick and easy transfer of the 
yeriatric patient from one to the other 
titution, plus a social work follow-up of 
ach patient. 

A study(17) of 540 aged male patients 
admitted for the first time to a New York 
State mental hospital, 1957-59, indicated 
that 27% had neurologic abnormality ; 20%, 
heavy chronic alcoholism; 83%, memory, 
judgment and orientation defects ; 38%, de- 
pression; 8%, relatives with mental hos- 
pitalization ; and 50%, early mortality—dy- 
ing in the first year. 

Three double-blind 


studies used to 


ts with chronic brain syndrome the 
use in a 5-week period of L-Glutavite did 
not differ significantly from that of Ritalin 
lus multivitamins and iron, though the 

ical impression favored the Ritalin 
combination(7). A new tablet form of 
chloral hydrate (WM-1127) for the treat- 
ment of insomnia in 56 patients in an old 
age home proved to be safe and effective 
and to obviate the objectionable taste of 
the liquid form(3). A new psychic ener- 
gizer, an isocarboxazid (Marplan), an ana- 
logue of iproniazid (Marsilid), was used 
in a 14-week study of 34 residents of an 
old age home. No significant changes in 
group behavior were observed, but the 
improved mood and attitude in 22 was 
considered to warrant use of Marplan in 
J depressed patients(12). Prochlorperazine 
has been found an effective tranquilizer in 
management of 103 geriatric patients in 


4 years of office practice ; no patient had 
to be hospitalized(16). 

The use of Tofranil seemed to relieve a 
rather unspecific type of mood disturbance 
and to effect a return of activity, interest, 
memory and judgment in 5 of 6 aging per- 
sons who had become progressively de- 
pressed and unhappy(5). 

Several articles have again reported the 
value of psychotherapy in the treatment of 
aged persons. 

The use of procaine, as advocated by 
Aslan and co-workers, was evaluated in 3 
groups each of 13 mental patients aged 70 
and older, who had been hospitalized 3 
months to 5 years. “The mental status, phys- 
ical condition and laboratory findings re- 
vealed no discernible improvement or de- 
terioration attributable to two series of 
procaine injections”(10). Alvarez(2), not- 
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being popular in the U. S. years ago, and 
that a comprehensive review of the litera- 
ture shows no evidence of any value in 
procaine, hopes we have seen an “end of 
this particular research for the fountain of 
youth.” 

A 5-year research has begun on the the- 
ory that aging may be due to spontaneous 
somatic mutation; as many as 20% of the 
body’s cells may have undergone a mu- 
tational change in a normal life span. An 
aging person might then develop through- 
out the body foreign tissues to which he 
reacts as to an allergy. Experimental ani- 
mals with short life spans are being used 
and various cellular, chemical and patho- 
logic changes studied, to see whether im- 
mune mechanisms may influence the rate 
of aging(15). 

The mammillary bodies and the hippo- 
campal zones are considered by Brierly 
(4) essential to the processes of memoriz- 
ing and remembering. But stored memory 
cannot be localized until the linking of the 
two zones is understood. Memory defect in 
older people, with relatively greater failure 
for recent than past events, is also a 
feature of Korsakoff’s, where the minimal 
pathologic lesion is damage to the mam- 

Freeman(9) studied sexual capacities in 
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physicians. Almost 82% had been married 
at least once and 10% were widowed ; 70% 
evaluated their health as good, 27% as 
average or fair and 3% as poor. About 86% 
called their lifetime sex experience excel- 
lent or good, with a sharp drop in sex 
activity at age 65. In the group 25% were 
impotent by age 60. 

Korenchevsky(13) has considered that 
“sexual excesses age the subject as much 
as any other excesses.” A Los Angeles 
gynecologist has advised his patients to 
avoid monotony but stay with monog- 
amy and to enjoy sex. Many of them, to- 
day in their 70s and 80s, are reported to 
maintain a full, satisfying sex relationship. 

It has been suggested that retired men, 
especially highly skilled workers, be sent 
overseas as Peace Corps members, to serve 
as managers and foremen in badly needed 
skills, 

Data collected over a 12-year period, 
1944-55, in a large Southern state prison 
indicate that newly admitted prisoners 
aged 50 and above had slightly higher 
incidence of convictions for assault than 
did the total prison population; a much 
higher incidence for embezzlement, for- 
gery and the like; about twice the inci- 
dence of crimes of violence, including sex 
crimes ; and a lower incidence of breaking 
and entering, burglary and robbery. Of 
the group, 44% were recidivists, 56% were 
first offenders(1). 

A preliminary report(18) of a represen- 
tative sample of 1492 non-institutionalized 
persons aged 65 ‘or older refutes present 
stereotypes of the aged. The typical sub- 
ject has good or fair health, a modal cash 
income of $2,000 to $3,000 and substantial 
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nding on the degree of depolarization, 
there may be either excessive neuronal firing 
or an arrest of firing; the gradient of 
polarity between the dendrite and the cell 
hody is probably quite significant ; in addi- 
ion to intrinsic mechanisms, there are also - 
mportant extrinsic mechanisms ; epilepti- 
form waves as recorded by gross electrodes 
‘on or in the brain, or by the EEG apparently 
; ee only an indefinite relationship with 
what can be identified as neuronal dis- 
charges by micro-electrode studies ; further 
idence of both excitatory and inhibitory 
onal action in epileptic seizures was 
resented. The important role of in- 
bitory activity can also be assumed. from 
following : Rovit, Hardy, and Gloor 
; , and Iannone and Morrell(11) dem- 
‘onstrated that intracarotid Amytal given 
c ntralaterally to an epileptogenic focus can 
increase this epileptogenic activity ; Seguin, 
et al.(12), found a decreased Metrazol 
threshold after corpus collusum section ; 
d Efron’s case(13) in which cutaneous 
ulation inhibited a Jacksonian seizure 
but produced a marked Todd’s paralysis. 
The role of B-6, gamma-aminobutyric 
id and other elements in this cyclic bio- 
~ chemical reaction peculiar to the central 
ervous system continued to attract con- 
able attention although there is in- 
easing evidence that there is not a simple 
tionship between a decrease of GABA 
the production of seizures( 14-17). 
ological examination of three cases 
“hypsarhythmia” (18) found a chronic, 
edematous process with spongy degenera- 
tion but little glial reaction; the findings 
suggested that there was not a primary 
lemyelinization. In four other cases(19) 
there was diffuse and extensive cortical 
and. subcortical degeneration. The patho- 
logical findings in two cases with “centren- 
ephalic” EEGs and a review of eleven 
others(20) revealed the presence of brain 
tumors mostly. in the subtentorial areas or 
the midline. A hypothalamic tumor was 
found in one patient with definite “14 and 
6 per second positive spikes” and also in 
another patient with a\questionable “14 and 
6 per second positive spikes” (21). 
Several papers reported on the incidence 
_ of post-traumatic epilepsy; the incidence 
_ from the Korean War(22) was found to be 


-subsequent injury ; 
-more common in the age group 


quite similar to that reported from World 
War IIL; in one thousand consecutive head 
injuries(23) not caused by missiles, the 
following observations were made: if the 
patient had previous seizures, the course 
of the epilepsy was not made worse by the 
seizures were much 
under five ; 
no patient over twenty-five developed epi- 
lepsy who did not have some degree of post- 
traumatic amnesia ; and epilepsy, at least of 
early onset, was greater with fractures of 
the fron d temporal-parietal areas than 
with fractures of the occipital areas, or 
where there was no fracture. 

‘Among conditions where convulsions 
were reported were : one-fourth of infants 
‘and children with brain abscesses(24), 19% 
of typhoid encephalopathies(25), 25% with 
encephalitic hydatid cysts(26), 8% with 
mumps meningoencephalitis(27), 5% with 
paragonimiasis(28), as a presenting symp- 
tom in 10% of tuberculosis meningitis in 
children(29), 19% of choroid plexus papil- 
loma in children(30), about one-half the 
children with cerebral arterial thrombrosis 
(81), 5%(32) or less than 1%(33) of patients 
with multiple sclerosis, 56% with “meningeal 
leukemia”(34), 24% with lupus erythema- 
tosis(35), and 5% of children with roseola 
infantum(36), Seizures were the presenting 
symptom of a brain tumor in 25%(37, 38) or 
48%(39) of the cases reported in several 
series ; gliomas which presented first with 
seizures had a better prognosis(38), astro- 
cytomas were the most likely to present 
with seizures while metastatic tumors were 
the least likely to, and in about 50% of pa- 
tients with brain tumors, the presenting 
To had no good localizing features 

The subject of television-induced seizures 
was reviewed (40, 41) and a number of new 
cases reported(42-49); the syndrome is 
usually in children or young adults, may 
be the only generalized convulsion the pa- 
tient has had, and is associated with a flicker 
of an incorrectly operating T.V. ; it usually 
is associated with a marked sensitivity to 
intermittent photic stimulation as performed 
in the EEG laboratory. 

At least some cases of infantile spasms 
were found to be associated with a dis- 
turbance of vitamin B-6 metabolism(50) or 


z 


with phenylketonuria(51). Status epilepti- 
cus was found to be associated usually with 
a lesion in the frontal white matter and a 
“perifocal or diffused cerebral edema”(52). 
Another case of very prolonged (48 hours), 
continuous petit mal was reported(53) ; 
Fukuyama, et al.(54), discussed twenty-one 
epileptic children whose attacks were ac- 
companied by abnormal laughter or smiling 
expression. Three new cases of reading 
epilepsy were reported(55, 56) in one of 
whom the eyeball movements preceded the 
EEG seizure. Among the other unusual 
seizures was a case of minor seizures that 


could be induced by the patient looking at 
his left hand(57), a case of temporal lobe 
seizures that were induced by smoking 


a cigarette rapidly and thus hyperventilating 
(58), five cases of seizures with pallalia in 
which the lesion was on the interhemi- 
spheric face of the frontal lobe anterior to 
the motor zone(59), a case of pilomotor 
seizure secondary to a parieto-occipital 
glioblastoma(60), and a case of focal motor 
seizures with unconsciousness that occurred 
immediately following orgasms and that 
apparently were not due to hyperventila- 
tion(61). 

Cvearning (62) or performance(63) were 
found not to be impaired during paroxysmal 
activity in the electroencephalogram ; there 
was, however, an impairment in rate of 
learning retention in the presence of specific, 
experimental cortico-epileptogenic lesions 
(64, 65). If EEG rather than clinical criteria 
were used for diagnosis(66), some differ- 
ences in personality of epileptics could be 
discerned, e.g, a “thinencephalic group” 
of epileptics tended to have a higher in- 
cidence of neuroticism than a “centrence- 
phalic group.” Keating’s(67) review of the 
literature on the relationship of epilepsy and 
intelligence in school children emphasized 
the total lack of agreement as to such a 
relationship ; he also reviewed the literature 
on the relationship of epilepsy and behavior 
disorders in school children(68) and con- 
cluded that there was but little to sub- 
stantiate the presence of an “epileptoid 
personality” and that a large part of what- 
ever personality disturbances there might 
have been were reactions to the epilepsy. 
Chaudry and Pond(69) compared a group 


` showed that the epileptics as a group 


of epileptic children who showed intel- 


trol group of epileptic children with sim 
brain damage but with no deterior: t 
the former group differed significantly 
having an increased frequency of seizure 
poorer effect of medication on the seiz 
and greater incidence of generalized 
abnormalities with superimposed focal 
normalities. In a group of 26 outpat 
epileptics compared to a control group(’ 
Rorschach experts could select subjects fr 
the controls with better than chance 
quency based on certain aspects of the w 
epileptics communicated and organized 
Rorschach responses.» PS 

A survey of four large industrial cot 
panies(71) hiring a total of 77 epilepti 


quite capable of normal work performan 
In a series of 736 epileptics(72), which ex- 
cluded disability pensioners and married 
women, only 23 had occupational dificul- 
ties solely due to their epilepsy. we 
The use of steroids in the treatment fA 
massive spasms “hypsarhythmia”) was 
reported by numerous authors (19, 73-80 
[ to be that it caused 


an improvement in 
did not have much effect on the meni 
status ; also, the earlier it is employed, the 
better. Librium was found to have anti 
convulsant activity(81, 82). Among 0 
anti-convulsants tried clinically and report 
of value were : Trinurid(83, 84), ethosu 
mide (P.M. 671) (a-ethyl-a-methylsuce 
mide) (85-87). N-3 (methylphenylethylhy 
dantoin) (88), Celontin(89), Elipten(9 
91), and a lysergic acid derivative wit! 
anti-serotin effects (92). 
Lastly, two papers dealing with misce 
Janeous topics might be commented o 
The Committee on Medical Criterion ‘of 
the Aerospace Medical Association(93 
made the following recommendations in 
regard to epileptics using commercial ai 
flights : “Epileptic persons subject to fr 
quent seizures should travel with a 
when this is possible . . . seda 
reassurance and proper 


the ex- 
altitude will 
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4 not e 8, 000 feet” The distribution of 
ABO ‘blood groups in “cryptogenic epilep- 
k: tics” is about the same as in the general 
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PSYCHIATRIC SOCIAL WORK 


JOHN WAX! 


The continued growth in the field of psy- 
chiatric social work is partially reflected in 
the membership figures of the Psychiatric 
Social Work Section of the National Asso- 
ciation of Social Workers. This membership 


1 Chief, Social Work Service, V. A. Hospital, 
Palo Alto, Calif, . 


has now passed the 4,400 mark. Many of th 
important events in psychiatric social wo: 
in this past year have been associated 

the activity of the professional society. 1) 
NASW has instituted a certification plan 
which, in essence, requires that a certifi 
social worker have a Master’s degree tro 
an accredited school of social work, 


pee 


noe rO ON 


'd certification by NASW and five years 
of professional experience following the 
aster’s degree, A-recent survey of Psy- 
hiatric Social Work Section members 
owed that 21% of the respondents were 
participating in independent or private 
_ practice of some kind, the great majority 
_ on a part time basis. The action by the 
Board of Directors of the NASW constitutes 
‘recognition that the development of private 
_ practice of social work now commands the 
~ attention and the sanction of the profession- 

society. 
The field of psychiatric social work has 
een affected by the trend toward generic 
aining and a more generic type of practice, 
‘The Veterans Administration and some 
other medical agencies have shifted to the 
lesignation of “clinical social worker,” rath- 
‘than the specific designation “psychiatric 
worker,” or “medical social worker.” 
cent years social work education has 
emphasized specialization. The NASW 
program of altering 


is embarking on a 
ganizational structure and it appears 


The development of private practice de- 
scribed above is only one of many new 

levelopments in the practice of psychiatric 
social work. There is a rapidly developing 
research movement with a growing number 
__ of schools of social work offering the Doc- 
_ tor of Philosophy or Doctor of Social Work 

degree. The Veterans Administration has 
tiated a training program for doctoral 


candidates in social work research and em- 
ploys research social workers on each of the 
teams in its Psychiatric Evaluation Project, 
There is increasing pressure on social work 
practitioners to participate in research ac- 
tivities. 

The rapid development of social science 
knowledge has had a decisive impact on 
social work education and practice. This 
heightened interest in social process is pro- 
ducing a subtle, but visible, movement 
away from the traditional casework method. 
More and more social workers are doing 
group work and group therapy. Many are 
actively involved in the therapeutic com- 
munity programs in mental hospitals. There 
is a marked resurgence of interest in the 
family as a social unit, with a great deal of 
research, treatment and teaching in the area 
of family diagnosis and family treatment. 
An increasing number of agency executives 
are expecting their social workers to partic- 
ipate in mental health education activities 
and community organization activities. 
Particularly in the field of hospital psy- 
chiatric social work, there is emphasis on 
contacting community groups in an effort 
to provide information and reassurance 
about the mentally ill in order to facilitate 
their reintegration into community life. The 
same group is placing great stress on the 
development of after-care resources for 
the hospitalized psychiatric patient, with 
much emphasis on foster homes, half-way 
houses, sheltered workshops, social clubs 
and day centers, 

There has also been a steady increase in 
social work involvement in medical edu- 
cation, to the place where most major medi- 
cal schools and their hospitals employ social 
workers, not only in direct service to pa- 
tients, but in research, classroom and bed- 
side teaching as well. 

The proliferation of social work functions 
has made it necessary for the profession to 
examine its priorities and its use of its 
skill manpower. One of the most sig- 
nificant concerns of research in social work 
has to do with the examination of social 
work competence in order to determine 
which social work tasks can be assigned to 
people without full graduate training, to 
volunteers, to clerical personnel, efc., in 


order that professional time may be con- 
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served for professional tasks which require 
a high degree of responsibility, skill and 
ingenuity. The Practice Committee of the 
Psychiatric Social Work Section of NASW 
has undertaken a 2-year effort to develop a 
“Continuum of Competence,” based on such 
issues as the extent to which procedures 
and activities are standardized and the 
nature and extent of risk to the client, pa- 
tient, family or community. Obviously, the 
profession cannot continue to take on new 
functions without delegating some of its 
traditional functions, and a concerted effort 
is on the way to assure that the social 
treatment needs of patients and clients will 
continue to be met, even though social work 
practice undergoes a substantial change. 
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MENTAL HEALTH IN EDUCATION 


W. CARSON RYAN, Pu.D.t 


Today the most pressing challenge to 
teachers in developing health values is in 
the field of mental health, says a recent 
School Health Bureau publication(1). 


“Mason Farm Road, Chapel Hill, N. C. 


good meni 

to handle their 

interfere with their frien 

study, or their ability to do whai 
pable of doing. But practically. all 
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ww, too, that emotions sometimes get out of 
hand, That is why part of their mental health 
ducation should be ways of getting help when 
worries and fears are too much for them. 
eacher may very well be that person if he 
shown he is genuinely interested in the 
Ifare of every student. 


is 


Of the many factors that influence class- 
om “atmosphere,” says Bernard in his re- 
cently published Mental Hygiene for Class- 
om Teachers—curriculum, methods, build- 
gs, teaching materials, community, pupils 
he most important is the teacher himself 


It is his personality, more than what he knows 
r what methods he uses. The teacher himself 

ust be in good mental health ; teachers must 
dy means of outgrowing the negative in- 
ces of their own childhood ; individuals 
be treated as unique persons ; the handi- 


‘orical evaluations must be avoided. 


‘Education’s part in the development of 
mental health programs in the United States 

ectively reviewed by Dr. Nina Ride- 
ur’s recently published history of the 
ment(3). Dr, Ridenour traces the 
e in teachers’ attitudes toward chil- 
ens behavior—from concern with “ag- 
essiveness” in all its forms to “signs of 
drawing and evidence of a child’s in- 
to get along with his peers.” She pays 
ecial tribute to the nursery schools : 


om the point of view of mental health, 
ry schools have been one of the most 
ceptive of the professional groups. Not only 
ve ey utilized mental health principles with 
irkable freshness and consistency in their 


ites “good experiences,” and of the dynami 
ality of “development’—all of e 
erms they have endowed with rich meaning, 


That the school teacher at all levels is 
potentially a most important professionally 
trained individual in the development of 
mental health is further stressed by Law- 
ence K. Frank. 


ext to the home and parents, the school and 
e teachers are in the most promising position 


to foster mental health in the classroom through 
direct relations with the class as a group and 
with individual pupils (4). 


And Frank notes that teacher-training in- 
stitutions generally are giving courses in 
child development and utilizing nursery 
schools for observation. But, he says, 


student teachers are not receiving systematic 
training in the newer concepts of personality 
development and are still being taught educa- 
tional psychology derived from animal experi- 
ments about learning that ignores the emotional 
and other aspects of learning, especially sym- 
bolic learning. 


The school administrators own mental 
health, as well as his influence on the mental 
health of the children, the teachers, and the 
community, has had attention recently. 
“Over the past decade there has been a 
slowly increasing recognition that the school 
administrator is a key factor in determining 
the type of atmosphere and climate pre- 
vailing in a school or school system,” says 
Otto(5). But, he adds, “an examination of 
in-service training programs of professional 
meetings reveals that very little program 
time is devoted to the mental health of the 
school or school system.” Reporting on re- 
turns from informal inquiries over a 5-year 
period on “what practices have you used 
or what things have you done which you 
believe have improved your mental health,” 
321 responses from 137 school adminis- 
trators, listed the following : Talking it over, 
86; developing good administrative working 
relationships, 81 ; handling work pressures, 
routines, and office atmosphere, 57 ; secur- 
ing a balanced life outside of the office, 
48 ; improving communication and listening, 
23 ; others, 26. 

Increased concern for mental health on 
the part of school administrators is further 
indicated by the fact that the professional 
organization of this group, the American 
Association of School Administrators, took 
as the theme for its San Francisco meeting 
in 1961 Mental Health and National Sur- 
vival, In his opening address at this meeting 
Professor F. H. Sanford, University of 
Texas, said : 


We are accumulating a significant body of 
scientific knowledge about human behavior. 
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More people than ever before—psychologists, 
sociologists, anthropologists, and others—are 
contributing to that knowledge. More profes- 
sional people—counsellors, psychiatrists, edu- 
cators, psychologists, and others—are attempting 
directly to apply that knowledge to the solution 
of human problems, and millions of laymen, 
now as never before, are inclined to the belief 
that knowledge coming from the behavioral 
sciences has a direct relevance for the solution 
of problems of human welfare (6). 


Professor Sanford concluded with the state- 
ment : “I believe educators do and will play 
the crucial role in the on-going and world- 
saving process whereby knowledge—includ- 
ing scientific knowledge of human behavior 
—is translated into human wisdom.” 


PSYCHIATRIC NURSING 


MARY F. LISTON, R.N. 


Nursing interests in the field of mental 
health and psychiatric nursing cover a wide 
range of activities. Programs devoted to this 
area of clinical nursing at the NLN Biennial 
Convention(1), the APA Mental Hospitals 
Institute(2), and the APA annual meeting 
(3) indicate concern for trends and prob- 
lems in psychiatric nursing practice, in- 
service education, nursing service, nursing 
education and nursing research. 

Reports from state and local councils of 
the NLN Council on Psychiatric and Mental 
Health Nursing demonstrate interest in a 
wide variety of topics and activities. Coun- 
cil members have been discussing the 
nurse’s role in the community mental health, 
the contributions of the nurse in psychi- 
atric research, the planning of psychiatric 
services and care of patients in general hos- 
pitals, various aspects of psychiatric nursing 
practice, undergraduate and graduate pro- 
grams in nursing education, aide education, 
and the care of emotionally ill and retarded 
children(4). 

Continuing emphasis has been placed on 
the need to more clearly define the role 
of the psychiatric nurse(5). Nurses have at- 
tempted to carefully examine the compo- 
nents of psychiatric nursing(6), how they 


1 National League for Nursing, 10 Columbus 
Circle, New York 19, N. Y. : 
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use their knowledge of psychodynamics 
working with patients(7), the meaning 
acceptance to patients and families(8), el 
ments in the nurse-patient relationships (9 
the concept of patients’ dependency and 
how to deal with it(10), the special needs 
of the depressed patient(11), and the mean 
ing of acting out behavior in nursing situ 
ations(12). The nursing role in insulin 
therapy has been described as one in whi 
the staff has close contact with the pati 
and has many opportunities for strengthen: 
ing and establishing therapeutic relatio 
ships(13). $ 

The meaning of a therapeutic milieu and — 
its effect on patients and staff is descri 


fectiveness of a therapeutic environmen 
a mental health center( y 
hospital (16) resulted in early return of 
patients to the community. Patients ha 
icipated in surveys of nursing service 
(17) and in planning the ward environment 
in a large state hospital with resulta 
changes in the atmosphere and outlook 
of patients and personnel(18). 
Public health nursing groups are makin 
increasing contributions to the care of 
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families. Collaboration between official and 
non-official agencies and psychiatric hospi- 
tals continues to prove effective in pro- 
viding for continuity of nursing service(19). 
The bringing of nursing service into the 
home involved close working with agencies 
nd people who have an interest in the re- 
turned patient(20), Emphasis is also being 
placed on the preventive aspects of the 
public health nurse’s role in mental health 
programs(21, 22). Of special interest has 
been the retarded child in his home, since 
_ parents of retarded children believe that the 
public health nurse can help with many 
developmental problems (23). 
‘Educational programs for professional 
nurses, practical nurses(24), and attend- 


on problems arise from ambiguity about 
e term specialization in psychiatric nurs- 
g(25). Four skilled psychiatric nurses in- 
cated that the nursing service administra- 
r of a psychiatric hospital should be a 
clinical specialist in psychiatric nursing in 
order to adequately fulfill the administrator 
role(26). 

In the field of undergraduate education, 
‘ontinuing emphasis has been placed on the 


nursing were studied in a private psychiatri 
hospital. The authors Eade e 
$ lationships between attitudes and proficien- 
cy in practice emerged (33). 
Various methods have been explored in 
the teaching of psychiatric nursing both to 
; students(34) and to faculty members who 
= did not have a basic psychiatric nursing 
_ experience(35). A WICHEN group worked 
__ to develop a method of approach to identify 
_ the understandings and skills needed by to- 
day’s psychiatric nurse and to identify the 


clinical content of psychiatric nursing(36). 
The final report of the NLN-APA Seminar 
Project for Teachers of Psychiatric Aides 
indicated that an intensive 10-day seminar 
focussed on nurse-patient relationships is a 
useful method for the teaching of psychi- 
atric nursing to professional nurses and also 
has implications for teaching other groups 
of students(37). 

The preservice and inservice education 
of practical nurses and aides for psychiatric 
nursing services continues to be of concern 
to nursing groups(38, 39, 40). Nursing serv- 
ice, hospital administration, and the hospital 
ward atmosphere were seen as vitally in- 
fluencing the recruitment of aides(41). 
Aides, technicians, and practical nurses have 
described their many interests in remotiva- 
tion, inservice programs and work with pa- 
tients in The Correspondent, the NLN 
quarterly newsletter for aides, technicians 
and practical nurses(42). 

Research activities in psychiatric nursing 
are in progress in many areas. A report of 
the nurse in the role of the research observer 
indicates that the responsibilities, demands 
and motivations associated with being a 
nurse differ in several respects from those 
associated with being a researcher(43). Ad- 
ditional studies are concerned with the 
teaching of a concept of anxiety to patients 
(44) and the vocational and personal prefer- 
ences of psychiatric and general nurses(45). 
A guide for the evaluation of psychiatric 
nursing services has been prepared from 
data collected by a nursing service consult- 
ant in 67 institutions in 13 states over a 5- 
year period (46). 

The interests of nursing personnel in psy- 
chiatric problems are many and varied. The 
need for close collaboration and coordina- 
tion of the activities of all members of the 
psychiatric team in both hospitals and com- 
munity agencies is an area in need of con- 
tinuing investigation and study. Progress has 
been made, but much more needs to be ac- 
complished in psychiatric nursing in clinical 
practice, education, service and research. 
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ATIENT PSYCHIATRY 


care in 1960-61. Up to this time 
regular increases had occurred over a dec 
ade. Exceptions to the country wide de- 
crease occurred in California, Tlinois and 
Pennsylvania where the programs are stil 


family 


wing. New Jersey, not previously in- 
uded in the annual listings of states, had 

657 patients in family care on June 30. Al- 

though there were fewer patients resident 

family care homes operated by the 
eterans Administration in 1961, more 
lacements were made(1). 

Since the establishment of the Chicago 
ental Health Centers, Illinois reports its 
ental hospitals are now able to devote 
nore time to case-finding as they have been 
eved of responsibility for home-finding 

nd of the supervision of patients(2). 
Patients who do well in foster homes are 
characterized by the predictability or sta- 
bility of their behavior within the hospital, 
their capacity for relating to some persons 
in their environment, and their lack of 
nitiative or drive toward change in their 
ituation, according to Lyle and Trail. They 
ound that these qualities tend to be asso- 
= ciated with patients who are over 40 and 
hospitalized more than 10 years. Chances 

- for success are improved if the patient has 

_ some recreational interests that can be sus- 

~ tained in his new living situation. 

_ Findings that withdrawal and regressive 
tendencies decreased during foster home 
acement, both for those who remained 
uutside the hospital and those who were 
turned, indicate that family care has a 

_ stimulating effect upon the “institutional- 

ized” patients(3). 
Karl and Russell reveal that almost 2,400 
veterans were placed in foster homes by the 

Veterans Administration during the year, an 


revious studies as to measures of efficacy, 
th e identification of home care patients, and 
certain demographic information and out- 
2... 
Partridge described group meetings over 
a 3-month period that motivated AN to 
accept placement in family care(5). 
The Family Care Foundation for the 
Mentally Ill has been organized to improve 


the quality of care and therapy for the 
mentally ill. It seeks to reduce the popula- 
tion of closed mental institutions by the 
study, encouragement and propagation of 
the techniques of home placement and fam- 
ily care in open communities(6). 


OUTPATIENT TREATMENT 


The Joint Commission on Mental Illness 
and Health in its volume Action for Mental 
Health(1), stressed the importance of pro- 
viding immediate help for the emotionally 
disturbed through extending the outpatient 
system in the community. Present plans 
make it difficult for persons with mental 
illness to secure appropriate help. Over- 
specialization, competition, lack of coordina- 
tion, and the length of waiting lists were 
some of the reasons given for the current 
situation. Proposed changes in the outpa- 
tient system pose new problems that are 
discussed by Schwartz in New Perspectives 
on Patient Care(2). 

The Joint Commission also recommended 
the earliest possible treatment of mental 
illness through expansion of emergency care 
programs and of community mental health 
clinics as a “main line of defense.” As an 
objective, one full time mental health clinic 
should be available to each 50,000 of popu- 
lation. If followed, there should be 3,600 
full time clinics. More psychiatrists in pri- 
vate practice should be induced to devote 
a substantial part of their working hours to 
community clinic service(1). 

Scher and David published a book The 
Outpatient Treatment of Schizophrenia. 
Covered in this report of a four-day sym- 
posium, are the areas of etiology, handling 
of crises, patient selection and treatment 
goals in the outpatient management of 
schizophrenic individuals(3), 

Bellak established a “Trouble Shooting” 
Clinic in the Elmhurst, L. I. Community 
Hospital to give around the clock help to 
those with mental illness. General practi- 
tioners participated in a seminar and ob- 
served the interviews with clinic patients. 
Later, these physicians assisted in clinic 
treatments under the supervision of the 
psychiatrist(4). 

Hirsh described an outpatient depart- 
ment that will carry on all the functions 
ordinarily performed by poison control cen- 
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ters, suicide bureaus, Alcoholics Anony- 
mous, Narcotics Anonymous, hospital emer- 
gency rooms, and mental hygiene clinics. It 
is envisioned as the eventual outgrowth of 
the “trouble shooting” clinic in operation 
for the last two years at Elmhurst General 
Hospital, New York. No conventional screen- 
ing of patients before appointments is re- 
quired, nor is referral by family physicians, 
police, or anyone else necessary. 

The “walk-in” clinic differs from the men- 
tal hygiene clinic, or even the 24-hour psy- 
chiatric coverage of the emergency room in 

a general hospital, in that it is designed to 
care for emergency emotional problems on 
the spot. It is not staffed, structured, or 
equipped to deal with these problems on a 
long range basis. If a problem requires ex- 
‘tended treatment or other care is indicated, 
the patient is referred elsewhere(5). 

McCarty and his associates summarize 
data published in the 1959 Directory of Out- 
patient Psychiatric Clinics and other Men- 
tal Health Resources in the United States 
and Territories. Figures on professional staff 
as of April 30, 1959, were available for 1,378 
or 96% of clinic facilities. 

The average number of professional man- 
hours for clinic treatment per 100,000 popu- 
lation rose from 115 to 149, a net gain of 
30%. Man-hours of each of the three major 
professions comprising the staff of these 
clinics increased markedly, The gain was 
somewhat greater for psychiatrists (46%) 
than for clinical psychologists (43%) or 
psychiatric social workers (36%) ; hours of 
all other professionals increased 45%. 

Psychiatric social workers continue to con- 
tribute the largest proportion of professional 
man-hours to clinic therapy (36%), whereas 
clinical psychologists contribute the lowest 
(26%). Relatively few clinic man-hours are 
provided by psychiatric nurses (1% of the 
total). A variety of other professionals con- 
tribute the remaining 6% of the man-hours. 

The growth of clinic service is almost 
nation wide, Forty-eight states reported an 
increase in professional man-hours between 
1954 and 1959, whereas only five states 
showed a decline, The number of clinics 
with services which were limited to adults 
doubled in the last five years. 

Another significant finding is a large in- 

crease in the number of full time clinics 


(open 35 hours or more weekly). There 
been an associated decline in the number 
of part time clinics(6). f 
The 1961 publication by the Nation 
Association of Mental Health of a new 
edition of the Directory of Outpatient Psy- 
chiatric Clinics lists 1,450 psychiatric clini 
operating on either a full time or part time 
basis. The directory gives such information 
as geographical area, sponsor, special groups — 
served, age limitations for patients accepted, 
clinic schedules, and number and type of — 
professional staff(7). i 
Gross described the impact of drugs on a 
mental hospital outpatient clinic. There 
were 10 times as many clinic visits during 
the year 1959-60 as compared with 1953-54, 
Most of the patients had functional psy- 
choses, were seen every 2 to 6 weeks and 
were supplied with ataractic drugs. The 
average cost to the hospital for the drugs 
used (for 235 clinic patients) was slightly 
over 16¢ per day or about $5 a month, The ~~ 
author believes the increase in clinic at- 
tendance may be due to a more accepting 
attitude on the part of patients, They have 
been made aware of the necessity of con- 
tinued medication in order to live a more x. 
useful life in the community and to avoid 
hospitalization(8). Í 
The dropout rate in the Hutchinson Me- 
morial Psychiatric Clinic of the Tulane 
University Department of Psychiatry and 
Neurology is much smaller than the 50% rate 
reported by other psychiatric outpatient 
clinics(9). A dropout patient is defined as 
one who has discontinued therapy, for what- 
ever reason, before completing 6 treatment 
sessions. Leif reports a dropout rate of 6% 
for the Tulane Clinic. į 
The low dropout rate was felt to be due 
to the selection of patients for treatment 
who have a very high level of education 
and come from social classes 2 and 3 (Hol- 
lingshead and Redlich), and therefore are 
more amenable to insight psychotherapy 
10). 
Shines reports integration of the 
medical and social work staffs of the mental 
hospital and those of the community mental 


health services. One very definite advantage 


in community work is that by means © 
domiciliary visitation, psychiatric illness is 
treated at an even earlier stage than is pos- 
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_ sible in the outpatient clinic. In an inte- 
grated mental health service the home and 
health visitors encounter psychiatric situa- 
tions before serious symptoms have de- 
_ veloped(11). 
E: A regional clinic service has been de- 
veloped over the past two years in the 
Swift Current health region with a popula- 
_ tion of some 55,000 people. One psychiatrist 
and one psychiatric social worker together 
have operated a full time clinic in the 
major city of the region with monthly part 
time clinics in three other populated cen- 
ters. Home visiting has been extensively 
carried out and a relationship with the 
general practitioners has been developed 
so that practically all cases of mental illness 
are referred to the clinic before considera- 
i ca is given to mental hospital committal 
12). 


BIBLIOGRAHY 


© FAMILY CARE 
` l. Karl, V. C., Russell, S. B.: V. A. Field 
__ Station Summary, Part 3. Washington, D. C. : 
L V.A., p. 54, Jan. 1961. 

~ 2. Calloway, Mrs. Annette; Psychiatric So- 
cial Service, Chicago, Ill. 
_ 3. Lyle, C. M., and Trail, O. : J. Nat. Soc. 
Work: 82, Jan. 1961. 
an Ullman, L. G.: Washington, D. C.: 
= 5. Partridge, W.: Ment. Hosp., 11: 21, 
Nov. 1960. 
6, Moore, D, J.: President of the Family 


The trend toward collaboration between 
sciplines concerned with social deviancy 
~ seemed to be accelerating, More institutes 
in which behavioral scientists, lawyers and 
psychiatrists share perspectives and meth- 
ods in studying common socio-psychological 
problems have been established during the 
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past year at Stanford and at the University 
of California in Berkeley, and investigators i 
from these diciplines were Fellows together 
at the Center for Advanced Study in the | 
Behayorial Sciences. Such contiguity un- 
doubtedly eased communication, and, hope- : 
fully, predisposed toward effective coopera- i 
tion. Within the professional organizations 
also this direction was discernible. The { 
American Bar Foundation(1) sponsored 
the publication of a comprehensive exposi- 
tion of legal practices concerning mentally 

ill offenders, and committees of the Ameri- 

can Medical Association turned their atten- 
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tion to mental health, including shared 
problems of psychiatry and law(2). 

Selznick(3) presented a tightly reasoned 

case for investigative collaboration between 
sociology and proponents of natural law as 
properly sharing a concern with primary 
values. Hoebel(4) eloquently demon- 
strated, from an anthropologist’s point of 
view, that “law as an aspect of human con- 
trol is a creature of social invention on all 
levels of cultural development,” in con- 
tradiction to the thesis that some primitive 
cultures had none. Berman(5) urged not 
only better use of psychiatry in legal pro- 
cedures but reciprocal utilization by psy- 
chiatry of insights derived from legal 
experience. Indicating the wider use of 
qualified psychiatric experts by the Soviets, 
he epitomized the Soviet image of the de- 
fendant as the dependent man and the 
growing youth, the Anglo-American legal 
tradition of the reasonably prudent man, 
and the United States psychiatric model of 
the victim of heredity and early childhood. 
Mannheim(6) reviewed the problems of 
evolving criminal law and mentally ab- 
normal offenders in an international context, 
emphasizing that harmonious cooperation 
between well-trained lawyers and psychi- 
atrists is as important as formulae. Silving 
(7) held that psychoanalysis can deepen 
and broaden criminal law, but cautioned 
against application of psychoanalytic con- 
cepts in violation of democratic rights. 
Lasswell and Freedman(8-10) surveyed 
common research frontiers of psychiatry, 
behavioral science and law, and suggested 
a National Institute of Social and Behavioral 
Psychopathology within which to carry out 
investigations. 

Glueck(11) replied to criticisms of his 
monumental work in juvenile delinquency 
and pointed to encouraging preliminary re- 
ports of validation studies of the Glueck 
Prediction Tables. Bennett(12), comparing 
delinquent to neurotic children, found the 
delinquents more likely to have suffered 
“morbid” home conditions, unsettled back- 
grounds, interrupted, disturbed parent rela- 
tionships, anti-social. and morally unstable 
parents, inconsistent discipline, broken 
families, time in institutions, and less breast 
feeding experience than neurotic children. 
Elles(13) described the closed psychic cir- 


cuit of a delinquent family, members 
which interacted with each other so as to 
predispose to criminal behavior and pre 
clude effective psychiatric treatment. Harm: 
(14) suggested a relationship between 
childhood hysteria and delinquency. A’ 
investigation(15-16) of possible effects o! 
TV on children failed to find crucial evi 
dence that violence and sexuality on tele: 
vision were causally related to pathology 
or delinquency, but indicated the need fo: 
further study. The diversity of theorie: 
relating to delinquency was further exemp! 
fied in papers invoking the theory of diffe 
ential association(17), personal referenc 
groups(18), and family disorganization 
(19). Bohlke(20) proposed a systematic 
study of middle class delinquency in order 
to check an increase due to technological 
change, population growth and social mo- 
bility. Nyquist(21) prepared a detailed ex- 
position of the systems of juvenile justice 
in California and Sweden and Eisendrath 
(22) discussed jurisdictional problems in 
the handling youthful ofenders in Illinoi: 

e flexible 


picted 
institutional 
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responses of disordered mental defective 
patients taking word association tests could 
_ differentiate Sex, Homosexual, Violent from 
Miscellaneous patients. Galdston(30) con- 
_ firmed his previously reported hypothesis 
_ that the compulsive gambler could not truly 
love. Karpman(31) presented the case his- 
tory and dynamics of a voyeur. Von Hentig 
(82) described fetishistic-like practices 
often associated with rape-murder. Two 
medicolegal surveys of sexual behavior 
problems appeared(33-34). 
- MacDonald(35) wrote about the mur- 
derer and his victim, Fireman(36) about 
the pre-acute crime milieu, and Banay(37) 
iscussed organically determined violence, 
particularly automatisms associated with 
epilepsy. DeLong and Robins(38) noted 
_ that two thirds of patients hospitalized after 
‘suicidal attempts had previously commu- 
cated their intention to do so. Litman, 
hneidman, and Farberow(39) found sim- 
ar evidence that many suicides could have 
een anticipated and reported on the func- 
tioning of their now-famed Los Angeles 
juicide Prevention Center. 
‘A compendium concerning crime in the 
nited States(40), a symposium on the 


“of Glover's papers(43) ranging brilliantly 
ver psychiatric perspectives on delin- 
uency, Williams’ authoritative Criminal 
_ Law(44), and a colloquium(45, 46) of 30 

authors on the psychopathic personality, as 
_ well as a survey of the rarely-studied van- 
lism(47). Wechsler(48) reported on the 
„sentencing and correction provisions of the 

ighly significant Model Penal Code of the 
American Law Institute, of which he is the 
Reporter; Illinois’(49) newly-adopted crim- 
“inal code showed its influence, particularly 
its responsibility formula. Bellows, Bel- 
ws and Magidson(50) covered revisions 
criminal law of the past decade including 
ose pertaining to sexual offenders. 
R. MacDonald(51) reviewed the problem 
£ narcotic drug users and Edwards(52) re- 
ported a case of gasoline sniffing. 
~ Raeburn, Brisby, and Scott(53) recom- 
mended simple presentation of the nature 
relevance, treatability, and prognosis of the 
psychiatric difficulty in court, Hess, Pearsall, 


y 


‘itself. Overholser(58) examined the rela- 


Slichter and Thomas(54), and Rice(55, 56) 
gave legal-psychiatric views on competency 
to stand trial. Williams(57) cautioned that 
a test of insanity at the time of the trial 
should be distinguished from such a test ap- 
plied to the earlier period of the offense 


tionship of amnesia to the ability to make an 
adequate defense. Geis and Kamm(59) in- 
dicated limitations of drug induced state- 
ments in court processes. 

Stimulated by a nagging social con- 
science, the Durham decision and the pro- 
posed American Law Institute formula, 
numerous articles debated the issue of re- 
sponsibility( 60-64). Krash(65) lucidly an- 
alyzed the Durham rule and its impact on 
the judicial administration of the insanity 
defense in the District of Columbia. Per- 
haps, he said, the “enduring significance of 
the Durham decision may be the reexamina- 
tion of responsibility and the long-overdue 
reform of procedures dealing with insanity 
issues in criminal cases.” Block(66) com- 
pared cases actually tried under M’Naghten 
with their “projected” results under Dur- 
ham. The psychiatric consultants to the 
American Law Institute(67) explained their 
preference for Durham as permitting freer 
psychiatric communication. Overholser( 68) 
indicated that it also protects the public 
better than the M’Naghten and American 
Law Institute formulations. Bernstein(69) 
showed inconsistencies when Durham was 
applied within the traditional framework of 
responsibility, and Duncan and Weiss(70) 
suggested statutory changes to alleviate un- 
fairness. Lange(71) pondered the dilemma 
of finding a balance between reliable psy- 
chiatric opinion and proper protection of the 
civil rights of the accused. Blanc(72) re- 
futed the objection that expert testimony 
invades the province of the jury, and pro- 
posed a flexible procedure for use of ex- 
perts. Goldstein and Katz(73) commented 
on alleged violations of civil liberties in- 
herent in commitment and retention of peo- 
ple for whom insanity defense has been 
invoked. Symposia on individual and col- 
lective responsibility in law(74), and the 
ethical and service obligations of law and 
medicine(75) were held. Board(76) offered 

operational criteria” for a responsibility es- 
sentially hinging on deterrability, and the 
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Georgetown Law Journal(76a) proposed 
that the court ascertain whether the accused 
“committed the physical acts as charged,” 
leaving it to a commission to decide upon 
therapeutic or restrictive disposition. Gutt- 
macher(77) looked to a future when need 
for and response to treatment would take 
precedence over determination of respon- 
sibility, meanwhile opting for Durham. 
Wiseman(78), describing an unfortunate 
Massachusetts case, proposed that the psy- 
chiatrist might be more helpful in the post- 
trial phase; citing the same case, Neiberg 
(79) speculated on the dynamics of murder 
and suicide. 

Hodges(80), from the viewpoint of a 
science of ethics for criminology, concluded 
that judgment ought to be adapted to dif- 
ferent social classes of criminals. Schmide- 
berg(81) took up the insufficiently studied 
phenomenon of the offender's attitude to- 
ward punishment, challenged the ubiquity 
of “wish for punishment,” and held that the 
goal of psychotherapy was to make the of- 
fender more responsible and responsive to 
social pressures. 

Weihofen and others at a University of 
Illinois symposium(82) surveyed psychi- 
atric therapy in prison, and Hubbard(83) 
summarized advances in the use of psy- 
chiatry in law enforcement and correctional 
fields ; Davies and Hess(84) illustrated the 
need for more rational and fair procedures 
in the parole return process of the mentally 
ill to prison. Keeler(85) described “signify- 
ing,” a projective recognition of underlying 
significance in spoken communication, as a 
paranoid aspect of prison life. Coe(86) at- 
tempted to develop a predictive device for 
institutional adjustment. Hakeem(87) re- 
ported that trained probation officers were 
no more successful than laymen in pre- 
dicting parole violation and that their pre- 
diction of non-violation was no better than 
chance. Marcus(88) attempted a factor an- 
alysis of some English prisoners, separating 
by class origins, by aggressive-passive axes 
and, possibly, prison adjustment. 

Freedman(89) reported from an investi- 
gation of differential factors in the develop- 

ment and personality of sexual, aggressive, 
and acquisitive offenders, and, with _col- 
laborators, of clinical perception of sex de- 
viates(90), and projective detection of ag- 


gressive offenders(91). i 3 
Reports on treatment of social delinqui 
were diverse in theory and techniq 
Group therapy programs(92, 93) were t 
on sex offenders. Pascóe(94) found that p: 
chopathic personalities with sexual de 
tion were most resistive to treatment. N 
kirk(95) illustrated the use of synth 
estrogen in the treatment of male sex delin- 
quents. Rachman(96) applied “faradic 
aversion” treatment to a man sexu 
aroused by women’s buttocks and bloom 
as an example of “behavior therapy.” Blu 
stone(97) effectively used thioridazin 
(Mellaril) in the treatment of anxiety 
prison inmates. Visher(98) reported. 
cessful psychotherapy in a case of infant 
cide. Chwast(99) emphasized dealing \ 
social as well as personal factors in the trea 
ment of offenders. Chwast, Harasi and 
Delany(100) pointed out that a thera 
must be aware of lower class origins of 
linquents with its reality and value imp 
cations and indicated advantages of group 
therapy amongst these adolescents with 
needs for group adherence and for nurtur 
ance experiences otherwise unobtainable. 


and Judge 
Lecture for 


cago. aM 

Sanahetin edited biographies of pioneers — 
in criminology(103), including that formi 
able twosome, Dr. Isaac Ray and Judge 
Charles Doe, and Rose(104) described 
penal policy in England and Wales duri 
the past century, focussing on the reform 
activities of the Howard League. 

In sum, there was reason for optimism 
that out of this diversity and fragmentation — 
of theory, method, goal, and perceived fact t 
concerning social deviancy and crime, | 
next years will see a consolidation of ap- 
proach and a solidification of knowledge 
from which will spring scientific progress 
and social advantage. ae 
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The two most significant events in admin- 
trative psychiatry during the past year 
were the publication of the report Action 
_for Mental Health by the Joint Commission 
~ on Mental Illness and Health in March and 
he meeting of the Third World Congress of 
sychiatry in Montreal in June. The former 
1) calls for broad integration of patient 
into the community with flexibility and 
ndividualization of all aspects from first 
symptoms to final achievement of maximum 
effectiveness for that person. Those who 
cannot read the complete report will want 
t least to familiarize themselves with its 
- contents by studying the 10,000 word digest. 
A series of articles commenting on the 
commendations appeared throughout the 
ear, particularly in Mental Hospitals. 
. The Third World Congress provided an 
opportunity for psychiatrists to exchange 
ideas and to find out what others over the 
3 ae have experimented with and learned 
out patient care. Maclay of England pre- 
dicted that the number of hospital beds 
eded in England for treating the mentally 
would decrease by 50% in the next 15 
ears, that the beds would be redistributed 
ith much greater use of units in general 
hospitals, outpatient day hospitals, social 
lubs, and residential accommodations, and 
that the big mental hospital will disappear 
( ). How a psychiatric night hospital is 
staffed and run was described by Bierer and 
rowne(3). The senior co-author is of the 
_ opinion that the “shift hospital” program at 
_ Marlborough Day Hospital with day, night, 
d weekend arrangements is highly suc- 
cessful; he emphasizes that “therapeutic 
social clubs” with mandatory attendance by 
the psychiatrist and optional attendance by 
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any of his former patients are an important 
part of that program(4). Detailed informa- 
tion concerning each of the 65 day hospitals 
and day centers operating in Great Britain 
in 1959, which run the gamut from full psy- 
chiatric hospital programs to those that are 
simply social centers for the aged, with dis- 
cussion as to the value and cost of such pro- 
grams, was published by Farndale(5). An- 
other survey of 9 transitional residences was 
made; 6 fitted the halfway house model 
and were compared with mental hospitals, 
boarding houses, and family care programs, 
while 3 fitted the work camp model(6). 
Huseth points out that there are many 
types of halfway houses: preventive, ex- 
patient, long-term, quarter-way, and mixed 


Attempts to break up the mental hospital 
colossus continue, The Saskatchewan Plan 
would replace the two mental hospitals of 
this Canadian province by small 150-300- 
bed regional psychiatric units attached to 
general hospitals(8). Another method as 
envisaged in Kansas and initiated in part 
at Clarinda State Hospital, Iowa, is to retain 
the hospital but reorganize it into sections 
of 100-300 patients each with its own psy- 
chiatric team which treats patients from a 
particular geographical area from admission 
to discharge(9). Each section will develop 
community clinics not only to provide after 
care but also to evaluate individuals for ad- 
mission and furnish psychiatric services both 
therapeutic and preventive to the area 
served(10). A 550-bed county sub-hospital 
unit including day and night, pre- and post- 
hospital care has been functioning at the 
Hudson River State Hospital for several 
years(11). At the N.E. South Dakota Men- 
tal Health Center two psychiatrists and a 
social worker treated 500 patients per year 
from an area of 30,000 square miles with a 
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population of 120,000 ; patients were treated 
on the medical wards of a local hospital for 
an average period of less than one week 
with only 3% requiring transfer to the 
hospital and a resultant 27% decrease of ad- 
missions to the state hospital from the catch- 
ment area (12). 

The development of urban community 
psychiatric services with the focus at the 
psychiatric section of a 1,000-bed general 
hospital (145 beds are psychiatric) was 
described by Bellak(13). This comprehen- 
sive community program utilizes 12 full 
time staff psychiatrists and 15 residents to 
provide a Trouble Shooting Clinic available 
94 hours a day, psychiatric seminars for 
general practitioners, chaplains, lawyers, 
and consultation service for teachers, in ad- 
dition to regular inpatient and outpatient 
treatment services. General hospitals which 
accept psychiatric patients have been steadi- 
ly increasing and now admit more patients 
than do public mental hospitals(14), but 
they are not generally able to provide the 
same type of care that the psychiatric hos- 
pital can(15). Medical traditions were ob- 
served to obstruct the development of an 
effective mental health project in the 
aml Heights experiment 

16). 

Replies to a questionnaire survey of the 
“Open Door” policies in 26 (out of 40) hos- 
pitals in Canada, plus the Central Hospital, 
Warwick, and St, Lawrence State Hospital, 
N. Y., were reported by Wake(17). The 
manner in which the Open Door policy is 
administered, including the problem of 


criminal order cases, is detailed by the »1961 


Superintendent of the St. Lawrence State 
Hospital(18). Editorial comment in the 
Psychiatric Quarterly points out that “open 
has different meanings in different locales 
and that the only two completely open state 
hospitals in the U. S. A. are both rural(19 ). 

‘An evaluation of the Nottingham statis- 
tics 10 years after initiation of an open door 
policy and a comprehensive community pro- 
gram showed that the staffs unanimous 
opinion that the number of first admissions 
of schizophrenics had decreased was quite 
erroneous but understandable in view of the 
greater increase of all first admissions and 
the decreased disturbed behavior and short- 
ened stay of schizophrenics(20). 


Traditionally psychiatric hospitals h 
been reticent not only in opening their door 
to patients and the lay community but 
to physicians other than those on a full tim 
or small select staff. The recommendation 
that the logical extension of looking at psy- 
chiatric hospitalization as only a phase in 
the longitudinal course of psychiatric trea 
ment is to open the psychiatric hospitals" 
doors to more psychiatrists and even genera 
practitioners was made by Smith(21). The 
experienced and potential advantages and 
disadvantages were discussed in a fi 
seminar in June(22). E 

Psychiatric administrators’ problems can 
only be viewed in the context of the cul 
and its times. Legislative acts vitally ý 
fluence the psychiatrist and these acts in 
turn are strongly influenced by social atti- 
tudes. The interaction of social policy and 
mental health services is clearly documented — 
from England over a period of more than — 
100 years(23). 
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- The introduction of psychiatric services 
into the field units has continued with re- 
organization of mental hygiene clinics which 
~ orients them more closely to the field units. 
A wider participation in the disciplinary 
_ activities of the posts has been accomplished 
_ by means of the establishment of extensions 
of the mental hygiene clinic into the stock- 
_ade. 
__ Guttmacher(1) in the William C. Porter 
“Memorial Lecture quoted Colonel Porter 
from a lecture in 1942 as follows: 


3 The mission of the neuropsychiatrist is not 
only to select out the mentally unfit and to 
care for those who have developed a mental 
- disorder and to eliminate them from the serv- 
ice, but he has the capacity, not yet fully 
utilized in our Army, to contribute to the men- 
_ tal health and morale of the soldiers by way 
of clinics, similar to nonmilitary clinics to 
which the soldier or officer in need of help in 
the early stages of maladaptation to military 
life may bring his problems for discussion and 
assistance. 


ny 

_ He related personal experiences during his 
_ tour of duty and presented findings from the 
_ Studies of Fry, Dollard, Appel, Ginsberg, 
_ Brill, and Beebe. He pointed out that the 
_ lessons of World War II have not been for- 
gotten but have been implemented and 
further developed so as to fulfill the mission 
_ as stated by Colonel Porter. He expressed 
_ the belief that the military psychiatrist now 
_ is better prepared to meet any emergency 

that may come. 

_ Glass and his associates(2) describe the 
current status of Army) psychiatry which 
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MILITARY PSYCHIATRY 


JOSEPH S. SKOBBA, M.D.1 


fulfills Colonel Porter’s expectations. There 
is an awareness that non-effective military 
behavior is more commonly the result of 
difficulties in the environment and in the 
interpersonal relationships of the soldier 
rather than a manifestation of individual 
psychopathology. This concept has been 
responsible for the gradual displacement of 
psychiatric personnel from their usual role 
and location in the hospital and clinic set- 
ting to the military community. The field 
approach has permitted a more realistic ob- 
servation of the maladjustment processes. 
It has brought psychiatric personnel into 
working relationships with military super- 
visors and has facilitated the utilization of 
milieu as a major instrument in the develop- 
ment of techniques for prevention and 
treatment. Consequently, the army psy- 
chiatric program has been developed in 
three areas of endeavor: 1. Primary pre- 
vention ; this attempts to influence favorably 
the conditions under which soldiers live, 
work, and fight so that there would be less 
likelihood for disabling maladjustment. 2. 
Secondary prevention ; carried out by the 
early recognition and prompt management 
of emotional or behavior problems on an 
outpatient basis while the individual is still 
a member of his unit and struggles to cope 
with his environmental situation. 3. Tertiary 
prevention ; employment of milieu as the 
principal therapeutic tool for persistent and 
severe mental disorders requiring hospital- 
ization. A 

In order to prevent the recidivism of 
military offenders; stockade screening tech- 
niques were elaborated into an army-wide 
program in which Mental Hygiene Con- 
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sultation personnel make regularly sched- 
uled visits to the stockade. Prisoners re- 
stored to duty are given assistance by the 
field social work personnel with problems 
of unit reintegration. Mental Hygiene Serv- 
ice personnel meet periodically with the 
confinement staffs to discuss techniques, at- 
} titudes, and other measures which may en- 
hance the correctional atmosphere of the 
stockade. Statistical data are submitted 
which indicate that the program has made 
significant contributions toward achieving 
the lowest recorded psychiatric hospitaliza- 
tions and medical discharge rates. 
; Remington(3) describes the re-organiza- 
3 tion of the Mental Hygiene Consultation 
Service at an Army post along the current 
concepts of modern social psychiatry. The 
mental hygiene clinic was so organized as 
to avoid duplication of work and to utilize 
most effectively the personnel of the clinic. 
The services were extended to the field by 
work with the units and in the stockade. By 
x a more effective use of social work officers 
i and social work technicians, consultations 
! were held in the units in facilities provided 
by the unit, Where ‘individuals were seen 
who could not be helped by case work 
methods alone, the psychiatrist was called 
upon. In the stockade a social work tech- 
nician prepared background information 
on each confinee which the psychiatrist used 
in the evaluation of the prisoner. Because 
the services were rendered in the field, 
more units and individuals were served than 
previously. A closer relationship was de- 
veloped with the line personnel, more direct 
lines for consultations were established, 
and greater assistance was given to the unit 
commanders and the confinement officers 
in their dealing with soldiers in their charge. 
There was avoidance of wasteful duplication 
of effort with a greater sense of achievement 
ad responsibility for all clinic staff mem- 
ers. 

Ginsberg(4) from a study of fifty con- 
secutive referrals to the psychiatric clinic 
concluded that the predictive ability of 
psychiatrists is hampered by a lack of in- 
formation concerning situational and en- 
vironmental stresses and failure to give con- 
sideration to them. He believes that too 
much stress and importance are given to 
the clinical diagnosis and existence of psy- 


chopathological trends. He noted that 
chiatrists find themselves predicting adi 
ment without consideration of the 
situations to which the individual will 
attempting. to adjust and without assess 
his vulnerability to specific stresses. — 
studies revealed that there was a higher 
cidence of non-effectiveness due to si 
tional factors and interpersonal stresses thai 
to other factors. p 
Cahill(5) described an orientation p 
gram for general medical officers in use 
St. Albans Naval Hospital. The objective 
was to train general medical officers in 
practical approach to the management 
the specific types of psychiatric problem: 
most likely to confront them in their d 
assignment. He considered it impor 
that general medical officers be so prepa! 
in view of the fact that decisions might have 
to be made one thousand miles at sea wh 
no specialist consultation services would be 
available. He presented an outline of the 
approach which deals with symptoms rather 
than with the more theoretical or diagnosti 
aspects of mental problems. Practical sug: 
gestions were given. By personal follow-up, 
he found that general medical officers 


experience with h s 
gical patients. In an effort to reduce anxii 
prior to surgical procedures, alleviate post: 
operative pain and hasten rehabilitation, 
hypnosis was used in a consecutive series of 


surgical anesthesia was induced. Depth wa 
limited 
suggestion. 
found to be an effective and realistic su 
gestion. 3 
In presenting the procedure to the pa- 
tients, the term hypnosis was not used, bul 


officer ; where there were doubtful findings, 
sychiatric consultation was requested ; the 
‘results in the series of cases indicated that 


the time expenditure was justified in ex- . 


change for an average 19-day shortening of 

the period of recovery. 

'_ Giffen(7) described the characteristics of 
the drugs commonly used in psychiatry, giv- 
‘ing their effects and side effects, He con- 
cludes that the proper utilization of psy- 
chopharmacological drugs accounts for the 

verage patient’s stay of 12 days. He be- 

_lieves that with the use of the drugs he can 
within the first few days of hospitalization 

start the patients on constructive plans 

_ whether it be continued military service or 

- separation. It is his opinion that with early 

and adequate medication by outlying medi- 
a i cal units, better results can be obtained. 

The Index Medicus for 1961 reveals a 
continued interest in military psychiatry in 
foreign countries(8). 
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PSYCHIATRIC EDUCATION 


FRANKLIN G. EBAUGH, M.D.) anp ROBERT H. BARNES, M.D.? 


The major challenges to psychiatric edu- 
cation in the decade ahead are well under- 
lined in the Final Report of the Joint Com- 
mission on Mental Illness and Health, Ac- 
tion for Mental Health(1): “The mental 
health professions need to launch a national 
manpower recruitment and training pro- 

_ gram, expanding on and extending present 
' efforts in seeking to stimulate the interest of 
_ American Youth in mental health work as a 
career.” From the standpoint of psychiatry 
the main bottleneck to increasing the num- 
ber of professionals appears to be most im- 
mediately at the medical school level. For 
the third successive year there has been a 
small decrement in the number of appli- 


1 Denver, Colo. 
2 Kansas City, Mo. 


cants to medical schools. During the 6 years, 
1954-1960, graduate school enrollment in 
psychology increased 32%, mathematics 
110%, social science 26%, while medical 
school enrollment increased only 7%. The 
current prediction is that the decrease in 
applicants will probably continue and be- 
come more serious(2). 

Economics appear to be a major factor in 
decreasing the number of high quality can- 
didates available for medical school. Gen- 
erally speaking, the average medical student 
spends twice as much for his four years of 
graduate training as does his colleague in 
arts and science graduate work. Scholar- 
ships, if available at all, are generally only 
one-quarter the amount of those received by 
graduate students in other fields. This cre- 
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ates an eight to one fiscal ratio in favor of 
the college senior entering arts and science 
graduate school rather than medical school 
(3). The Association of American Medical 
Colleges has suggested that the students’ 
cost for medical education has begun to out- 
run the financial resources of even comfort- 
ably well-to-do families. 

Partly motivated by our need of more 
graduates than our own medical schools 
can furnish, we have encouraged progres- 
sively more foreign medical graduates. to 
come to the United States for training. In 
many ways this has been highly desirable 
and has brought bilateral benefits but as. the 
Director of Medical and Natural Sciences 
of Rockefeller Foundation has recently 
pointed out, it has placed us in a very 
paradoxical position. As we go forth to 
improve medical education in underde- 
veloped countries, we suddenly wake up to 
find ourselves relying on the products of the 
medical schools of these same countries to 
staff the non-teaching hospitals in our great 
cities(4). 

The problem of finding adequate person- 
nel for medical school faculties continues to 
be a pressing problem. The Dean of the 
University of Virginia School of Medicine 
has recently pointed out one of the major 
limiting factors in our whole forward motion 
is a shortage of people capable of creative 
thinking. Unfortunately our system works to 
rapidly elevate its more creative faculty into 
administrative jobs away from thinking, 
teaching and research activity. He suggests 
that with the increased flow of money we 
are rapidly approaching a period where 
limitation of financial support will not be 
our major concern, that very soon our major 
limitation will be “manpower, people o! 
talent and people of ideas”(5). Another 
educator in the third Alan Gregg Memorial 


Lecture noted with deep concern the rapid- 
change and the 


(6). 
UNDERGRADUATE PSYCHIATRIC EDUCATION 
One possible answer to the need for more 


medical school graduates may come from 
the consolidation and shortening of prem 
ical and medical school training, One of th 
most recent programs is that at Northwest 
ern University, In the fall of 1961 North 
western began a pilot program for hi 
talented high school graduates which cai 
lead to the granting of a medical degree 
within 6 years or a combined Ph.D. anı 
M.D. degree in 9 years. Not only is the cur- 
riculum short time-wise, but an attemp 
made to provide a liberal education wii 
much more emphasis on social sciences ani 
the humanities. The Northwestern faculi 
hopes that this will decrease those aspects 
a physician’s education that lead to makin 
him “an alienated and isolated individual” » 
(7). Hopefully this type of curriculum will 
help to improve the competitive position o 
medicine in relation to other graduat 
schools in the fight for talented students. 
The first careful sociological study of 
university medical school was published | 
(1961) under the title, Boys In White(8) 
This was carried on for a number of years — 
at the University of Kansas School of Medi- — 
cine, and while relatively little attention w 
paid specifically to the role of psychiatry, 
there is nonetheless much to recomme 
the book to the teaching psychiatrist. Th 
study suggests that we might run a “better” 
medical school if we succeed in arriving 
a better fit between the students’ expecta- 
tions and perceived 
faculty feels they should learn. There are 
in which we might 
not only attract more medical students into 


example, 


ten the 
this “practical” direction and provides too — 
few opportunities from the student’s stand- 

point. Thus clinical teaching in psychiatry — 
which puts a significant responsibility for — 


pervision), 
need in his clinical years and improve 
impression of psychiatry as a field of speci 
ization. 

Many schools are looking more closely al 
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basic science curriculum and methods of 
ching. Darley has underlined our need 
medical educators to look at the problems 
teaching per se—what motivates students 
to learn and what are the technics for in- 
_ fluencing this motivation(9). An annual 
summer seminar on medical teaching is 

onsored by the Association of American 
Medical Colleges. Whether it is possible to 
eate a greater sense of compassion by the 
‘introduction of psychology and sociology 

o the basic science curriculum is a ques- 
tion recently raised. Unfortunately so often 
the teaching of these subjects during the 
t 2 years is lost through the lack of at- 
mpts to integrate them later in clinical 


ork at the University of Louisville sug- 
sts that the training of medical students 
a comprehensive care program, with a 
family health emphasis, tends to decrease 
icism in medical students and to in- 
__ crease their valuation of team work between 
specialties(11), Gaskill sees the importance 
introducing the concept of transference- 
untertransference into general medi- 
school training. This teaching in medical 
chool cannot be done exclusively by the 
psychiatrist but must be presented repeat- 
dly by the surgeon and internist( 12). That 
the psychiatrist may be able to get this 
message across working closely with other 


of psychiatry and psychology more under- 
tandable and acceptable to medical stu- 


ae 


dents if we distinguished what we know, 
what we think we know, and what we don’t 
know, and if we communicate these dis- 
tinctions in teaching. He suggests further 
that we give evidence for our knowledge 
and minimize teaching by authority (16). It 
is encouraging to note from a recent review 
of the teaching of psychiatry in British medi- 
cal schools that they are struggling with 
the same general problems and approaching 
solutions in very similar ways. There are 
suggestions that they may not have resolved 
many of the issues as satisfactorily as our 
more advanced programs have( 16a). 
Problems of stress and mental illness in 
students came in for study during the year. 
A careful look at 40 sophomore medical stu- 
dents at Washington University in struc- 
tured psychiatric interviews indicated 15% 
showed significant psychiatric illness. In the 
pre-examination periods the group as a 
whole developed the “scared soldier syn- 
drome,” with clear-cut anxiety symptoms 
(17). Blaine and MacArthur edited a com- 
prehensive book on the Emotional Problems 
of The Student. This book covers various 
aspects of the problem at college and grad- 
uate student levels. Samuel A. Bojar reports 
on the special emotional problems of medi- 
cal students. Other sections deal with the 
value of group and short-term individual 
psychotherapy for disturbed students(18). 


GRADUATE PSYCHIATRIC TRAINING 


A number of the specific recommenda- 
tions of the Joint Commission on Mental Ill- 
ness and Health require very special con- 
sideration by psychiatric educators. “A Na- 
tional Mental Health Program should recog- 
nize that major mental illness is the core 
problem and unfinished business of the men- 
tal health movement, and that the intensive 
treatment of patients with critical and pro- 
longed mental breakdown should have first 
call on fully trained members of the mental 
health profession”(1). How adequately are 
we currently training residents to meet these 
problems ? What percentage of residents’ 
training time and experience are spent in 
mastering techniques for dealing with psy- 
chotics ? 

“The objective of modern treatment of 
Persons with major mental illness is to en- 
able the patient to maintain himself in the 
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community in a normal manner”(1). How 
much time is being devoted to training resi- 
dents in the operations of aftercare clinics, 
day hospitals, and in consultation functions 
to halfway houses and rehabilitation cen- 
ters ? How much time in the residents’ train- 
ing is being devoted to techniques of ap- 
plied social psychiatry and milieu therapy ? 
What techniques are we developing to help 
the resident in overcoming the natural re- 
luctance of many physicians to become ad- 
ministrative therapists ? 

In Chapter II of Action For Mental 
Health, entitled “Rejection of the Mentally 
Ill.” an excellent sub-section deals with the 
problem of “Rejection by the Learned”(1). 
This includes the rejection of the psychotic 
by psychiatrists. What can be done in the 
training of residents to prevent this attitude 
from developing or to counteract it once it 
has developed ? The above questions repre- 
sent challenges to the professional psychi- 
atric educator, and problems we must meet 
if we are to solve the major crises facing 
psychiatry today. 

Hoch and Rado describe an effort to make 
training in a state hospital system more de- 
sirable and valuable. The New York State 
Department of Mental Hygiene has set up 
the New York School of Psychiatry—a pilot 
center for education of residents from a 
group of state mental institutions in the 
Metropolitan New York area. Last year TT 
residents were in training in this system 
(19). Felix, in a speech at the Menninger 
Foundation, indicated the great public de- 
mands that are made on the psychiatrist as 
a “practicing social scientist,” necessitating 
the reassessment of much of his training to 
meet the new movement of psychiatry into 
the community(20). A study on the West 
Coast outlined the techniques of supervised 
training of psychiatrists as mental health 
consultants to school systems as certainly an 
important way to bring psychiatry to the 
community (21). 

This year the National Institute of Mental 
Health assessed professional characteristics 
of personnel trained under N.LM.H. train- 

ing grants, from 1947 through 1959. In psy- 
chiatry 48% are now in private practice, but 
of these all but 4% have secondary activities 
in teaching, consulting and institutional 
clinical work. The report suggests a possible 


trend among younger N.I.M.H. suppo 
psychiatrists away from private practice 
into institutional practice. Of psychiatris 
trained between 1948 and 1951, 65% are 
private practice and only 5% in institution: 
work, while of those supported from 19: 
to 1959 only 40% are in private practice witl 
29% in clinical institutional work(22). 

A North Carolina study shows the tr 
mendous teaching potential of state ho: 
pitals when properly utilized. Ham reviews | 
the relationship that has been develo) 
between the North Carolina state hosp 
and the University of North Carolina D 
partment of Psychiatry not only for res 
dent but also for medical student trainin 
(23). 
Again with the Joint Commission’s em: 
phasis on the need for expanding psychiatri 


presents a very personal summary of his e; 
periences at Yale University in creating 
“research atmosphere.” How to find th 
right men, how to train them, how to pr 
vide an opportunity for them to be pro- — 
ductive is the major problem. He wisely 
realizes that part of the solution involves 
reducing administrative duties(24). Ham 
recent trends in psychiatri 


out that many programs are geared to train- 
ing for private practice and that there still 
exists in psychiatry a general attitude that — 
basic knowledge is “pretty clear.” He picks — 
out the training program at Michael Reese ~ 
Hospital as an example of the way research 
training can be built into a psychiatric resi- 
dency(25). i 
The problems of psychoanalytic education 
in the U. S. have been comprehensively r 
viewed by Lewin and Ross. The book traces — 
historically the development of analytic — 
training in Vienna and Berlin and its prog- — 
ress to the present day American institute. 
The book results from a 3-year study(26). 
The New Orleans group presents a long and. 
useful report on the integration of psychia- 
tric and psychoanalytic training during the 
Jast decade at Tulane. There psychia 
residency training and psychoanalytic train- 
ing have been almost completely integrated 
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REHABILITATION AND OCCUPATIONAL THERAPY 
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arguing to doing something. In many ar- 
ticles it seems accepted procedure to con- — 
sider that rehabilitation may begin with the — 
first contacts with the patient. More often 
now treatment and rehabilitation are co- 
ordinated so as to minimize the patient’s 
separation from his usual role in society. 
ese various disciplines with the an. Several meetings devoted to psychiatric 
ncements of pilot projects and new re. rehabilitation have been announced or re- 
arch programs, This is particularly sig- ported during the past year. Papers which 
cant since it reflects a transition from Were Presented at the Symposium on Psy- 
chiatric Rehabilitation as a part of the fifth 
annual meeting of the Eastern Psychiatric 
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Research Association, have now been pub- 
lished(1). The eighth annual workshop of 
the Conference of Rehabilitation Centers 
and Facilities(2) had as its theme, “Prep- 
aration for living, a goal of rehabilitation.” 
Also of interest was the announcement (3) 
that the annual meeting of the President's 
Committee on Employment of the Phys- 
ically Handicapped featured a session on 
advancing public understanding of the com- 
petence of former mental patients to return 
to positions of responsibility and service. It 
is equally important to note that the Office 
of Vocational Rehabilitation has been spon- 
soring a series of workship conferences on 
vocational rehabilitation of psychiatric pa- 
tients during the past two years(4). The 
purpose of the meetings is to share the 
knowledge of persons conducting special 
programs and to provide an opportunity for 
representatives of the various disciplines 
involved to discuss methods by which their 
combined efforts might be made more ef- 
fective, 

As usual, many articles deal directly with 
the problems of vocational rehabilitation 
and job placement. The Philadelphia State 
Hospital began a program in the fall of 
1960 entitled “The Prep Shop”(5). The pro- 
gram is designed to be one of the final re- 
adjustments of institutional life, aiming at 
successful re-entry of the patient into the 
workaday world. The patients chosen un- 
dergo a 4-week probationary period, during 
which they make adjustments and are 
rated in an advanced but somewhat shel- 
tered working situation. If a patient is re- 
tained, he is transferred to the actual work- 
shop during the fifth week, is paid an hourly 
rate, and experiences working conditions 
closely related to those in the outside world. 
Griffith(6) describes the program at the 
Massachusetts Mental Health Center which 
is organized to give the patient a course of 
work adjustment. In this program patients 
are placed in the more than 100 jobs offered 
by the hospital, following much the same 
procedure in applying for a job as does 
any prospective employee in industry. Coun- 
seling is one of the most important aspects 
of the work program, and it is believed that 
success depends more upon the counselor's 
personal qualities than on the use of specific 
techniques. In the program at the Fulton, 


Missouri State Hospital vocational rehal 
tation begins on admission and is followe 
through the course of therapy, as descri 

by Baur(7). 

Other papers reviewed consider parti 
problems of placement. Martin and 

(8) describe the former mental hospital 
tient as a displaced person since the co 
tinuity of his functioning within society has 
been interrupted. Oseas(9) discusses work 
in its relation to mental illness and heal 
treating it in historical perspective, cat 
gories of approach, and therapeutic pote: 
tial, Among the considerations of the Sym: 
posium on Psychiatric Rehabilitation(1) 
Pinner’s paper in which she cites failures 
employment placement resulting from un- 
certainty about who should assume this re- 
sponsibility. A project is described in which ~ 
the New York State Department of Mental ~ 
Hygiene hired an employment specialist — 
who worked with the Brooklyn Aftercare 
Clinic and the Brooklyn State Hospital, His 
major contribution was the determination 
of employability and placeability based 
current knowledge of industrial needs an 
practices. Pinner feels that too often the vo- 
cational rehabilitation program and the job 
placement activities are divided among dif- 
ferent agencies, and that progress is im- 
peded by the reluctance of rehabilitation 
workers to include former mental hospital — 
patients. This same problem is mentioned 
by Olshansky(10) in a paper which has 
aroused an unusual amount of interest, both 
pro and con, as indicated by letters to the 
Journal of Rehabilitation. Margolin(11), 
Salzberg(12) and Wolfe(13) aim at at- 
titudes of employers toward people re- 
from emotional ills. None of these 

papers, however, has mentioned as an im- 
portant factor the uncertainty about in- 
surance coverage or compensation which, in 
the experience of the reviewers, has been 
rominent in determining employer and 
industrial physician reluctance, Since hoss — 
pital readmission rates seem to have been 
affected where patients receive intensive 
preparation and follow-up (12% compared — 
with 50% overall rate), the Veterans Ad- — 
ministration is now planning a nai 
program of controlled studies of hospital 
and community factors which best con- 
tribute to the vocational rehabilitation of 
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the mentally ill(14). 
A number of papers dealing with re- 
search in psychiatric rehabilitation have 
appeared. Among these Landy(1) outlines 
the problems of design and execution of 
research, Brooks and Deane(15) review a 
great deal of the recent work and provide 
excellent bibliography. In Oregon there 
has been a 3-year research and demonstra- 
tion project to determine the effectiveness 
“of a comprehensive rehabilitation program 
for mental hospital patients. The results 
should be useful to workers in this field 
(16). An interesting program was con- 
‘ducted at the Massachusetts Mental Health 
Center and reported by Evans, Bullard and 
Solomon(17), in which families of chronic 
schizophrenic patients were studied to de- 
termine their potential role in the patients’ 
rehabilitation and discharge. The report of 
Wheat and Slaughter’s pilot study(18) con- 
cludes that the effectiveness of the rehabili- 
ation of chronic psychiatric patients is 
‘directly related to the degree of coordination 
chieved by the interdisciplinary rehabilita- 
ion team, and describes how group meet- 
_ ings may eliminate the problems previously 
_ confronting the team. Another research proj- 
ect is reported by Reiser and Waldman 
(19) focusing on intensive group psycho- 
therapy with varying techniques. 
-Also of interest to workers in psychiatric 
ehabilitation is the announcement (20) that 
‘the Philadelphia State Hospital has been 
4 designated by the American Psychiatric As- 


for Remotivation, using a group discussion 
__ technique in the rehabilitation of mental pa- 
tients. 
Again this year the contributions of the 
day care center to rehabilitation have oc- 
cupied the interest of many. A book by 
Farndale(21) provides a record of facilities 
_ actually existing in Great Britain in terms 
of day care centers. Steiman and Hunt(22) 
report their experience at the Hudson River 
State Hospital, noting favorable public ac- 
_ceptance, while Carmichael(23) found 
- more concern about stigma and lack of ac- 
ceptance in the New York City aftercare 
clinics and day hospital. Bierer and Browne 
- (24), in reporting on a pilot project with a 
night hospital in Great Britain, state that 
this type of facility can prevent breakdowns 


in some patients by allowing them to remain 
at work, not jeopardizing their chances for 
promotion through absenteeism or the stig- 
ma connected with mental illness. 

A new term has found some acceptance 
this year in the literature. Previously called 
“halfway houses,” the facilities standing be- 
tween hospital and home have recently been 
referred to as “transitional residences.” 
Wechsler(25), in a survey of such facilities, 
divides the 9 currently existing residences 
in the United States into two major cate- 
gories—“‘halfway houses” and “the work 
camp model.” He discusses these in detail 
and concludes that it is too early to evaluate 
their effectiveness, but that they are a vital 
part of the new programs of community 
treatment, Huseth(26) reviews a number 
of halfway houses in the United States and 
Great Britain, dividing them into four 
groups : for prevention, for ex-patients, for 
alcoholics and for mental defectives. The 
Veterans Administration is encouraging es- 
tablishment of halfway houses where there 
are VA hospitals in the community (27). In 
Los Angeles, ground has been broken for 
The Gateways Hospital, actually set up as a 
giant halfway house(28). Sacks(29) dis- 
cusses factors essential to setting up a tran- 
sitional program, then describes existing 
special programs at the Brockton VA Hos- 
pital, including patient-government, mem- 
ber-employee, and foster home cottage. 

In Great Britain, too, psychiatric re- 
habilitation has continued to be of con- 
siderable concern, Laughlin(30) reports 
generally on the proyisions of the new 
Mental Health Act which became operative 
in the fall of 1960, Tibbetts and Harbert 
(31) and Wadsworth, Scott and Wells(32) 
discuss efforts with long-term patients. 
Cooper(33) addresses the same problem 
with emphasis on tranquilizing drugs 4s 
the primary attack, social methods second- 
ary. Remploy, an organization in England 
which employs some 6300 handicapped 
workers in 90 factories, is instrumental in 
the rehabilitation of schizophrenics(34). 4 
similar program is reported by Early(35). 
Ferguson(36), discussing the side effects of 
community care, touches on a corollary 
problem which is worthy of note. He points 
up the tremendous need for additional per- 
sonnel in community psychiatry and states 
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that the community psychiatrist is now so 
rushed that people who could be carried as 
outpatients are sacrificed because their time 
with the psychiatrist is reduced by the num- 
ber of people competing for it; and often 
they have to be brought into the hospital for 
reasons other than their intrinsic need. The 
author believes that this increased demand 
is due in large part to the fact that there 
is a tendency for other physicians to refer 
patients to the psychiatrist more readily 
because of his accessibility in the com- 
munity, Another contributing factor is the 
appearance in the community of chronic 
and partially remitted schizophrenics who 
lived comfortably in the hospitals, but who 
became social deviants without the protec- 
tion of the hospital and, therefore, may be 
a time-absorbing part of the psychiatrist's 
everyday work. 

Touching on a different approach, Bar- 
rett(37) mentions the use of yolunteer 
workers in the rehabilitation process and 
ways in which they help to reintroduce the 
patients to the community. This same topic 
is discussed by Overholser(38) who points 
out that an altruistic interest from a non- 
professional may be of unique value to the 
patient. 

Prominent among this year’s publications 
is the final report of the Joint Commission 
on Mental Illness and Health, Action for 
Mental Health(39). In the field of re- 
habilitation it offers no new ideas but re- 
flects much of the comment previously re- 
ported and suggests further research. 

Some of the publications concerning 0c- 
cupational therapy this year deal with 
standardization of observations. Wolff(40) 
comments on the use of the Minnesota fol- 
low-up Study Rehabilitation Rating Scale 
for research and clinical evaluation of pa- 
tients. Blustein(41) uses a Social Adapta- 
bility Test in measuring recovery. 

Experimentation with attitudes and effect 
on behavior is reported by Pishkin, Macken- 
thun and Stump(42). Similarly Jensen and 
Kirshbaum(43) report results at Denver. 
Evolution of an unstructed program at 
Mount Sinai is described by Gabriel, Sha- 
mah and Linn(44) in which completion of 
projects is used as an objective measure of 
progress. Use of control groups to evaluate 
the effectiveness of a program is mention 


and his group(46), in a description of ge 
eral hospital care of the psychiatric patient 
discuss extension of the occupational ther: 
pist’s role in various activities. 
In work with children, Brower(47) dis- 
cusses the role of the occupational therapi 
working with the mentally retarded, and 
Weston(48) suggests craft work as a thera- 
peutic tool. us 
A book which has come to our attention 
is especially applicable to the interest 
physicians. This is a reference manual co! 
piled by the American Occupational The: 
apy Association(49) giving an orientation 
to occupational therapy as well as the fun 
tions, scope of therapy and standards. y 
Wayne(50) reports extensively on work — 
therapy in the Soviet Union as observed at 
the Bechtrey Institute in Leningrad. In co: 
trast to occupational therapy in the United 
States, work therapy utilizes patients’ effor' 
in the production of materials for practical 
use. Shops are miniature factories pro- 
ducing marketable merchandise. The aim of 
the program is to get each worker back to 
his job with his basic skills unimpaired. In 
vocational training less emphasis is placed — 
on particular aptitudes and more emphasis 
on response to the total situation. Although 
the program is not considered directly ap- 
plicable to situations in the United States, 
it is suggested that manufacture of quality 
oducts might enhance self-esteem and 
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prepare patients for competitive work. 
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‘COMMENTS 


EUROPEAN CHILD PSYCHIATRY 


Kanner, in his knowledgeable and un- 
derstanding fashion, has called our attention 
to the lack of reciprocal interest and com- 
munication with our fellow child psychi- 
atrists abroad. During the academic year 
1959-1960, while on sabbatical leave from 
the University of Minnesota, it was my good 
fortune to visit ten countries of Western 
Europe and Great Britain, The primary 
objective of this study tour was to visit 
University medical centers where child psy- 
chiatry is an integral part of the total teach- 
ing program and to discuss with those in 
charge areas of mutual interest. The year’s 
tour was stimulating and thought provoking. 

What is the present situation ? Those ac- 
quainted with European universities recog- 
nize the importance a “chair” holds. At the 
present time, four universities support 
“chairs” of child psychiatry. It will not be 
long before other universities will add to the 
number. 

With the exception of England, child psy- 
chiatry is an integral part of the teaching, 
research, and service programs of the ma- 
jority of universities visited. Active, well- 
oiganized inpatient psychiatric services for 
children, varying in bed capacity from 8 to 
120, are in operation, as well as active out- 
patient services. Several European univer- 
sities have new facilities of contemporary 
design which would be the envy of any of 
us. Others are in the planning stages. 

Medical students are being taught the 
fundamentals of growth and development, 
as well as the everyday problems of the 
child. One country, Sweden, requires the 

1 American Child Psychiatry Ltd., Am. J. Psy- 
chiat., 116 : 1040, May 1960. 


medical schools to teach students 15 hours 
child psychiatry. The student must su 
fully pass an examination in this subject 
fore being eligible for graduation. 

Training programs for career child psy- 
chiatrists are being formulated. Some of 
these are rigorous by any standards. d 

Research into every sphere of child life, < 
from development to possible causes for 
deviations, is under way. The reprints and 
books which were presented to me attest to 
the spirit of inquiry prevalent in every cen 


ter. 

Careful consideration is being given 
translating lessons learned in the hospitals to 
the larger community. The ultimate goal 
an effective program of preventive mental — 


ours. 

The keen interest manifest everywhere. 
the thoughtful consideration being accorded 
current problems, and the bold plans for the 
future opened this observer's eyes. : 

‘An exciting ferment is being generated by 
our European colleagues all along the line 
We, in America, would do well to acquain' 
ourselves with them and their programs 
We need to develop a comprehensive sys 


-tem of exchange ; it would enrich all con- 


cerned, 
By no means do we, in the States, have a 


“corner on the market.” 
Reynold A. Jensen, M.D. 


VOICES 


There is a sort of transcendental ventriloquy thr 
believe that something which was said on earth came 


ough which men can be made to 


from heaven. 
—Grorc CHRISTOPH LICHTENBERG 


MEDFIELD STATE HOSPITAL APPROVED FOR 
‘Reswency Tramme.—The American Medi- 
al Association has approved application of 
the Medfield State Hospital at Harding, 
Mass., for accreditation of its three-year 
psychiatric residency training program. 
The Medfield State Hospital is the fourth 
state hospital in Massachusetts to obtain 
three-year approval. 


Tue AMERICAN BOARD OF PSYCHIATRY 
Anp Neurorocy, Inc.—The following are 


Ackerman, Nathan Ward, M.D., New York, N. Y. 
Barger, William Calvin, M.D., Long Island, N. Y. 
|. H., M.D., San Francisco, Calif. 
Boldt, Waldemar Harris, Binghamton, N. Y. 
Bridgman, Olga Louise, 'rancisco, Calif. 
Coolidge, Ipon Coit, M, joston, Mass. 

De Fries, Zira, M.D. York, N. Y. 
Drayer, Calvin Searle, M.D., Philadelphia, Pa. 
Hanson, Harold Birger, M.D., Minneapolis, Minn. 
January, Mildred Hartshorn, M.D.. West Hartford, Conn. 
Kemble, Robert Penn, M.D., Morris Plains, N. J. 
Missildine, Whitney Hugh, M.D., Columbus, 


itz, Zelda, M.D., Chicago, Il. 
Vaughn, Warren T., Jr., M.D., San Mateo, Calif. 
Wheeler, Doris Phillips, M.D., Evanston, Ill. 

_ Winlock, Rachel Mulford, M.D., Bethlehem, Pa. 


Dr. Fetix Receives ROCKEFELLER Awarp. 
Dr. Robert H. Felix is one of five Federal 
officials who on December 7, 1961 at a 
luncheon in Washington received the ninth 
annual Rockefeller Public Service Award for 
distinguished services, This reward carries a 
ax free grant of five thousand dollars, 

Dr. Felix entered the Public Health Serv- 
ices in 1933, and when the National Institute 
2 _ of Mental Health was founded within that 
Service he was appointed the first director, 
a position which he still holds, 

The Rockefeller Award is a fitting recog- 
nition of Dr. Felix’s excellent administration 
of his high office in the Public Health Serv- 
ice and thus within the Department of 
Health, Education and Welfare. 

He has brought great credit to the Ameri- 
can Psychiatric Association of which he has 
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been a Fellow since 1935 and upon which 
he conferred distinction as President for the 
year 1960-1961. 


HOSPITALS SELECTED FOR COMPETENCE IN 
Druc Screenine,—Of fourteen hospitals, 
selected by the National Institute of Mental 
Health for particular competence in early 
screening of new drugs, there were twelve 
in the U. S. A., one in France and one in 
Canada, the Verdun Protestant Hospital. 


Dr. Bernarp Worris Honorep.—Dr. S. 
Bernard Wortis, dean of New York Univer- 
sitys School of Medicine and the Post- 
Graduate Medical School, received one of 
four 1961-62 Achievement Awards from the 
Heights Colleges Alumni Association of 
New York University at the Association's 
fourth annual dinner on November 14, 1961. 
The alumni award is for outstanding busi- 
ness and professional achievement. 

Dr. Wortis, a member of Phi Beta Kappa, 
was graduated from NYU’s University Col- 
lege of Arts and Science in 1923, and was 
appointed dean of two of the University $ 
Medical divisions in 1960. 


Cart Gustav June Memorrat MEETING, 
—The New York Association for Analytical 
Psychology and the Analytical Psychology 
Club of New York held a memorial meeting 
to honor Dr, Jung on the evening of De- 
cember 1, 1961, at The New York Academy 
of Medicine, New York City. ji 

The speakers were Dr. Eleanor Bertine, 
Prof. John Billinsky, Dr. M. Esther Harding, 
Mr. Fowler McCormick, Mr. Paul Mellon, 
Prof. Henry Murray, Prof. F. S. C. Northrop 
and Prof. Paul Tillich. 


SOCIETY FOR ADOLESCENT PSYCHIATRY- 
Officers for 1961-62 of this Society, engag 
in the study and treatment of adolescents, 
are William A. Schonfeld, M.D., President, 
White Plains, N. Y., Bertram Slaf, MD, | 
Vice-President, New York, N. Y., James — 


A 


TN ae 


(xg 


wes 
~ Toolan, M.D., Secretary, New York, N. Y. 


and Lothar Gidro-Frank, M.D., Treasurer, 
New York, N. Y. 


NATIONAL ÅSSOCIATION FOR MENTAL 
Heauts.—Frazier Cheston, manager of 
distribution for Smith Kline & French Labo- 
ratories, Philadelphia, Pa., was elected presi- 
dent at the Association’s 11th annual meet- 
ing. He will continue also as a member of 
the board of directors to which he was 
elected in 1959. 


_ American ORTHOPSYCHIATRIC ASSOCIA- 
mon.—The 39th annual meeting will be 
held in Los Angeles, March 21-24, 1962, at 
the Los Angeles-Biltmore Hotel. 

Major emphasis will be on ways of col- 
laboration between specialists. 

The first meeting will be a joint session 
with the World Federation for Mental 
Health, with the chief address by Dr. Paul 
Sivadon of France. At the Thursday pro- 
gram on Community Action the presidential 
address will be given by Dr. Fritz Redl. 

Later panels will include The City and 
Mental Health with Dr. Erich Lindemann, 
Robert Weaver (U. S. Housing Adminis- 
tration), Paul Ylvisacker (Ford Founda- 
tion), and others. There will be special 
sessions on the Ecology of the City, Adoles- 
cents and Delinquency, and The Schools 
and Mental Health. 

A particularly wide program is provided 
for this first meeting of the Association in 
Los Angeles. For further information write 
to American Orthopsychiatric Association, 
Ine., 1790 Broadway, New York 19, N. Y. 


Tue MANFRED SAKEL FOUNDATION AN- 
NOUNCES ITS 2ND INTERNATIONAL CONFER- 
ENCE,—This Conference will be held in New 
York City in October 1962, exact dates to be 
announced. The topic of the conference wr, 
be “Biological Treatment of Mental Illness. 
Scientists from America, Europe, and Asia 
will participate. Original research papers 
are invited. ; 

For more detailed information, write to 
Max Rinkel, M.D., Massachusetts Mental 
Health Center, 74 Fenwood Road, Boston 
15, Mass., or to Harold E. Himwich, M.D., 


Galesburg State Research Hospital, Gales 
burg, Ill., Conference Chairmen, Advisory — 
Board of the Manfred Sakel Foundation. 


INSTITUTE FOR ADVANCED PSYCHOANALYTIC 
Srupæs.—Establishment of this Institute has 
been announced and its members will meet 
at the Nassau Inn, Princeton, N. J. 

The Institute is autonomous yet con- 
nected with the “main stream” of psycho- ei 
analysis, The setting is in a convenient yet : 
non-urban area where scholars will teach — 
and work with scholars in an atmosphere ~ 
free from various pressures. j 

During the 1961-1962 Academic Year Dr. © 
Robert Waelder will be in residency for 
three weeks, and will be followed by other — 
resident members of the Princeton Study 
Group. 


Narionat Apvisory Menta HEALTH 
Councr.—Surgeon General Luther L. Terry 
of the U. S. Public Health Service has an- 
nounced the appointment to the Advisory 
Mental Health Council of Dr. J. R. Ewalt, 
professor of psychiatry at Harvard Medical 
School, and Dr. G. C. Ham, professor of 
psychiatry, University of North Carolina, 
School of Medicine. 

The term of service of the new appointees 
is 4 years, from October 1, 1961. They will 
advise and instruct the General Surgeon 
on research training sponsored by the Na- 
tional Institute of Mental Health. The 
Council is composed of 12 members who are 
leaders in medicine, science, education, and 
public affairs. Ex-officio members are the 
General Surgeon of the U. S. Public Health 
Service, chairman, and one member each 
from the Veterans Administration and the 
Department of Defense. 


Grant TO RESEARCH FOUNDATION OF 
Cumpren’s HOSPITAL, D. C., AWARDED BY 
Tue EPILEPSY Founparion.—This grant was 
awarded to promote a study of a method for 
detecting epilepsy in infants. Dr. R. S. Lou- 
rie, Director of the Department of Psychi- 
atry of the Children’s Hospital, will direct 
the research team which will use a machine 
that will produce “flicker photic stimula- 
tion” ; and, if possible, it is hoped will pick 
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out cases of epileptic potential in an age 
oup where discovery is of prime value. 
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Tue 1962 MHS ACHIEVEMENT Awarps.— 
Closing date for the contest application is 
“March 1, 1962, Any recognised psychiatric 
cility in the U. S. A. or Canada is eligible 
make application. The Committee pro- 
= poses to award three plaques, gold, silver 
and bronze as last year, and local district 
ranches are requested to visit facilities 
aking application in order to assist the 
wards Committee in their evaluation. 
Facilities applying should send 6 copies 
of their application to the Central Office in 
Washington, supplying necessary support- 
material, and addressed to Stewart T. 
berg, M.D., Chairman, Achievement 
Awards Committee, APA, 1700 18th Street 
W., Washington 9, D. C. 


TH. OMAHA.— 
Mathew Ross presented the following 
awards : The Gold Award to the Greater 
ansas City Health Foundation, Dr. Robert 
. Barnes, Director, for developing an effi- 
nt short-term urban psychiatric service. 
Awards Committee emphasized that 
is reward “reflected the modern trend 
rd hospital-community participation in 
tal psychiatric treatment program.” 
The Silver Award to the Illinois State 
sychiatric Institute, Dr. Lester H. Rudy, 
; Aee re Tio Institute was opened 


na O 


partment of Mental Health.” 

The Bronze Award to the Psychiatric Re- 
search Institute for Children, London, On- 
tario, Dr. Donald E. Zarfas, Superintendent, 


The reward recognizes three main purposes. 


of the Institute program : first, service to 
mentally deficient or suspected mentally 
deficient of all ages in southwest Ontario ; 


second, research conducted in conjunction 


with the University of Western Ontario 


Faculty of Medicine; third, teaching by — 


the Institute staff at university, professional 
and nonprofessional levels. 

The report of the reward ceremony is 
reported in full in the November issue of 
Mental Hospitals Journal. 


Reguest.—In cooperation with the Agen- 
cy for International Development, Michi- 


gan State University is helping develop the ` 


University of Nigeria which was established 
on October 7, 1960 at Nsukka, Nigeria. 


The University started with an enroll- — 


ment of 220 students and a faculty of 13, 


and in a year has grown to a student body 
of 1,000 and a staff of 100. Therefore, there 


is an urgent need for books in agriculture, 


anthropology, biological sciences, business 


administration, economics, education, en- 


gineering, finance, home economics, hu- a 
manities, journalism, languages, law, music, 


physical education, political science, secre- 
tarial studies, and sociology. 

Fairly recent used, or new books will be 
greatly appreciated. Books may be sent to: 
Dr. George H. Axinn, Coordinator, Univer- 
sity of Nigeria Program, A-4 Wells Hall, 
Michigan State University, East Lansing, 
Michigan, 


ý% 
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Persuasion AND HEALING: A COMPARATIVE 
Srupy or PsycuotHerary. By Jerome D. 
Frank. (Baltimore: The Johns Hopkins 
Press, 1961. $5.50.) 


At regrettably rare intervals in American 
psychiatry there appears a book which in scope 
of scholarship, originality of appraisal and 
clarity of presentation deserves the sincere ap- 
preciation of the entire profession. Jerome 
Frank has written such a volume, and while 
no brief review can do it full justice, the 
following may indicate some of its merits. 

In his initial survey, Frank defines the es- 
sentials of psychotherapy as the employment 
by a “trained, socially sanctioned healer” of 
“circumscribed contacts . . - words, acts and 
rituals” to relieve a “sufferer” according to 
either a “religio-magical” or “scientific” ra- 
tionale. In permissive, democratic countries 
psychotherapy may be extended to cover not 
only “mental diseases” but also “normal reac- 
tions to stress . . . eccentricities, and moral 
weakness.” Psychotherapy may therefore be 
highly variable in method and application, but 
“convincing objective demonstration that one 
form of psychotherapy produces better results 
than another is lacking”; moreover, “the dura- 
tion of psychotherapy seems to depend largely 
on the therapist's notion of how much treat- 
ment is necessary rather than on the patient’s 
condition.” The premise is therefore justifiable 
that the “similarity of improvement rates re- 
ported from different forms of psychotherapy 
results from features common to all.” 

In Chapter II, Frank explores the anxieties 
and adaptive maneuvers evoked when any 
man’s “assumptive world . . - which varies 
widely with each individual's culture and ex- 
perience” is threatened by doubt or stress, and 
the modes whereby his conduct then follows 
a set of “normal, neurotic or psychotic . - - 
self-fulfilling prophesies.” On this groundwork, 
Chapter III traces the bio-psychologic and 


social roots of religious healing, from ancient 
consumma' 


shamanistic magic to the tely de- 
veloped and effectively modern pageantry of 
Lourdes—a healing shrine to which, as 
Weathered remarked “a trip is never in vain. 
The clinical relevance of this discussion is 
brought home by a documented survey of the 
“placebo effect” in medicine and surgery 
(Chapter IV), after which Frank again broad- 
ens the readers’ perspectives by a fascinating 
scrutiny of “thought reform” as practiced 
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the Russians and Chinese, Frank demo 
that this method can profoundly, thoug! 
tingently, modify behavior through the 
covert humiliations and threats subtly co 
tered by seemingly “permissive” and invit 
promises of reward if the subject “spontaneor 
ly” acquires “insight” into his past misdi 
renounces his previous convictions, and a 
instead the interrogator’s conceptual and 
erative universe. Frank broadly implies 
these methods are disconcertingly relev: 
many forms of psychotherapy which emplo 
(a) isolation, (b) progressive disintegration of 
former frames of reference resulting in (c) 
certainties enhanced by (d) self-doubt 
helplessness, (e) control of new sources — 
motivationally related information and (f) 
power of implicit group influences, leadin; 
emotionally abreactive “confessions” and 
seeking of new allegiances and securities. 
Frank comments: ge 

“Since the English language lacks a common 
word for invalid, penitent and prisoner on 
one hand and shaman, evangelist . . . int 
rogator [or psychiatrist] on the other, the fi 
categories will be referred to as sufferers, and 
the second as persuaders.” 

In Chapter VII Frank marshalls opera 
conditioning and other experimental studi 
which demonstrate the deeply persuasive ef- 
fects of role-playing, “spontaneity,” indirect 
rewards, and especially the approval of the” 
therapist and the patient's peer groups—either 
expressed as advice or equally strongly implied 
in the misnamed “non-directive counselling, 
Frank then selects for special examination 
choanalysis as a theory and technique, witl 
which until recently the self-styled intelligent 
sia among psychotherapists seemed most en: 
tranced. Frank believes that this was true | 
cause psychoanalysis not only (a) conf 
status and security to its practitioners, 
also (b) constituted a quasi-religious 
which could neither be confirmed nor refui 
by facts and (c) exacted from its students 

investment of time, money and pub 
dedication which most votaries could not ea 
abandon in favor of more inclusive views a 
practices. But whether or not he is analytics 
trained, a good psychotherapist must have 
“self-confidence, energy and controlled 
tional warmth ; these qualities enable him to 
offer his patients a pattern of active personal 
articipation which arouses their expectations 
of help and facilitates attitude changes.” 
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Included in the methods of individual thera- 
py (Chapter VII) are the use of physical and 
pharmacologic media which produce a “central 
excitatory state so intense as to be disorganiz- 
ing, thereby paving the way for a new reorgan- 
ization of attitudes.” These effects are enhanced 
by the impetus of the perennially renewed en- 
thusiasms of the physician and the experiences 
of “novelty” and hope for the patient; ergo, 
“all forms of treatment work best just after 
_ they are introduced,” But even the “organic- 
directive” type of therapist adds sage advice 
or unabashed exhortation as to the changes his 
‘patient should make in attitude and conduct. 
So also the “evocative therapies,” though less 
openly and blatantly, likewise direct the pa- 
‘tient into prescribed paths by means of in- 
vitably biased inquiries, “interpretations,” 
eflections” and “summaries”—all of which de- 
rive their effectiveness less from rational under- 
_ standing than from “re-education” by, and 

e-identification with, the therapist and the 
cial order he represents. 
‘In Chapter IX Frank subjects the various 
“directive” (e.g, Alcoholic Anonymous) and 
_ “evocative” (e.g., socio-analytic) group thera- 
pies to an analysis which is again both in- 
cisive and integrative, and once more traces 
eir strengths to the restoration of the patient's 
If-esteem, his renewed feelings of belonging- 
“ness and the sense of mastery he derives from 
help to others, including the therapist. Chapter 

- extends this survey to the operations of 
mental hospitals, which Frank somewhat ar- 
bitrarily divides into (a) “asylums” that em- 
f ploy alienation from home, personal isolation 
and humiliation, and systems of rewards or 
punishment leading to desired conformity in 
_ the manner of Thought Reform and ( b) “thera- 


P 


re-education, esthetic and intellectual growth, 
and social rehabilitation A 


immediate” (6 months) 
year) effects of “individual,” “group” and “min- 
al” forms of psychotherapy with outpatients 


In Chapter XII on American Psychi i 
i sychiatry in 
Perspective, Frank comments as follies. 
‘Members of a democracy do not like to see 
4 emselves as exercising power over someone 


else . . . and the scientist-observer does not 
influence. So the most prestigious forms of psy- 
chotherapy in America are termed scientific 
and permissive, though in many respects they 
are neither . . . The popularity of religious 
healing and healing cults in America may be 
related to the fact that they stress the very 
areas in which conventional forms of psycho- 
therapy are deficient.” Finally, as to research, 
Frank quotes Confucius to the effect that “A 
wise man does not examine the source of his 
well-being,” and admits ruefully that all studies 
of psychotherapy place the investigator in the 
position of the Norse god Thor who tried to 
drain a small goblet connected with the ocean, 
or the drunk who looked for his lost keys only 
under a street lamp “where there is more light.” 
Nevertheless, Frank places hope not only in 
future physiologic, neurologic and pharmaco- 
logic advances, but in more searching and ob- 
jective analyses of the operational elements and 
effects common to all forms of therapy. 

As may have been inferred, the text abounds 
with pithy purviews as well as astringent aphor- 
isms, among which the following are other 
examples: 

“As a relationship in which one person tried 
to induce changes in another psychotherapy 
has much in common with child-rearing, educa- 
tion and various forms of leadership . . . Too 
many of the ablest, most experienced psy- 
chiatrists spend most of their time with patients 
who need them least .. . [However] psycho- 
therapy is the only form of treatment which 
: » » appears to create the illness it treats . . - 
The Psychotherapist assists much as a midwife 
might at the birth of a baby. What he does may 
make a lot of difference in how smoothly or 
rapidly the process occurs, but the extent to 
which he causes it uncertain. 

Of course there are, as in all near master- 
Pieces, also minor defects in the book. To 
broaden the readership appeal of his volume, 
Frank has sometimes oversimplified his points 
and included details—for example, the in- 
stitutionalized ritualism of psychoanalytic 
training—familiar to most physicians. As an- 
other concession to lay concepts, Frank oc; 
casionally speaks of “thoughts,” “feelings, 

emotions,” “attitudes,” etc., as though they 
were Kantian categories rather than highly 
dubious abstractions of highly protean be- 
havioral processes—a logical short-circuit whi 

has blacked out many an illumination. Further 
to avoid any appearance of pedantry, all refer- 
ences and footnotes are clustered in 24 pages 
at the back of the book—an arrangement that 
forced this reviewer, a confirmed pedant, to 
keep thumbing through text, footnotes and 
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bibliography at frequent intervals to check 
Frank’s sources, references and comments. Nor 
does Frank always maintain the courage of his 
manifest convictions : for example, after anal- 
yzing the mythical-magical nature of Freud- 
ian theory and linking the dynamics of pro- 
longed analysis with those of brain-washing 
and faith-healing, he still feels impelled to pay 
somewhat indiscriminate tribute to the entire 
“movement” as “objective” and “scientific.” Nor 
can the volume be said to be complete even 
within its self-imposed limits : on the one hand, 
Frank omits the highly significant contributions 
that ethology and animal experimentation have 
made to the theories of learning, adaptational 
and social conflicts and their “therapeutic” 
resolutions ; on the other, Frank takes only 
passing notice of the burgeoning pretensions of 
current medico-metaphysical departures such 
as phenomenology, existentialism, autogenic 
training, logotherapy, etc. Finally, the index—a 
tail that occasionally wags the dog in every 
good reference work—does not do the contents 
justice and thereby diminishes the book's re- 
peated usefulness. 

But again on the positive side, Frank’s eye 
is sweeping and critical but never jaundiced, 
his texts from Lewis Carroll gems of the slyly 
apropos, his style nearly always a literary de- 
light, and his chapter and summaries models of 
memorable condensation. Therefore my per- 
sonal appraisal : I shall recommend to all of my 
best students in the foreseeable future that they 
read Persuasion and Healing, think deeply 
about it, read it again, and continue to develop 
the profoundly important issues it raises for the 
rest of their lives. Those of my students who 
are less than the best I shall, regretfully, con- 
sign to their inevitably more constricted and 
doctrinaire spheres of thought and therapy. 

Jurres H. Masserman, M.D., 
Northwestern University, 


Chicago, Il. 


Cano iw THe SHApows. By Edward L. French, 
and J. Clifford Scott. (Philadelphia and 
New York: J. P. Lippincott Company, 
1960, pp. 156. $3.50.) 


This book, intended primarily as a “manual 
for parents of retarded children,” does far more 
than its authors have set out to do. They are 
fully justified in their hope that “it will also 
be of assistance to family doctors, lawyers, 
clergymen and others who often find them- 
selves in an advisory role for the anxiety-ridden 
parents of a mentally retarded child.” One may, 
indeed, go so far as to say that it is those ad- 
visors who should make themselves thoroughly 


acquainted with the contents and be the o 
to recommend the book to parents as a 
liable, clearly written and well-organized gui 
In the past few years, a number of books hav. 
been published with similar intent ; some 
them are excellent. When it comes to lucidi 
of presentation, a general knowledge of, an 
“feel for,” the facts and emotional reaction 
involved, and practical answers to recurren! 
questions and quandaries, Child in the Sha 
ows is second to none and superior to quite | 
few. It offers the kind of reassurance thai 
comes from a combination of sympathetic w 
derstanding and familiarity with every aspec 
of the problem. It is appropriately dedicated to 
one of the pioneers in special education for the 
mentally retarded, Helena T. Devereux, who — 
may be proud of the fact that both authors — 
are associated with the Schools which she has _ 
founded. } 
Leo Kannen, M.D. 
Baltimore, M 


PSYCHOTHERAPY OF THE PSYCHOSES. Edited b; 
‘Arthur Burton. (New York ; Basic Book: 
Inc., 1961, pp. 386. $7.50.) 


To many the title of this volum 
the hopeful expectancy of new 
both theoretical and te 


hope is not 

chapters of the volume con ) 

of varying degrees of clinical experience and 

of widely disparate theoretical viewpoints. The 4 

editor has obtained as collaborators a signifi- 

cant number of psychiatrists and psychoan 

lysts who are well-known for their long experi- 

ence and their writings on the intensive psy- 

choanalytically oriented treatment of the 

this group are Donald Burn- 
Harold Searles, Edith — 

Weigert, 

were in th 

Lodge Sanitarium an 

of Psychiatry. The other w 

analytic contrib 

liam Pious an 

writers of the other chapt 

recognized by American psy 

the special points of view of Jungian and 

existential analysis, depth psychology and R 

erian client centered therapy. 

For those with long interest, knowledge ani 
experience with the psychotherapeutic ven- 
tures with the psychoses certain chapter! 
offer interesting and rewarding reading. Otto 
Will presents an excellent statement of his 
current concept of the evolution of schizo- 
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phrenic development as the consequence of 
certain destructive interpersonal experiences in 
early life. It is refreshing to learn after his 
long clinical experience his present opinion 
that those with schizophrenia may not “be 
eated satisfactorily as an isolate, apart from 
his family.” Burnham and Searles empha- 
e certain aspects of the schizophrenic’s 
ersonality development which have been lit- 
e touched upon in the past. Burnham con- 
‘cerns himself with those defects in ego devel- 
opment relative to autonomy and independence 
d portrayed by the modes of activity and 


longed therapeutic relationship. Searles em- 
yhasizes from his experience in a series of 
transference sequences the repression of posi- 
ive feelings for the mother obscured by the 
uch more attended to and well recognized 
itefulness of the schizophrenic. Searles’ 


ile Burnham and Searles provide a thought- 
focus for some unclear issues in the devel- 
opment and treatment of the schizophrenic, the 
npression of their clinical experience and 
sis is such that one leaves their contribu- 
ons without capturing a psychogenetic thread 
of understanding or a hint of experiential defi- 
it to explain the origin for these personality 
lefects in their patients. Nor do the com- 


erapeutic 
her with 


to definitive therapeutic movement and change ~ 
while preoccupation with the latter only binds 
the patient to his illness. Sechahaye empha- 
sizes that the symbolic realization of needs 
must be brought about by the therapist and 
may not occur solely through the patient. Thus 
active, if symbolic, intervention into the pa- 
tient’s life by the therapist is seen by her as 
crucial. 

Sechahaye’s concept of symbolic realization 
provides a useful theoretical framework for 
placing in perspective the papers of Pankow — 
and Caruso and Fruehmann who, respectively, 
stress the usefulness of modeling and drawing 
in effecting communication with the schizo- 
phrenic. The therapeutic value of working 
with these measures appears to rest upon | 
communication of significant needs and con- 
flicts through nonverbal means. Pankow par- 
ticularly writes on the use of clay modeling as 
a means of expressing and working through the 
patient’s conflicts relative to his body image 
distortions, certainly a most important ego de- 
fect of the schizophrenic. 

The problems of this volume stem not only 
from the space limitations imposed on the vari- 
ous authors but also by the attempt to present 
too many theoretical points of view. It is ob- 
servable that those with the greatest clinical 
experience are shortest with hypotheses and ~ 
those with the least are lengthiest in attempt- 
ing explanations based on older propositions, 
The effort of the editor to effect an integration 
is insufficient to overcome this diversity and 
is weakened as well by various oversights 0 
knowledge of certain of the theoretical issues 
discussed by him. There is a striking lack of / 
interest and consideration of the potentiality 
of combining psychotherapy with the newer 
pharmacotherapies to enhance the psycho- 
therapeutic efforts. Arieti alone expresses the 
possible value of combining the effects of in- — 
dividual psychotherapy and modem pharma- 
cotherapy as a means of reducing the over- 
whelming anxieties of the psychotic. In the 
few instances where opinions are expressed o 
the various somatic therapies or even discrimi- 
nations offered on the choice of pharmacologic 
agents, a great lack of information is betrayed. 

The volume brings together a variegat 
series of experiences and viewpoints which 
will be of interest to those experienced am 
interested in this field. The uninitiated 
find much of the reading both difficult and 
confusing. = 


Lawrence C. Kors, M.D 
Columbia University, N- Y- q 
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Human Nurrrrion Historic AND SCIENTIFIC. 
Edited by Iago Galdston, M.D. (New 
York : International Universities Press, Inc., 
1960, pp. 321. $6.00.) 


This volume is one of a series of symposia 
presented by the New York Academy of Medi- 
cine on various medical and health topics, open 
to the public. The series is edited by the ver- 
satile Dr. Galdston, Executive Secretary, Com- 
mittee on Medical Information of the Academy 
of Medicine. 

There are 24 contributions in this book 
exhibiting both historical and present day 
scientific concepts in the wide field of nutrition 
in relation to the behavorial sciences, agricul- 
ture, ecology, anthropology, economics, and 
industry, and in different parts of the world. 
There is special coverage of food habits in 
Latin America, Alaska and Northern Canada, 
China, and India. 

Stefansson tells the fascinating story of how 
he went Esquimau and thrived on an exclusive- 
ly fish diet, how he studied the Stone Age Cop- 
per Esquimau, who before his arrival in their 
territory had never seen a white man. 

There are 3 historical articles covering nutri- 
tion from classical antiquity to the present— 
the first by Owsei Temkin, M.D. of Johns Hop- 
kins University, the second by E. W. McHenry, 
Ph.D. of the University of Toronto, the third 
by E. V. McCollum, M.D. of Johns Hopkins 
University. 

A most important chapter, “Effect of Proc- 
essing on the Nutritive Value of Foods” is 
contributed by David B. Hand, Ph.D. New 
York State Agricultural Experiment Station. 
The author discusses the critical vitamins and 
the effect on them of the various types of proc- 
essing. “No food can be preserved without 
some sacrifice in vitamin content.” However, 
“A considerable number of processed foods are 
sige with added veni nie oan 

eing approved b Fi an ion 
Board. ins se. vitamins have been added 
to foods, “not because of a public need but to 
enhance sales.” ; 

Special mention must be made of the section 
on Nutrition and Population Pressures by Fair- 
field Osborn, D.Sc., President, New York Zoo- 
logical Society. He begins by expressing the 
conviction “that by far the greatest barrier to 
the goal of adequate nutrition throughout the 
world is that of rapid population growth.” He 
estimates that “at least half of the world’s peo- 
ple. are definitely undernourished, and this 
means more than a billion human beings. 
Great as have been the efforts in certain coun- 
tries to increase the food supply and widen its 


-mask-like in its ghastly intensity.” It seems that 
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distribution, Fairfield Osborn points out y 
mathematical precision that these efforts 
“of relatively small importance as far as 
world picture is concerned.” It is clear 
long tradition and consequent prejudice, 
ical and religious opposition have hi 
recognition of the vital relationship be 
nutrition and population pressures, and’ 
urgent action that should follow such recogt 
tion. ‘ 
Many subjects of current interest in 1 

science of nutrition are dealt with in sep: 
chapters in this book. They present a wealth 
information. The points at which there are gaps 
in knowledge and those at which research ` 
most active are also indicated. The prospects 
of continued investigation are encouraging ir 
sofar as widening the basis of the science 
nutrition is concerned, Much factual informa- 
tion is available, but the vital question is the 

manner and measure in which the common 
sense of mankind will see to it that the p f 
vailing and increasing knowledge is applied, 
C: BIE vie 


Tae Face or THE ANCIENT ORENT. By Saba- 
tino Moscati. (Chicago : Quadrangle Books, 
1960, pp..328, $6.00.) 


of our present civilization. A volume such as 

this is necessary reading for those who 
follow the historical development of those — 
social, cultural, and intellectual forces which ~ 
have helped form man to become what he is. 
Professor Moscati writes with his usual 
charm and authority ; there are 32 plates, 5 

figures, and a map of the area discussed in the 
text. This is the most readable and up-to-date — 
in its field. 
kcal Asmer Monracu, PH.D., 
Princeton, N. J. 


In A Forest Darr. By Harry Feldman. (New 
York : Thomas Nelson & Sons, 1960, pp. 


191. $2.95.) 


The typical aspect of an “insane person, 
says Mr. pelea, is this : “A wild look in the — 
face ; eyeballs begin to protrude ; features be- 
come a grotesque gargoyle ; mouth contorts ; 
lips start to foam ; cheeks sink; face becomes - 


Mr, Feldman entered a mental hospital where 
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_ family, where many patients “had the drawn 
_ faces and twisted bodies that indicates the last 
stages of paresis” and where the doctors (liter- 
ally) refused to give him the correct time. 
(When he asked one doctor, equipped with a 
ist watch, the “doctor’s lips curled contemp- 
tuously and he sneered : ‘I don’t know.’” That's 
_ what he got for wanting to know the time! 

One thing the book does, though, is put in a 
lug for the author's personal analyst who, it 
jays, was trained by Freud himself, Unlike the 
other doctors, this analyst had a “warm, rug- 


ged and friendly handshake.” 


thor is portraying them accurately, he cer- 
tainly picked a gabby analyst, Those of us in 
the field of hospital administration, though, can 
3 ‘Be orie tip here. It seems that in many mental 
; itals, scrub women are trained to observe 
pins and report on their conduct. If the 
woman sees the patient not mixing with 
Others, it says here (page 36), she diagnoses 
_ the case as hopeless, and you know what that 
means | 

i Henry A. DAvmson, M.D., 
Cedar Grove, N. J. 


_ Cup DEVELOPMENT AND CHILD Psycumatry. 
In Tribute to Dr. Amold Gesell in his 
Eightieth Year. Edited by Charles Shagass, 
M.D., and Benjamin Pasamanick, M.D. 
(Washington : American Psychiatric Asso- 
ciation, 1960, pp. 225.) 


t This volume consists of the 9 origi 
and the discussi Fe opin at papers 


of Medicine, 
Psychopathic 


is presented in 
de cussion is criti- 
_ cal and pertinent. Leo Kanner’s deS oe 
Arnold Gesell’s Place in the History of De- 


velopmental Psychology and Psychiatry is ap- 
propriately critical and points out the scientific 
rigor which Gesell utilized in contrast to some 
of the present work which is filled with “glib- 
ness and gobbledegook.” 

The analysis of the 40-week Gesell schedule 
by Knobloch and Pasamanick is a detailed ap- 
proach to the reliability of the Gesell develop- 
mental examination and substantiates the pre- 
cision of the evaluation in relation to prognosis, 
particularly in relation to the differentiation of 
the damaged individual from normal. 

The papers dealing with the psychiatric as- 
pects of infant behavior are of considerable 
interest and emphasize how fertile the field is 
for study of the developing personality and 
factors modifying this development. Of par- 
ticular interest in this regard is the role of 
maternal attitudes. The study presented by 
Gildea, et al., attempts to evaluate ‘maternal 
attitudes in an objective manner, and this 
paper should be of interest to obstetricians and 
pediatricians. 

The volume contains concepts and informa- 
tion of value to psychiatrists, pediatricians, and 
obstetricians as well. 

Roser E. Cooke, M.D., 
Baltimore, Md. 


Pioneers 1N CrmnoLocy. By Hermann Mann- 
heim. (Chicago : Quadrangle Books, 1960, 
pp. 402. $7.50.) 


The criminal lawyer is concerned with 
whether or not the accused committed the 
crime. The criminologist is much more deeply 
interested than that, he wants to know why 
the criminal committed the crime. In this vol- 
ume the views of 16 leading criminologists, are 
presented by as many authorities. The volume 
opens with a valuable critical introduction by 
the editor, followed by the following essays : 
“Cesare Beccaria,” by Elio Monachesi; “Jet 
emy Bentham,” by Gilbert Geis ; “Alexander 
Maconichie,” by John Vincent Barry ; “V. J ohn 
Haviland,” by Norman B. Johnston; “Isaac 
Ray,” by Winfred Overholser ; “Charles Doe, 
by Frank R. Kenison ; “Henry Maudsley, by 
Marvin 


with an article by Clarence Ray Jeffery on “The 
Historical Development of Criminology.” There 
is a good author and subject index. On the 
whole this is a most welcome volume. 
Asauey Montacu, Pu.D., 
Princeton, N. J. 


Ams to Psycuratry. 8th Ed. By W. S. Daw- 
son, M.D., and E. W. Anderson, M.D. 
(Baltimore : The Williams and Wilkins Co., 
1960, pp. 310. $3.50.) 


This is a remarkable volume which presents 
a concise description of practical psychiatry. It 
is ideal not only for medical students but also 
for those ancillary personnel who require a 
knowledge of psychiatry and for those studying 
for their boards, 

This text, which was written for a British 
audience, is applicable to the American scene. 
One must commend the authors on their excel- 
lent description of Jasper’s concepts of psy- 
chopathology. This volume is recommended for 
those individuals who wish a first-rate ab- 
breviated psychiatric manual. 

Louts L. Lunsky, M.D., 
Los Angeles, Calif. 


GeneraL Psycnornerary (An Outline and 
Study Guide). By John G. Watkins, Ph.D. 
(Spingield : Charles C Thomas, 1960, pp. 
255.) 


The novitiate in psychiatry, who would at- 
tempt to gain a modicum of erudition in psy- 
chotherapy, is confronted with a confusing 
mass of literature. Theories of personality are 
diverse (but claims to “cure” are equal) ; tech- 
niques are multitudinous ; research approaches 
are diverse. The feelings evoked in first ex- 
amining this mass must resemble those of the 
first rat who tried to run his first maze in psy- 
chological experiments : frustration 
as one attempts to discern the side alleys and 
blind corridors from the main paths. 

The new book by John G. Watkins, is a good 
solution to the problem. It presents an - 
lent outline, with appropriate bibliography, of 
the foundations of psychotherapy, its theories 
and techniques, particularly as applied to the 
major diagnostic categories of mental illness ; 
and a bird’s eye view of evaluation and re- 
search in psychotherapy. 

This book will also be of value to the more 
experienced therapist to use as a reference for 
browsing when particular questions arise in 
practice. Also, to the lecturer, the outline might 
Serve as a guide for topic presentation. 


One criticism might be voiced. Rather 
a “one publication issue,” it would be des 
to have this volume expanded periodical 
keep pace with new developments. And, 
sonally, this writer would like the sect 
research in psychotherapy expanded, 
Nya J. Core, M 
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An OUTLINE or CHEMICAL GENETICS. By Be 
nard S. Strauss. (Philadelphia: W. 
Saunders Co., 1960, pp. 188. $5.00.) 


of chemists. The chemist will soon enou 
getting into the act, for every day the . je 
becomes more and more complicated ; but 
the interim, and while the subject is in whati 
perhaps its most interesting stage of develop- 
ment, Dr. Bernard Strauss has produced. this 
immensely readable and stimulating account of 
what has thus far been learned of the chemistry 
of heredity. Indeed, it is an extremely d 
account of this important subject which will 
welcomed by the expert and the tyro- alike 
Asnizy Monracu, Pu.D., | 
Princeton, NG 


n Ail 
Leisure xv Amenrca. By Max Kaplan. (New 


York: John Wiley and Sons, 
pp. 350. $7.50.) 


g widely recognized in 
increasingly available leis 
s a problem which 
of psychi- 


Inc., 196 


subject. à a 
Apert C. SHerwin, M.D., 
The New York Hospital, 
New York Ci 
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Davcs anp Benavior. Edited by Leonard 
Uhr, Ph.D., and James G. Miller, M.D., 
Ph.D. (New York and London : John Wiley 
and Sons, 1960, pp. 676. $10.75.) 


`- This big book is the result of an ambitious 
undertaking supported by a USPHS grant 
which aimed to assemble a collection of 
studies that could help develop an objective 
scientific evaluation of the new drugs affecting 
human behavior. Its primary focus is methodol- 
ogy, often illustrated with data, but with no 
presumption of completeness. A majority of 
the contributors are psychologists, and a 
minority psychiatrists, with a small representa- 
tion from pharmacology. The list of contribu- 
tors is long and distinguished and comprises a 
_ significant sample of leading researchers in the 
_ field. The psychiatrist may be particularly in- 
_ terested in the contributions of Himwich, Leh- 
_ mann, Cole, Kurland, Freyhan, Di Mascio and 
Shagass. There is a lively and readable sub- 
jective account of sensations under psycho- 
tropic medication by C. C. Bennett. Research 
workers in the field will find the many dis- 
cussions of experimental design invaluable : 
nobody who studies them is likely to make 
naive blunders of omission in his future work. 
A number of ingenious testing approaches and 
sophisticated instruments are described that 
can enrich our experimental resources. An ex- 
cellent index enhances the value of the book. 
The scientific evaluation of the newer drugs 

= must steer a course between experimental 
studies that yield objective and verifiable data 
that are sometimes partial, irreyelant or mis- 
leading, and clinical observation that addresses 
itself to the complexities of the problem, at the 
risk of being subjective, biased wor. otherwise 


flects a preference of the first approach. There 
is little in it that could be called a product of 
bedside observation by skilled observers, 
though Freyhan makes a persuasive case for 
-clinical observation. 
f Of the contributing psychiatrists only a few 
write in a clinical vein, Though most of the 
_ authors implicitly accept one or another theo- 
retical premise, there is too little explicit formu- 
-lation of these premises. Thus Waggoner in his 
preface speaks of drugs as a sort of secondary 
alternative to psychotherapy, to be used by 
family doctors when there is no trained psy- 
chotherapist available, because “in the treat- 
ment of mental illness psychotherapy is still 
the keystone, the most important and best 
method.” 
But if there are physiological causes and 
physiological components in mental disorders, 


inadequate. This compilation of studies re- | 


could not a physiological treatment also be a 
keystone and best method of therapy in some 
cases? It would seem to me desirable for 
researchers in this field to spell out the theory 
of mental disorder with which they approach 
this work, and to offer some suggestion of 
where they think the basic factors might lie. 

Those who pin their faith on objective tools 
in psychiatry can learn a lesson from the history 
of intelligence testing. The long effort to meas- 
ure intelligence finally led to a widely held 
but false belief that the Intelligence Quotient 
is synonymous with intelligence, to the detri- 
ment of scientific work in this field. Now it is 
the sophisticated psychologist who has to re- 
mind the public that the I. Q. is an instrument, 
and sometimes a very blunt instrument of 
strictly limited value. Let us not make the error 
of equating psychiatric disorders with weighted 
behavior profiles or ingenious factor analyses, 
however useful these may be as tools. 

The reduction of a complex problem to 
simpler measurable components requires us to 
discover not only what is simple, but also what 
is basic. As Freyhan wisely says, “There are 
not only naive methods of clinical empiricism ; 
there is also the threat of a naive faith in tech- 
nical objectivism . . . experimental investiga- 
tions cannot be substituted for clinical ex- 
plorations.” 

In spite of these considerations this volume 
satisfies a basic need : it offers a fairly full ac- 
count of principles and pitfalls of methodology 
in drug research, and can be regarded as an 
indispensable handbook for workers in this 
field. It will not satisfy the needs of the busy 
clinician. There is very little discussion of the 
kind of treatment that is most likely to help a 
hospitalized acute schizophrenic go home soon, 
or relieve an agonizing depression in an out- 
patient. Yet this is the area where the busy 
clinicians need not only certain knowledge, 
but reasonable working hypotheses. 

Josera Wortis, M.D., 
N. Y. State University, 
Downstate Medical Center. 


Tue Froc Ponp. By Joyce MacIver. (New 
York: George Braziller, 1961, pp. 412. 
$4.95.) 


As stated in the foreword, “This book is a 
fragment of an autobiography . . . the events, 
insofar as they concern the narrator, are true.” 
The author obviously remains anonymous, as 
she goes into considerable detail about her life 
and her associates. She is a career woman who 
writes for a magazine, and in this story she 
records her search for _ self-understanding, 
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which is the essence of psychoanalysis. 

The story begins in the summer of 1942, 
when she “foolishly supposed the problem 
might be solved by thinking.” In the course 
of the next several years, she encountered six 
different psychoanalysts and rather graphically 
tells of her experience with each. She relates 
her compulsion that drives her from analyst to 
lover and from lover to analyst and back again, 
and the end result is not in favor of the therapy 
of psychoanalysis. However, for any physician 
interested in the process of psychoanalysis, 
much can be learned from this narration. The 
author truthfully depicts the personalities of 
the persons under whom she was treated, and 
one would certainly come to the conclusion 
that psychoanalysis is something that should 
only be administered by an expert, and that, 
when inexpertly carried out, can do grave 
damage. On the other hand, any physician 
who has used psychoanalysis effectively. will 
find this experience of one woman of con- 
structive value. It will help him to perhaps 
evaluate his own technics. 

Through these 412 pages, divided into 44 
chapters, the reader will find himself at times 
intrigued, and at other times disgusted, but the 
chapters are short enough and the narrative 
is so well written that he will read the book 
from cover to cover. + 

James L. MCCARTNEY, M.D., 
Garden City, N. Y. 


ALLCEMEmNE Psycuorarnorocwe. By Karl Jas- 
pers. (Berlin, Germany : Springer-Verlag, 
1960, pp. 748. DM. #56—.) 


z The present edition is the seventh of this 
“classic” in psychiatric literature, first published 
in Heidelberg in 1913. Hòwever, the subse- 
quent editions have’ changed the book in a 
way that, if the reader had all 7 editions to 
compare, he could get a glimpse into the de~ 
velopment of psychiatry during the last half 
a century. Part of the history is reflected in the 
short, but not so cryptic, statement by Jaspers, 
dated March 1946, that his “book which had 
been revised in July 1942 was censored and 
prohibited from being published !” The author 
wants it to be understood that the essence of 
his book, which has often been described as a 
representative of phenomenological theories 
and thinking, is only partly so: the meaning 
es teaching of psychiatry is umfassen- 

T (more universal) : the clarification of the 
methods of psychiatry per se, ihre Auffassungs- 
weisen und Forschungswege (its conceptions 
and methods). He aims, and, in this reviewer's 
Opinion, successfully, to present the entire 


clinical and empirical Wissen (knowled; 

“through methodical and critical reflection 
While this book is voluminous, it is also vah 
able and it seems to speak for its success, 
an expensive set has lived through 7 editions 
in the course of half a century ! wie 


Hans A. Inuine, Px.D. 
Los Angeles, Calif. j; 


Man’s Presumrrtuous Brar. An Evolutiona 
Interpretation of Psychosomatic Disease. 
By A. T. W. Simeons, M.D. (New York: 
E. P. Dutton & Co., Inc., 1961. $5.75.) - 


This is a very interesting present: 
which is open to considerable argument. D. 


he began reading 
challenging views, details about which I pride 


only a book for lay people but also a must for 
all physicians who wish to overcome thei 
scientific presumptuousness.” ’ 
The author emphasizes (p. 3) that “Th 

number of diseases to which a psychosomatic 
interpretation can be given is growing rapidly. 
Diseases which are not caused by external 
agencies, diseases which are neither congenital 
nor hereditary, and those which do not o 
in wild animals are all likely to have a psych 
somatic background. We are witnessing 
alarming increase in the frequency wil 
which psychosomatic diseases, now recogni: 

as such, are occurring in modem urban man, ~ 
and there is good reason to be apprehensive — 
about the sharp rise in the incidence of colitis 


duodenal ulcers, high blood pressure, coronary ~ 
.. For a better under- — 


chosomatic Disorders : 
digestive tract ; Disorders of 
tive tract; Disorders of the 

blood vessels ; Disorders of the thyroid gl 

and the nature of obesity ; Diabetes ; Disorders ~ 
of the bones and of the muscles ; Disorders of 
sex.” Ill. “An Outlook : Survival and 


Human Psyche.” 
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There are nine graphic illustrations and 
grams which explain the text. The whole is 
well indexed, Although this is not a textbook 
md. no references are given, any person in- 
terested in psychosomatic disorders will find 
it easy reading and certainly most stimulating, 

James L. McCartney, M.D., 
Garden City, N. Y. 


CIENCE AND PsycHoanatysis. Vol. IV. Psy- 
' choanalysis and Social Process. Edited by 
Jules H. Masserman, M.D. (New York 

City: Grune & Stratton, Inc., 1961, pp. 
_ 196.) 


~ This book is a well organized compilation of 
_ papers and the discussion of them, read at 
_ the Academy of Psychoanalysis meetings, May 
_ 1960. Dr. John Millet in his preface sets the 
- tone for the papers to follow in his reiteration 
_ of the Academy’s original purposes, “to estab- 
ish a free forum in which there could be a 
_ continuing exchange of divergent views on 
he theory and practice and on the relation- 
hips of psychoanalysis to its parent body of 
sychiatry and to the biological and social 

~ sciences,” 
__ Dr. Millet urges that psychoanalytic in- 
‘stitutes that have no affiliation with either a 
“hospital or medical school should seek such an 
alliance. Dr. Kenneth Appel, in his discussion 
f Dr. Knight Aldrich’s paper, “What Price 
jutonomy,” says that such an affiliation would 


| tends toward controlled thinking.” He 

ds, “the development of new ideas is a 

rime desideratum in psychiatry today.” He 

gests a different set of standards for those 
going into private practice and those going 
~ into research, teaching or full time jobs in 
medical schools or centers. 

"Seven excellent Papers on the relationship 
of psychotherapy to the social sciences stress 
the need for further cooperative research and 
_ mention the inherent, but not insurmountable 
' difficulties found in such joint research. In 
the interest of brevity, I call attention only to 
Harold D. Lasswell’s paper, “Psychoanalytic 
Conceptions in Political Science,” a pertinent 

and interesting report of the past contributions 
of psychoanalysis to political Science, con- 
cluding with the hope that continued contribu- 


tions “might enable political scientists to find 
some effective means of advancing our knowl- 
edge of politics and clarifying basic policy at 
every level of public life.” 

Six papers follow on “Psychoanalysis and 
Transactional Dynamics” and “Communication 
and Therapy,” all reexamining basic psycho- 
analytic theories and processes of therapy. Dr. 
Roy Grinker in discussing Dr. William Silver- 
berg’s paper on “An Experimental Theory of 
the Process of Psychoanalytic Therapy,” says, 
“in recent years much more attention is being 
paid to studies of therapeutic processes oc- 
curring in psychoanalysis and other forms of 
psychotherapy. Our stock in trade, the basic 
foundations of our healing roles, is being 
looked at with a kind of courage (and anxiety) 
that has long been missing. . . . If we, as 
psychoanalysts are to stake our claims in the 
field of psychiatry on the soundness and 
efficacy of our therapies, it behooves us to 
understand what we are doing and when, and 
to endure anxiety in investigating our results 
more carefully,” 

Dr. Norman Levy in his fine preliminary 
survey of the research project conceived and 
directed by Dr. Franz Alexander, states, “the 
most significant feature of our research is that 
several therapies are being visually and audi- 
torily observed by experienced psychoanalysts 
during the entire duration of therapy.” He 
examines the element of insight in therapy, the 
continuous interaction between therapist and 
patient and the neutrality of the therapist as 
to their importance in therapy. 

The paper by Dr. Aldrich, above mentioned, 
concludes the book, He traces the history of 
psychoanalytic institutes, considers the past 
and Present recruitment and training of psy- 
chiatrists and Psychoanalysts, and į summary 
states, “a dynamic and eréative psychoanalytic 
movement needs every opportunity to test its 
old theories and to develop new theories, to 
amass all the relevant experimental data pos- 
sible and to €xpose its scientific operations to 
the fullest available range of check and cross- 
check. It needs every opportunity both to 
encourage intelligent and imaginative medical 
students to enter psychiatric and psychoana- 
lytic training, and to share its discoveries and 


its problems with the rest of the scientific 
world,” 


to reunite with the medical community which 


Teasons.” It seems to me that this book makes 
admirable Progress in this direction by pre- 
senting a scholarly approach to the problems 


Ee 
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so ably presented here. 
Benyamin H. Batser, M.D., 
Director, Research & Training in Psychiatry, 
St. Luke’s Hospital, New York, N. Y. 


Levcoromy iv ENcLAND ann Wares 1942- 
1954, Ministry of Health Reports on Public 
Health and Medical Subjects No. 104. By 
G. C. Tooth, and M. P. Newton. (London : 
H. M. Stationery Office, 1961, pp. 36. 
2s. 6d.) 


When psychosurgery was introduced into 
England during World War II, the Board of 
Control (England and Wales) kept close track 
of all operations, and published a report on 
the first 1000 cases in 1947. The Board of 
Control subsequently went out of existence 
and its functions were taken over by the 
Ministry of Health. The present study em- 
braces 10,365 patients operated upon once 
for mental disorder and followed for 3 to 15 
years. Data were obtained from 110 partici- 
pating hospitals. This is by far the largest 
series ever reported upon. 

Patients were grouped under 3 headings : 
schizophrenic 64%, affective 25% and “other” 
11%. Only 14% were operated upon during 
the first 2 years of illness, and 41% had been ill 
more than 6 years. At the time of the survey 
46% of all patients had been discharged, more 
in the affective (67%) and “other” (65%), 
than in the schizophrenic (36%). The length 
of stay in the hospital after operation and 
before discharge was greater for the schizo- 
phrenic, but nevertheless reached 8 to 10 
years in a surprising number. The authors 
reject the thought that leucotomy alone was 
responsible for discharge, pointing out the 
profound alterations that have taken place in 
Management of patients, community relations 
and the introduction of new drugs. They are 
more impressed by the response in chronically 
ill patients, hospitalized for 7 years or more 

efore operation than that in early cases. 
About one-third of the patients were fol- 
lowed up after discharge from the hospitals. 
There is reason to think that those not followed 
up were more effectively self-sustaining than 
those who kept in touch with the hospitals. 
All the discharged patients (including those 
who died later) were divided into 5 classes, 
Tanging from total recovery to family burden. 
Hospitalized patients were also divided into 5 
classes, ranging from social recovery to un- 
changed or worse. The authors combined the 
3 lowest of the discharged with the 3 highest 
of the hospitalized in their analysis of the 


clinical condition at the time of the s 
“It will be seen that 36% of the men and 
of the women were reported as at least gre 
improved after the operation; and at the 
end of the scale 4% of the men and 3% of 
women died, with death being wholly 
partly attributed to leucotomy.” Relapses o 
curred in 21%, mostly in younger patie 
figures being given in the Appendix for 
relapsing in hospital and those readmitted 
relapse. Aside from transient fits soon afte 
operation, epilepsy was established in 1.3} 
Personality downgrading of severe type w 
noted in 3.1%, older patients faring worse. 
In discussion the authors point out. 

there was greater improvement than wo 
have been expected without surgery, even 
when used as a last resort, in a considera! 
proportion of patients in whom the progn 
would, at the time, have been regarded 
most unfavorable.” While leucotomy can o 
free the patient from distress, this in s 
cases must be at the price of accepting a | 
level of existence. “This bargain has often 
be struck in medical practice,” for example 
amputation or colostomy. The falling off 
leucotomy is attributed to such dangers in 
spite of the introduction of less radical surgi 
procedures and also due to the fact that “ 
treatments have provided a safer means 
obtaining comparable results.” y 
The 10 years separating these 2 reports on 

leucotomy show that psychosurgery 
achieved some lasting effects—and a fi 
(3.1%) distressing failures. bs 
Water Freeman, M.D., 

Sunnyvale, 


PsyCHODIAGNOSTISCHES VADEMECUM, Hilfs 
bellen für den Rorschach-Praktiker. 
E. Bohm. (Bern and Stuttgart: Verl 
Hans Huber, 1961, pp. 181. Fr./DM 
22.80.) } 


The author of the present book is well 
known for his large text on the Rorschach tesi 
widely used in Europe. In this Vademecum hi 
provides, as he states in his forewor 
aide memoire which, after technical pr in} 
of a test protocol, will facilitate the more 
essential task of evaluating it clinically. h 
book consists entirely of tables which 
synoptic information on the broad range 0 
Rorschach test topics. These include the in- 
dividual test variables, some modifications 
which the test has been subjected, its, ys 
of reflecting intelligence, and the manifesta- 
tions in it of the effects. Separate chapter: 
present the findings for the age ranges, con- 
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stitutional personality types, and one each for 
‘the major clinical groups. A separate chapter 
presents differential indicators in parallel 
olumns. 

As Bohn emphasizes, the book is no substi- 
te for a Rorschach text or training. It 
upposes acquaintance with the “classical” 
orschach technic. He also makes it clear that 
restricts itself to “static” evaluation, a level 
which he contrasts with dynamic interpreta- 
and which he considers not a science but 
art. On this latter point this reviewer is not 
eady to agree. But discussion of this issue 
ould necessitate settling first one of a prior 
‘der : what is the essence of clinical science ? 
ce it is an issue far afield from the purposes 
this review, I will close by noting that to 
. experienced user of the test, the manual 
an be a big help. It is a compact ready 
nce source on the numberless evaluation 
roblems presented in Rorschach test diag- 


aM 


SAMUEL J. BECK, 
University of Chicago. 


‘Curnica, Comp Psycutarry. By Kenneth 
Soddy, M.D., D.P.M. (London: Bailliere, 
indall and Cox, 1960, pp. 470. $8.50.) 


_ The field of child psychiatry has, as yet, few 
lard textbooks and the majority of these 
‘American authors. Coming from a noted 
psychiatrist, the present volume rep- 
ents a welcome and illuminating addition. 
aim is to provide a comprehensive clinical 
survey, useful not only to those physicians, 
Psychologists and social workers who have 
ialized in this field, but also to the many 
at disciplines that in one degree or other 
involved in the care and treatment of mal- 
idjusted children. With this clinical emphasis, 

author appropriately selects extensive case 

erial to illustrate the processes under dis- 
sion. This does not by any means infer sacri- 
n the didactic side. Quite the contrary ; 


slants on current theory. 
The author first deals with the current con- 
ptions, medical and lay, on the vexed ques- 
ion of the role of inheritance and then ex- 
amines the general implications of family life 
in a rapidly changing era. Particularly interest- 
ing to people in this country may be the pene- 
‘trating picture given of the Southern English 
values, attitudes and mores that inevitably 
mould the growing child in this culture. This is 
ecessary to provide the background of the pre- 


sented cases, The psychological and -physical 
implications of the processes of gestation, preg- 
nancy, birth, nursing, toilet and habit training 
are dealt with in sequence and detail and con- 
stitute, because of the paramount formative 
influence of these early stages, the larger part 
of the book. Mental defect, psychosomatic ill- 
ness and the reactions to physical disability are 
given merited positions with due consideration 
of the consequences of parental reactions and 
the unnecessary and avoidable deleterious ef- 
fects that emerge. With regard to the school 
years, the author again presents a graphic 
account of the organization of school life and 
its values and the attendant hurdles and prob- 
lems. The detail enables valid and valuable 
comparison of the merits and drawbacks when 
contrasted with the somewhat different orienta- 
tion prevailing in America. Throughout, the 
case histories are well chosen to illustrate 
graphically the factors in various kinds of 
disturbance. These chapters are much clearer 
and more readable than the majority of similar 
writings. 

It is impossible in one book to give equal 
emphasis to all areas of a rapidly expanding 
field. Accordingly, in the sections on adoles- 
cence and therapy the author has chosen to 
discuss only the salient features. He outlines 
the process of examination and diagnosis, the 
various roles of the personnel in the clinic and 
presents a valuable summary of psychotherapy 
and other treatment approaches. At the end 
the author ties together the various sections by 
Proposing his own method of classification. 
This does not rely on a transposed (and im- 
posed) system from adult psychiatry, nor on 
purely symptom differentiation. It emphasizes 
syndrome differentiation as the basis of ap- 
proach, 

Though he relies strongly on psychoanalytic 
theory, the author uses ideas from other fields 
and, at times, disagrees with the orthodox 
views, e.g., “the genital sexual emphasis of the 

s castration anxiety.” His comments on 
certain features of American childhood and 
atmosphere are thought provoking, and the 
English attitude that psychiatry is and should 
be closely allied to medicine is implicit. 

Such criticisms as might be made must then 
be viewed as against this solid achievement 
and are minor. One would have liked to see 
Some mention of the influence, good or bad, 
of television and a discussion of the role of the 
newer advances in psychopharmacology. A full 
bibliography would have enhanced the useful- 
ness of the book and is somewhat surprising in 
its absence. In addition, the amplification of 
the author’s observations by sociological and 
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child cultural studies would have underscored 
the undoubted general application of the prin- 
ciples and problems with which he has dealt. 
The book is a noteworthy addition to the 
field of child psychiatry. 
Quentin Raz GRANT, M.B., D.P.M., 
Johns Hopkins Hospital, Baltimore, Md. 


Poputar CONCEPTIONS oF MENTAL HEALTH: 
Their Development and Change. By J. C. 
Nunnally, Jr. (New York : Holt, Rinehart 
& Winston Inc., 1961, pp. 310. $5.00.) 


This is not, as one might infer, a review of 
current popularly held theories about mental 
health and illness. Rather is it a collection of 
several separate studies using the familiar 
sampling and questionnaire-interviewing tech- 
niques of the opinion poll, designed to dis- 
cover what the public “knows” about mental 
health, what feelings and attitudes it holds 
toward mental illness and mental health pro- 
fessionals. The book includes also critical 
studies of the mental health concepts pre- 
sented in fiction, drama and news stories by 
the mass media and an analysis of how mental 
health information can be successfully com- 
municated, 

The author claims that his results show 
clearly that the public is not misinformed and 
that there are but few widely held misconcep- 
tions. There are some “voids” however where 
people are uninformed. Furthermore the aver- 
age person eagerly looks to the expert for 
new information and when given with author- 
ity he will accept it even when it seems 
patently incorrect. 

On the attitude side, the author states that 
there is no doubt that stigma exists. It is very 
general and forms a “negative halo” about the 
patient and the treatment methods used, if 
not about the experts themselves. 

The views of these experts on suitable public 
education material were studied. It was found 
that there was agreement on only a narrow 
tange of ideas. Anyone who has attempted to 
work with an inter-professional committee on 
à program of education in mental health will 
agree wholeheartedly with this finding. 

In the study of the mass media, the author 
finds that mental health problems are usually 
stylized to meet the requirements of the drama 
or the fiction, One half-serious conclusion is 
that mental health organizations should sponsor 
good” soap operas with acceptable mental 
health concepts | 
; These studies form an interesting contrast 
x those reported by Gerald Gurin, et al., in 

Onograph No. 4 produced by the Joint Com- 


mission on Mental Illness and Health in i 
no effort is made here to determine what 
ple think and feel about their own 
health. This could lend a certain objectivity 
the opinions and ideas collected. On the o 
hand the samples used are small and 
interpretations are often very free. 

The studies, however, are of considerable 
interest to those engaged in public education” 
in this field. 5 

J. D: Grurriy, M.D. 
Toronto, Canada. — 


Emotiona Maturity. 2nd Ed. By Leon J. 
Saul, M.D. (Philadelphia : J. B. Lippincott — 
Co., 1960, pp. 393. $6.50.) 


The second edition of this book, appearing 
10 years after the first, provides as Me 


terial spells 


ably, influence 
The language 
freshing in its 
tension. 


e a te Ric 
section of the book outlines 
implications for preventive psychiatry of 
an understanding of emotional development. 
. Saul then proceeds to explain the effects 
he major human feelings on the develop- 
of personality ; he particularly stresses 
e relationship between dependent needs, hos- 
‘and the demands of reality, and explains 
ay the structure of the mind attempts 
to grate a variety of biological and social 
Aea ions, The latter half of the book fur- 
er defines the causes of neurotic illnesses as 
ell as the way in which the organizing func- 

ions of “mind” are expressed as personality. 
Those who concern themselves with human 


Is at either a clinical, biological or social 
ae >] will find this book quite personally mean- 


Haroup A. GREENBERG, M.D., 
National Institute of Mental Health, 
Bethesda, Md. 


eroLocy or Crime. Edited by Joseph S. 
Roucek. (New York: Philosophical Li- 
ary, 1961, pp. 551. $10.00.) 


he description, classification and clarifica- 
fon of social factors in crime serve an im- 
portant integral purpose in the academic ap- 


p | to correction and in the education of 
th correctional personnel and an informed 
4 The scope and depth of what is here 
sociological criminology are aptly il- 
ted in this collection of 21 Papers by 
lists in various segments of the field, most 
hem faculty members. The topics range 
m the geography of crime and theories on 
Unquency to current trends in police work 
ind penology. There are also interesting and 
n ructive sections on crime and criminologi- 
| problems in other countries, with especial 

on to the Soviet bloc, 
t the contours of sociology, like those 
er disciplines, are shaped on the anvil of 
controversy is made clear in a com- 
hentary by Gilbert Geis of Los Angeles State 
ollege. Reviewing a typical vein of polemical 
Jate on the theory of differential association, 
he remarks whimsically, “If internal conflict 
represents an index of the health of a discipline, 
criminology might well lay claim to being one 
4 £ the most vigorous areas of current academic 

-Tesearch. 

___ Incidentally, in his discussion of the differen- 
tial association theory, first propounded by 


Cet ce ee 5 ae haere 
Edwin H. Sutherland, Mr. Geis gives ‘more 
weight to those who regard it as at best a- 
tentative and partial criterion of criminal be- 
havior than to those who would accept it as a 
valid general approach. Since Sutherland’s 
theory—that crime is a symptom of social dis- 
organization and that criminal behavior is 
learned behavior—is associated with a de- 
terministic philosophy, Mr. Geis suggests that 
this accounts largely for “an interdisciplinary - 
Maginot Line” between criminology and crim- 
inal law, the doctrine of free will being im- 
plicit in the latter. He finds encouragement, 
however, in current attempts at rapproche- 
ment between the law and the social sciences 
and indicates that a new group of criminolo- 
gists is coming to the fore in whom the hopes 
for a progressively oriented criminological 
sociology are mainly centered. 

The closest approach to therapeutic con- 
siderations in the volume is found in a mono- 
graph on the psychopathology of the social 
deviate by Dr. Nathan Masor of Staten Is- 
land. In the course of a comprehensive review 
of the pathologies related to crime, Dr. Masor 
offers the term “occult psychotic” to describe 
those who break out in violent offenses without 
having manifested such tendencies previously. 
Using the word “occult” to mean latent or hid- 
den rather than mysterious, he applies the 
label to “a sudden violent antisocial manifesta- 
tion, with little or no predatory warning in a 
person erroneously believed to be well inte- 
grated.” Like Mr. Geis, Dr. Masor dismisses 
attempts to use psychoanalytic concepts to ex- 
plain criminal tendencies, Concluding that no 
apparent physical cause in the brain or glandu- 
lar makeup can be identified as a basis for the 
behavioral tendencies of the psychopath, he af- 
firms that “this does not rule out the possibility — 
of biochemical causation’ which may parallel 
the very recent findings of the schizophrenic 
personality.” 

More than a third of the book is devoted to 
teports on crime, criminology and correction in 
England and Western Europe and on delin- 
quency, crime, criminal law and police -and 
penal systems in the Soviet region. The latter, 
compiled by Joseph S. Roucek, constitutes an 
unusual roundup of comparative information 


in a field that is largely new to American read- 
ers. 


Rawr S. Banay, M.D., 


New York 21, N. Ya 


HUGHLINGS JACKSON’S PRINCIPLES AND THE 
ORGANO-DYNAMIC CONCEPT OF PSYCHIATRY * 


HENRI EY, M.D? 


Jackson’s principles of the evolution and 
dissolution of the nervous functions have 
been applied to the realm of neurology with 
striking success, directly inspiring all neuro- 
logical works in the last 100 years(46, 48, 
49, 72, 86, 87, 88). What generally hampers 
the application of these principles to the 
realm of psychiatry stems from two difficul- 
ties: The first one is that the application 
of Jackson’s principles to psychiatry seems 
to reduce psychiatry to neurology(45). The 
second is the fear that the application of the 
concepts of evolution and dissolution to 
psychic activity would mean their applica- 
tion to an unreal abstraction. I think that 
these two conceptual difficulties are respon- 
sible for the psychiatrists’ indifference—if 
not opposition—toward the Jacksonian con- 
cept of psychic disturbances, and this is 
perhaps even more true in Anglo-Saxon 
than in other countries. For it seems almost 
inconceivable that the Jacksonian theory, 
despite the influence which it had on the 
early works of Adolf Meyer and on a few 
other isolated attempts, has never been 
thoroughly utilized in English-speaking 
countries, 

For my own part, I have for 25 years 
been deeply involved in the study of the 
Jacksonian concept of nervous activity and 
have attempted to work out an “organo- 
dynamic concept” of psychiatry that would 
he the mo former difficulties mentioned 

ove, ie., the risk of “neurologizing” psy- 
chiatry, and the risk of oversystematizing or 
abstract construing. 

For it is true that only by a thorough re- 
vision both of the Jacksonian concept and 
of psychiatry can Jacksons principles be 
applied to the latter. It is to this double 
undertaking that I have applied myself in 
the works listed in the bibliography. Obvi- 
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Translation by H. Ellenberger, M.D., Allan 
motal Institute, Montreal. 
3 Chief Physician, Hôpital Psychiatrique de 
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ously, I cannot think of expounding this 
concept in all its detail and with all its basic 
theoretical aspects here. I shall therefore 
limit myself to a few indications which | 
might enable the reader to understand the — 
inner relationship between the assumptions 
which make up a scientific hypothesis based 
on Jackson’s concept, but extended to the — 
dimension of mental diseases and consistent — 
with their psychopathological structure. a 
When speaking of the evolution and dis- ~ 
solution of nervous functions through a 4 
literal application of Jackson's concept, one ig 
necessarily refers to the model of the physi- 
cal structuration of the nervous system: To 
be sure, from Jackson’s point of view the x 
nervous system is not merely a mechanical 
apparatus but a system of functional in- k 
tegration, as Sherrington (86, 87, 88) wasto 
show so admirably later. But Jackson's con- 
cept, when applied to nervous conditions, 
moves, as it were, in the cerebral space, at 
the levels of and within the hierarchical 
structure of its centres which are raised 
above and superimposed on each other in 
the functional verticality of the nevraxis. 
The application of this schema to mental 
diseases implies that its spatial concepts 
have been superseded by more global and 
more energetic ones. This means that it is” 
necessary and adequate for the application 
of the concepts of evolution and dissolution 
to the realm of mental pathology that the - 
latter take the form of a pathology of the 
energy integrating system. I leave aside the 
problem of knowing whether the concepts” 
of integration, functional circuit or the 
“feed-back” of cybernetics(2, 3, 95) exhaust 
all the possibilities of conceptualizing the ~ 
nervous energy of integration. But it seems — 
obvious that whatever, so to speak meta- 
physical, interpretation can be given for this 
energy and for its functional devices, the 
latter make up the He re of m ‘ 
integrati or integrative) activity as ais- 
e A the functional reality of the 
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‘apparatuses and centres which form within 
the nervous system a series of structures 
that are integrated. In this fashion it should 


does to the materiality of the nervous sys- 
em, but that neurology and psychiatry are 
iken as two different facets of nervous 
pathology. Neurology is the pathology of 
the partial disintegrations of the instru- 
mental, sensori-motor, agnosic, praxis func- 
tions, which correspond to localisations of 
netional centres—whereas psychiatry is 
the pathology of the nervous integration 
ivity itself at its higher level( 25). In this 

_ way, the first objection which comes to the 
“mind in regard to the application of Jack- 
's principles must fall away since this 
plication does not postulate a pure and 
imple identity of neurology and psychi- 
r, but on the contrary marks their bound- 
aries. In regard to the second objection, 
consists in wondering to which 

ity the concepts of evolution and dis- 
olution of psychic functions correspond— 
which amounts to wondering whether 
eaking of the evolution and dissolution of 
ychic functions is not idle talk—I also 

nk that the facts can furnish an answer. 
chic activity, ie., that mass of all psycho- 
Gem phenomena which enters into the 
k of consciousness or builds up the per- 
nality (the Ego), cannot be reduced to 
thing by an improper use of the Cartesian 
ama, for it is impossible, in practice, 
onsider psychic activity either as a 
g” which occupies the brain space, or 
spiritual, bodiless essence, such as must 
thought of as being beyond the reach of 
nowledge. It is therefore better not to 


“reality in its structure and organisation, 
namely—to mention those which have in. 
spired me most—the philosophies of Berg- 
son(5, 6), Husserl and Nicolai Hartmann. 
_ However, the philosophical reference is here 
really less important for us physicians than 
it would appear. What is important is to 
comprehend those facts which, correspond- 


~ ing to this reality of psychic life, can be the 


object of the application of the concepts 
of evolution and dissolution, In this regard, 
two facts are decisive. The first one is the 
development of psychic life (genetic psy- 
chology), by which I mean its gradual in- 
tegration from the first stages of the ex- 
perience and maturation of the nervous 
system to its organisation in adulthood, an 
organisation which, incidentally, remains in 
a sense always unachieved. All the works 
of genetic psychology (Freud, Piaget, W, 
Stern, Ch, Bühler, Sullivan, Wallon), as 
well as all the research on comparative psy- 
chology(96), show and demonstrate that 
man’s psychic life goes through a series of 
stages or structural levels. This means that 
no psychology and no psychopathology can 
presenily be formed without taking into 
account the evolution of psychic life and 
of the person. One is dealing there with 
a matter of a mass of facts whose im- 
portance, I assume, is obvious to everybody. 
This empiric reality justifies the application 
of the principle of evolution in psychology 
and consequently in psychiatry. 

The second fact is that psychic life, which 
differentiates and integrates itself in those 
forms of existence and consciousness which 
form the adjustment of man to the real and 
to his fellow man, can disintegrate and dis- 
solve itself, notably in sleep to form the 
dream. This phenomenon has always been 
considered basic by psychiatrists and 
Philosophers, notably by Moreau de 
Tours(73). The reader may refer to my 
Etude No. 8 which, in my book Etudes 
Psychiatriques(28), I devoted to this topic. 
Let us recall that Jackson ascribed a central 
importance to the dream, which actually is 
at the very centre of psychopathology, since 
it discloses the hierarchic structuration of 
the psychic being. It is indeed impossible 
not to see that if a sleeping man dreams, 
this means that waking life establishes itself 
at a higher level than that of sleep. This 
commonplace or platitude constitutes a fact 
which is absolutely basic for all psycho- 
pathological speculation. Thus we can say” 
that the reality of psychic life presents itself 
to us as an evolution of the integration levels — 
of the consciousness and of the person, 
levels whose sum forms the psychic activity 
proper to every man and that this normal 


integration of ‘psychic life can undergo a 
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disintegration and a dissolution, which is 
a lapse into the dream and the imaginary. 
This amounts to saying that psychology and 
psychopathology necessarily imply the 
genetic dimension of evolution and the 
structural dimension of a hierarchy of in- 
tegration levels, so that the disorganisation 
of psychic life which is the object of psy- 
chiatry necessarily refers us back to the 
concept of its organisation. 

Thus thoughts and observations of facts 
as considerable as those we have just re- 
called, far from warning us against the 
application of Jackson’s basic concepts to 
psychiatry, demand it. It is on the basis of 
this idea that, about the same time as Max 
Levin(64), I published with Julien Rouart 
the first monograph(45) on The application 
of Jackson's principles to a dynamic concept 
of Neuro-psychiatry.® 

Since that time I have not ceased to work 
in that direction in my writings(22-42) 
and in my verbal teaching. I must add that 
this way of viewing the “organo-dynamic 
concept’ of psychiatry is closely related to 
the concepts of Janet(22, 52, 53, 54), 
Monakow and Mourgue(72), E. Bleuler(10, 
11, 12, 13, 24), Kretschmer(60), etc. In my 
eyes it represents a kind of common de- 
nominator of most of the great modern 
concepts of psychiatry, psychoanalysis and 
neurology, as so well perceived by P. 
Schilder(83, 84, 85). 

I will now successively expound the 4 
basic statements of the conceptual system 
which under the name of the “organo-dy- 
namic concept of psychiatry” can be ex- 
tracted from Jackson’s principles, provided, 
ae Peon AG that both Jacksons 

cept and the concept o; chi be 
largely modified. Pt Oh Pa 

First Statement (psychological) : Mental 
disease is implied in the organisation of the 
psychic being. As Jackson strongly empha- 
sized, disease does not create, it sets free. 
i is means that pathological conditions 

Orm a destructuration of a structure which 
contains at its highest organisational level 
_—__ 


or This monograph contained a French translation 
RE Jackson’s Croonian lectures, “Factors of 
Wass in the Selected Writings, Vol. IL, p. 
; 21, with elaborate comments to this first, 
€ntative approach on Jackson’s part to psychi- 
attic problems. 


pathological or inferior elements. 
amounts to saying, and it is the fun 
mental intuition of Jacksonian patholo 
that the pathological aspects of the disease ~ 
are implied in the very organisation of the 
being. This is certainly true for pathology 
as a whole but is manifested with greate 
obviousness in psychiatry than elsewhere. 
It is obvious that the forms of structuration ~ 
of psychic life called intelligence, affectivi- 
ty, and the person, form organisations — 
whose destructuration to inferior or archaic 
levels represent the various forms and de- 
grees of mental illness. For to be demented, 
oligophrenic, schizophrenic, manic, melan: 
cholic or neurotic is to remain on or regress: 
to an inferior level of the organisation of 
psychic life. Thus we can say that man’ 
insanity or, more generally speaking, all th 
modalities of “mentally sick man” are con: 
tained in the very organisation of the 
psychic being. This Jacksonian point of 
view is of absolutely primary importance 
and as such is unanimously accepted by 
all theories and schools. It is enough to 
enunciate it to understand its importance 
for all problems which derive from 3 
“values” of the superior or inferior levels of 


every man. It ceases to 
comes actual when the man falls asleep and 
dreams, and also at various degrees 
under diverse forms when the organisation 
of his psychic being is destructured. 

The basic concept of the unconscious 
which we owe to Freud and the psycho- 
analysts thus acq ires all its value in this 

ive, because to say that insanity 
is immanent to human nature means that 
the man who becomes insane falls into the 


id) but 
rai always conditioned by some deficit 


disturbance or disorder 
This regressive aspect of men 


yë 
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has always been clearly noted by clinicians. 
In that way the basic concepts of psychiatry 
i such as dementia, confusion, schizophrenia, 
_ @tc.,imply this disorganisation of the psychic 
being. Even at the superior level of mental 
pathology, i.e., in paranoia or in the neuroses 
_ for instance, although the negative trouble 
is less evident, its reality is postulated by 
the almost constant use of such concepts 
as “being unbalanced” or “being immature.” 
To be sure, many psychiatrists imagine that 
they can consider these “delusional reac- 
tions” or “neurotic reactions” as if they did 
not entail any negative structure. But the 
thorough revision of clinical analyses which 
e owe to the phenomenological school(7, 
8, 55) and especially the German school, 
_ is of paramount importance. Actually, in 
all mental diseases existential analysis en- 
ables us at the same time to understand the 
motivations and the alterations of the ex- 
perience of existence in, for instance, a 
schizophrenic or obsessive patient, and to 
outline the limits of this comprehensibility. 
This means that, in the end, phenomenologi- 
cal analyses of the “Dasein” of mental 
_ diseases are able to reveal the formal dis- 
‘bances of thinking, the conditions under 
which the symptoms come to light and show 


to show that they are 
iseases of reality” and that their reality 
consists precisely of the unreality, or the 
“imaginary structure,” of their basic ex- 
periences(41). 

Thus, through this long detour, the Jack- 
sonian principle of the defective or negative 
aspect of mental disease is validated. This 
amounts to saying that the illness is not 
brought on save by a disorganisation of the 
being which leaves its negative imprints 
and characteristics on the various modal- 
ities of the disease. If the Jacksonian prin- 
_ ciple of the negative character of illness 
~ can thus be rejuvenated with the help of 
the most modern acquisitions of clinical psy- 
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chiatry, let us emphasize once more that the 
greatest clinicians of all times have never 
ceased to consider mental diseases as being 
the effect of a certain heterogeneity intro- 
duced into the normal flow of psychic 
life, and hence it can well be said that the 
Jacksonian concept of dissolution or, if one 
prefers, of destructuration is a fundamental 
dimension of mental pathology and that it 
concurs with the most classical as well as 
with the most modern profundities of ex- 
istential analysis, 


Third Statement (clinical) : Mental dis- 
eases (psychoses and neuroses), through 
their dynamic structure and evolution, typi- 
fy levels of agenesia or dissolution of the 
psychic organisation. The mental diseases 
which psychiatry studies are not entities, 
i.e., sui generis conditions, dependent on 
a Kind of specific essence such as that 
which a certain concept of the endogenous 
or hereditary origin of diseases would seem 
to have established. Neither should they be 
looked upon as specific anatomoclinical con- 
ditions. Hence psychiatric nosology finds it- 
self much perplexed and there is no lack of 
authors (see my Etude No. 20, The classi- 
fication of mental diseases, and Menninger, 
71) who declare that mental diseases do not 
exist, that they are reducible to a kind of 
unitary psychosis(65) or that psychiatry has 
for object mere behaviour variations, symp- 
toms which do not make up defined species 
and not even definable ones. Here again, 
the concept of levels of dissolution as in- 
troduced by Jackson enables us to under- 
stand in what direction a clinical and sci- 
entific solution to this problem eventually 
has to be found. If mental diseases are the 
effect of a certain disorganisation of the 
psychic being, then it is possible to give 
them a classification based on the organisa- 
tion of psychic life itself, and it is also pos- 
sible to consider that these typical forms of 
disorganisation—without confusing them 
with nosologic or specific anatomoclinical 
entities—make up clinical species which are 
characterized by a precise clinical physi- 
ognomy, a recognizable structure and an 
identical course of evolution, In this per- 
spective mental diseases are therefore 
groups of disturbances, which correspond to 
a certain level of dissolution or destructura- 
tion of the psychic being and which have 
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a particular, clinically identifiable, course 
of evolution. 

Now, the organisation of psychic being 
implies two dimensions : the dimension of 
the organisation of the present field of con- 
sciousness and the dimension of the histori- 
cal development of the personality. 

Any psychiatry, and notably any psychi- 
atric nosology which is not rooted in this 
reality of psychic organisation, is artificial, 
whereas referral to this reality can enable 
one to see clearer into the problem of mor- 
bid species and their classification. This is 
the idea behind the whole work of clinical 
revision which I have undertaken in the last 
20 years, namely to check the empirical 
character of a classification as presented 
in the following table : 


level, of schizophrenia or, at a higher 

of systematized or fantastic delusions (p 
noia or paraphrenia) or, at a still- 

level, of neurosis, it is always the reason- 
able being, the one which constitutes hi 
system of the person, which happens : 
disorganised. In the degree to which such 
disturbances encroach upon the constru 
tion of the permanent system of the person, 
they have, in a sense, necessarily a char 
acter of chronicity. I cannot here elabor: 
upon all that make up the essentials of 
clinical work( 24, 25, 26, 32). Let me simply 
be allowed to show in what sense the appli- 
cation of Jackson’s principles can reorienta’ 
and renew the problem of the acute menta! 
diseases and the chronic psychoses and neu- — 
roses from top to bottom. 


PATHOLOGY OF CONSCIOUSNESS 
(Acute Psychoses) 


PATHOLOGY OF PERSONALITY 
(Chronic Psychoses and Neuroses) 


Manic-depressive attacks. 


Acute delirious and halluci- 
natory states. Oneiroid states. 


Confusional-oneiric psychoses. 


Character disorders, Neuroses. 
Chronic delusions. Schizophrenia. 


Dementia. 


I have devoted a whole book to the acute 
psychoses and to the structure and destruc- 
turation of consciousness(28). I believe I 
have demonstrated there that all acute psy- 
choses (attacks of mania, melancholia, acute 
delirious psychoses, oneiric or confusional- 
oneiric conditions) and all crises which one 
Observes in manic-depressive psychoses and 
epilepsy present themselves to us clinically 
as degrees of destructuration of the field of 
consciousness. The “field of consciousness” 
is the organisation of present experience, 
and this implies a functional stratification 
giving a greater or lesser degree of order to 
the temporal and spatial structure of our 
experience, Thus one can say that all these 
acute psychoses actually are lapses into the 
imaginary, more or less analogous to what 
happens in the sleeping or dreaming state, 
and that Jackson’s concepts can be applied 
to these levels of destructuration in a par- 
ticularly adequate way. 

The system of personality,—i.c., the per- 
manence of the organisation of the Ego— 
implies a development, an organisation and 
a disorganisation of its own. Be it the mat- 
ter of the so-called dementias or, at a higher 


Fourth Statement (etiopathogenic) | 
Mental diseases are determined by organi 
processes. The interminable — discussi 
about the psychogenesis(31, 61) and or. 

esis of psychic disturbances can be 
through 


40, 42) 
general 


condition, and that of a positive el: bor 
tion of a reorganisation of the “remaining 
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justed behaviour, etc.) and this symptom 
formation requires the combined and com- 
plementary action of disintegration and the 
liberation of inferior states. 
< Seen in such a way, the organo-genetic 
character of the negative process and the 
psychic causality of its manifestations be- 
come quite obvious, and hence one can 
say that psychic causality does not de- 
termine the mental disease since it only 
_ determines the manifestations of the re- 
gression which constitutes it. 

Such a viewpoint is at the same time re- 
moved from the naivetés of psychogenesis 
(which makes mental diseases dependent 
upon a more or less unconscious psychic in- 
tentionality ) ; from the sociogenesis (which 
makes them dependent upon reactions or 
“maladjustments” to situations or stimuli 


symptoms in pathology, notably in the prob- 
lem of schizophrenia. As a matter of fact, 


it is well known how Bleuler’s differenti- 
ation of primary and secondary symptoms 
(10, 38, 69) has been the starting point for 
Byzantine discussions. However, this differ- 
entiation is a basic one and, as I have 
emphasized(24), it links the Bleulerian 
concept of schizophrenia to the Jacksonian 
concept of the illness. Its deeper meaning is 
more doctrinal than clinical : it is the idea 
that there is a discrepancy between the 
direct, negative action of the process and 
the indirect reaction of the remaining 
psyche. It is this discrepancy which I have 
suggested calling the organo-clinical dis- 
crepancy : it constitutes the more authen- 
tically dynamic aspect of the organo-dy- 
namic concept. In fact, it makes it evident 
that the clinical picture essentially develops 
from the psychic forces set free by the dis- 
solution process, without the symptoms de- 
pending directly on this process. In other 
words, any clinical picture of mental dis- 
ease (as well as any dream) implies a nega- 
tive structure in the eyes of a theoretician 
and a positive structure comprised of the 
more or less symbolic form of the imaginary 
as lived by the individual, namely the pres- 
sure of his unconscious. It seems to me that 
this concept coincides with the ideas so 
strongly expressed a few years ago by P. 
ecb 84, 85) and also by Cassirer 

2. Psychiatry and brain pathology. I can 
devote only a few words to this basic as- 
pect of the organo-dynamic concept. I shall 
content my self with showing what interest 

Concept can have, not only for the 
physiopathological revolution which we owe 
to Jackson(51), Head(48, 49), Goldstein 
(46), Monakow and Mourgue(72), but also 
for the most recent progress in neurophysi- 
ology such as resulting from Hebb’s re- 
search(50), or from the proceedings of the 
well-known London Symposium(92). 

This trend of neurophysiological thinking 
emphasizes the energetic character of the 
functional totality of integrational activity, 
concepts which are precisely those most 
likely to lead to the application of Jackson’s 
Principles to psychiatry. 

It is of course of the greatest importance 
to note that the centres of subcortical psy- 
chic regulation, which had been hypo- 


thetically conceived by M. Reichardt(72) 
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and Guiraud (47), are now understood more 
fully and scientifically since the experiments 
or observations of Magoun(66), Mourgue, 
and Penfield(75, 76). Thus, the “old brain” 
which consists of the brain stem and Tur- 
ners rhinencephalon reappears as an en- 
cephalic core, which not only regulates, as 
has been said, the phenomena of sleep and 
waking state, but also seems to have a 
function of organisation of the field of con- 
sciousness. This is what I have tried to 
demonstrate in Vol. III of my Etudes, de- 
yoted to the organisation and disorganisa- 
tion of the temporo-spatial structures of the 
present experience which forms the opera- 
tional field of consciousness. The remarkable 
research of all the authors who, after Kaada 
(58), have demonstrated the role of the 
thinencephalon (with its connection with 
the hypothalamus) in the vegetative, emo- 
tional and instinctive-affective life, is of the 
greatest interest with regard to the integra- 
tion of emotional life into the field of con- 
sciousness. Thus we can understand why 
Walshe(94) recently emphasized the rele- 
vance of Jackson’s concepts to all his recent 
discoveries. In any case, the dynamic aspect 
of functional disintegrations of this vast 
system seems to have some relation to all 
types of crises which take the form of 
attacks,” whether those of the acute psy- 
choses, of “delirium,” of epilepsy, or of 
manic-depressive states. 

Naturally, the pathology of personality 
(Sullivan’s “self-system”) rebels against this 
pathology of consciousness or at least links 
itself with it only in a few of its facets, as 
I intend to show in future writings. But it 
seems that the disorganisation of the per- 
sonality system also necessarily implies a 
neurophysiological substratum or, in a more 
general way, a neuro-hormono-somatic one. 
Actually, the organisation and development 
of the person is so closely bound to the 
maturation of the nervous system and the 
growth of the body and its decline during 
senile involution, that it is unthinkable for 
the pathology of Ego-disorganisation not 
also to depend on biological processes. This 
point seems obvious even with respect to 
such personality diseases as the neuroses, 
which factually depend on genotypical con- 
ditions or biological determinants, as so well 
shown in Eysenck’s studies on “neuroticism.” 


In this regard it is certainly appropriate to 
emphasize the considerable importance ! 
the whole heredo-pathological aspect 
psychiatry which has been so well 
denced by the Munich School, by Kall- 
mann, Frazer Roberts, Sjogren, etc. 

3. Psychopharmacology. I have shown 
how much Jackson’s concepts were related 
to those of his French contemporary, Mi 
reau de Tours(30). This is to say, that in 
the eyes of the organo-dynamic concept of 
psychiatry based on Jackson's principles, all 
progress in the field of our knowledge 
pathogenesis or in the therapy which we 
owe to contemporary psychopharmacology 
realizes a kind of experimental checking 
the major principles of the organo-dynamic 
concept. I do not believe it is necessary 
enlarge upon it. Let me just recall that in 
the eyes of Freud himself, if we are to be- 
lieve what Jones said about it(57), a prog- 
ress in the therapy of neuroses : 
realized as much with medications as with 
psychotherapy- Actually, to refer once more 
to the phenomena of dream and sleep and 
perhaps also to the clinical experience of 
the mental disturbances of epidemic 
cephalitis, the “model psychoses” actualize 
conditions of destructuration of conscious- 
ness, i.e., of lapses into the world of phan- 
tasms and the imaginary, which once more 
emphasizes the indissoluble complementar- ~ 
ity of the negative and positive structure 
of mental disturbances. a 


Such are the basic aspects of the organo- 
dynamic concept which I have attempt 
to draw from the application of Jackson's 
principles to psychiatry and which have 
often been termed as neo-Jacksonism. The 


but I beg the i 
to the works I have 
years, in order perhaps better to und 
what interest can lie in this theor 


n. 

Not only a theoretical but also a practical 
position, because actually a number of im- 
portant practical corollaries issue from and 
perhaps justify it. All the practical problems 
which mental illness presents in regard to 
human values are too often disregarded or 
regarded as insoluble in the various psy- 
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chiatric theories. By putting the accent on 
the negative structure of mental illness, the 
oncept which we have just expounded 
shields. psychiatry from the fundamental 


he pathological(14) is not considered a 
pseudoproblem but a fundamental one; 
and practical corollaries are deducted from 
it in regard to the social and moral prob- 
Jems of penal responsibility, of moral con- 
cience(35), religious life(36), and artistic 
eation(37). All these problems are viewed 
_ in the same perspective and in the light of 
_ the very principle of Jackson’s that illness 
_ does not create. Actually, mental illness al- 
‘ays appears to us in all its forms as a nar- 
owing, a shrinking of human existence, and 
as we have often repeated—a pathology of 
‘eedom, 
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e is no firm consensus about the ter- 
nd boundaries of mental illness within 
alm of deviant behavior. In a study 
andom sample of American adults, 


d made the same judgment about an 
ation of simple schizophrenia(cf. 1). 
al investigators have reported strong 
ions in public attitudes towards prob- 
s of mental disorder, especially among 
ns of different educational levels( cf. 2, 

"8, 4), It seems easy to agree with Hollings- 
‘ I d and Redlich that “Whether abnormal 
ior is judged to be disturbed, delin- 

nt, or merely idiosyncratic depends upon 

yho sees it and how he appraises what he 
@s"(5). Moreover, as these authors em- 
size, we have barely begun to under- 

d the processes of evaluation which play 
such large parts in determining who re- 
he psychiatric treatment for mental dis- 


There are a number of reasons for focus- 
on community leaders in order to study 
5 the appraisal of abnormal behavior. Leaders 

"are major agents of the standards of evalua- 
mm in society; in testifying as to their 
Mature and in acting on them, leaders add 
articulate expression and weight to 
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such standards. As leaders are sometimes’ 
innovators as well, they may also have ma- 
jor roles in influencing social norms, | 
either count—as agents of public stan 
or as innovators—they represent stron 
forces to be considered in relation to proi 
esses of desired social change. Their ca- 
pacity and inclination to recognize problems 
of mental illness, coupled with their power 
to implement and support community 

grams, could prove important in prevention 
and treatment. 


THE PROBLEM 
present study is | 
health district in New York City. Referred 


commercial and industrial center(6), 
district has a population of about 800,000 
individuals. The families are mostly lower 
middle and working class. All but a small 
minority come from one of 4 ethnic back: 
grounds : Jewish, Trish, Negro, 
Rican. 
uestionnaire interviews, averaging about 
1% hours in length, have been condi } 
with 87 community leaders in this health 
district. The results presented here center ~ 
on their respo: 
of mental 


health professions. 
governing this analysis may be 
follows : Do the orientations of the 


SELECTION OF COMMUNITY LEADERS ; 

The first step was to define community — 
leaders. In a recent critical analysis of re- 
search on community leadership, Rossi 


states the problem in the following way : 
To study power, influence or leadership, we 
can center On : 


1. The “potential” for power 
683 


Pe Se) 


tauia os 


ws A SESER 


THE ORIENTATIONS OF LEADERS IN AN URBAN AREA 


[ February 


erent in positions of formal authority ; 
: Definition of influence in terms of repu- 
tation in the community ; and/or 3. Actual 


putation approaches, 
The procedure was as follows : 7 types of 
ctivity were designated—political, legal, 
economic, educational, religious, civic-social, 
and communications, Formal positions in 
~ each type of activity were enumerated ac- 
cording to 3 criteria : 1. The top position, in 
the largest and/or most important local or- 
ganization (or organizations of equal size 
and importance) of each type of activity 
as specified ;? 2. Additional positions were 
ted when they met criteria considered 
relevant in studies of community leaders 
conducted in small and medium sized cities 
(8, 9); 3. Positions logically intermediate 
between those already selected were added. 
l'o illustrate, congressmen and state senators 
from the area were selected as occupying 
e top positions in the largest and most 
mportant political organizations in the 
health district; city councilmen were se- 
cted since theirs was a position considered 
levant in other studies : intermediate are 
sitions such as Assembly District leaders 


as; 


nomination technique 
s ditional leaders. Nomi- 
nation as either a “respected,” “feared,” 
and/or “influential” leader by at least 5 (or 
3 for Negroes and Puerto Ricans) of the 
persons selected, by position criteria, was 
held sufficient to warrant adding the in- 
dividual to the list, provided that his lead- 


3 Sometimes this information was a matter of 
public record as in the political order. Other times, 
as in parts of the religious and economic orders, 
it was necessary to use other informants, 


ership responsibility was primarily within 
the health district. Actually, only 4 new 
persons qualified on this basis. 

A total of 91 persons were selected, with 
87 of whom we succeeded in obtaining in- 
terviews.* These 87 constitute the main 
leaderships of the various ethnic groups 
from 5 main orders of activity : political- 
legal, economic, educational, religious, and, 
for the Puerto Ricans, social-recreational. 
The leadership composition of each of these 
orders can be summarized as follows : 

1. The political-legal order contains 27 
leaders. These include : state senators, dis- 
trict leaders from the Democratic, Republi- 
can, and Liberal parties, state assemblymen, 
city councilmen, heads of such civic-social 
organizations as the local branch of the 
League of Women Voters and the largest 
American Legion post, municipal court 
justices, and police captains. 

2. The economic order, with 14 leaders, 
consists for the most part of high banking 
officials and heads of businesses employing 
75 or more individuals, and heads of such 
economically oriented civic-social organiza- 
tions as the Chamber of Commerce and 
businessmen’s lunch clubs. Because of the 
nature of the area which is largely a “bed- 
room community” for the center of the 
city, we could find no large, local union or- 
ganizations for workers in local business and 
industry. Thus labor leaders are not in- 
cluded in our study. 

8. The educational order provides 25 
leaders, mainly from public educational in- 
stitutions : a college president, an assistant 
superintendent of schools, all the public 
school principals, the chairmen of the local 
boards of education, and several heads of 
education oriented associations and after 
school programs. $ 

4. The religious order, with 14 leaders, 
consists of Catholic, Jewish, and Protestant 
clergymen. 

5. The “social-recreational’ order pro- 
vides 7 leaders. They are heads of social 
clubs formed on the basis of common home- 
towns in Puerto Rico. 

As a group, the 87 leaders are highly ed- 
ucated and economically successful. Almost 
three-quarters are college graduates and 


* Three of the 4 with whom we were unsuccess- 
ful came from the political order. 
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have usually gone on to professional or 
graduate training ; about two-thirds have 
incomes of $10,000 a year or more, and ex- 
cept in the educational order, most are 
male. Nearly three-fourths are between 40 
and 59 years old; most of the Spanish 
speaking leaders were born outside the con- 
tinental United States, while most of the 
Jewish and Irish leaders are children of im- 
migrant parents. Regardless of ethnic back- 
ground, however, the large majority of the 
leaders have lived the greater part of their 
lives in the New York metropolitan region. 
As would be expected, the strongest 
reputations for influence are ascribed by the 
group as a whole to leaders in the economic 
and political-legal orders, and on the aver- 
age, these leaders received somewhat over 
2 nominations apiece. In contrast, leaders in 
the religious order averaged slightly more 
than half a nomination each, and the edu- 
cational leaders slightly less than half a 
nomination each, while none of the social- 
recreational leaders received a nomination. 


MEASURES OF ORIENTATIONS TOWARD 
PROBLEMS OF MENTAL DISORDER 


The orientation of leaders was indicated 
by their responses to brief case descriptions 
of 6 fictitious persons, each illustrating a 
particular type of psychiatric disorder— 
paranoid schizophrenia, simple schizophre- 
nia, anxiety neurosis, alcoholism, compul- 
sive-phobic behavior, and juvenile character 
disorder. Designed by Shirley Star with 
psychiatric consultation, all 6 have been 
used in other studies, notably in the previ- 
ously mentioned survey(cf. 10), and by 
Elaine and John Cumming in their study 
of a Canadian community(11). 

In the course of the interview, each leader 
was questioned about the 6 case descrip- 
tions, e.g., the case describing paranoid 
schizophrenia was read by the interviewer 
in the following manner : 


Now Td like to describe a certain kind of per- 
son and ask you a few questions about him 
-.. Pm thinking of a man—let’s call him Frank 
Jones—who is very suspicious ; he doesn’t trust 
anybody, and he’s sure that everybody is 
ea him. Sometimes he thinks that people 
ed on the street are talking about him or 
he lowing him around. A couple of times, now, 

e has beaten up men who didn’t even know 


him, because he thought that they were plot — 
ting against him. The other night, he began 
to curse his wife terribly ; then he hit her and 
threatened to kill her, because, he said, she 
was working against him, too, just like every- 
one else. 


The leader was asked first whether he 
thought there was anything wrong with this 
man. If he said yes, he was then asked 
whether he thought that Frank Jones had 
some kind of mental illness. Then, regardless 
of whether or not he said yes, he was asked. 
whether he thought the problem was seri- 
ous, and what kind of help, if any, was 
ni . 
In general, the leaders saw all 6 cases 
as examples of abnormal behavior. Only 2% 
of the leaders said there was nothing MiB 
in as many as 3 of the cases ; an additional 
8% judged nothing wrong in 2 of the 6 
cases ; 17% saw nothing wrong in one of the 
cases. Only in the case of the compulsive- 
phobic did as many as one-fifth of the lead- 
ers say there was nothing wrong, and the 
distribution of these leaders in the various 
orders of activity and ethnic groups appears 
to be random. 

The leaders differed in their judgments 
of whether what is wrong indicates mental 
illness ; whether it is serious ; and in what 
should be done about the problems de- — 
scribed. Their judgments provide us with 3 
different measures of their orientations to- 
wards these types of deviant behavior. Let 
us describe each of these measures : i 

Judgments by the leaders about the pres- 
ence or absence of mental illness vary great- 
ly from case to case. They all saw mental 
illness in the description of paranoid schizo- 
phrenia ; 72% saw it in the example of sim- — 
ple schizophrenia ; 63% in the alcoholic ; 
about 50% in the anxiety neurosis and in the 
juvenile character disorder ; and 40% in the 
compulsive-phobic. These judgments closely ~ 
approximate the pattern required for Gutt- 
man scales (12).° Thus, in general, if a lead- 


3“ is assigned to each judgment by a leader 
that something is wrong with a case an that 


er 
Py 


be z f a * = 
THE ORIENTATIONS OF LEADERS IN AN URBAN AREA 


[ February 


‘by fewer of the leaders than another case, 
it is highly probable that he sees mental 
illness in the more generally recognized case 
as well, e.g., a leader who judges the com- 
_ pulsive-phobic mentally ill, is likely to see 
mental illness in each of the remaining 5 
_ cases ; one who judges the juvenile charac- 
ter disorder mentally ill will not necessarily 
so judge the compulsive-phobic case, but 
_ will be highly likely to see mental illness in 
- the remaining 4 cases. Since judgments are 
made for 6 cases, the scale of these judg- 
- ments orders the leaders into 7 ranks on 
magnitude of tendency to see mental illness 
_ in the cases, By collapsing the 7-scale ranks 
into 3, we distinguish between what we 


kee. 


term “low,” “intermediate,” 


“Low” are those leaders who, according to 
the scale, see mental illness only in one or 
th of the psychotic cases; “high” are 
ose who see it in at least 5 of the 6 cases ; 
and “intermediate” are those who see mental 
illness in more than the psychotic but in 
ess than 5 of the cases. 

The leaders’ judgments regarding the 
seriousness of the problem in each of the 6 
cases, whether or not the case is seen 
_ as mental illness, also conform to the Gutt- 
man scale pattern. The scale order of the 
items, however, is somewhat different from 
judgments about mental illness : paranoid 
schizophrenia, the case most likely to be 
judged mentally ill, is also most likely to be 
~ regarded as serious (with 95% of the lead- 
ers) ; alcoholism is next with 77%; then 
juvenile character disorder, and simple 
chizophrenia, each with somewhat over 
60% ; anxiety neurosis, 27% ; and, in the same 
_ order as before, compulsive-phobic behav- 
or, 6%.° The meaningful distinction this time 


sponse patterns ; the 2 most frequent error types 
(with the cases ordered as above) are pada 
occurring 4 times and +++- ++ occurring 5 times. 
-A problem arises in that the scale includes an 
“item which splits 87 to zero and hence cannot 
contribute to error. When this item is removed 
from computations, reproducibility remains an 
adequate .90; but Menzel’s coefficient of scala- 
_ bility dips to .57, raising the possibility that we 
_ may be working with a “quasi” rather than a 
_ “true” scale. 


os 


e“? 


+” is assigned to the response that something 
_ is wrong in a case and the problem, regardless of 


seems to be not between the 2 psychotic as 
against the other 4 cases, but rather be- 
tween the 3 cases which appear to threaten 
others actually or potentially, and those 
which appear to harm primarily the indi- 
vidual. According to the scale, the disorders 
which seem to threaten harm to others— 
paranoid schizophrenia, alcoholism, and 
juvenile character disorder—are more likely 
to be judged as serious than the cases which 

appear to harm mainly the individual—sim-- 
ple schizophrenia, anxiety neurosis, and 
compulsive-phobic behavior. Collapsing 
scale ranks according to this distinction, it 
is possible to speak of leaders with “low” 
and “high” tendencies in the following 

terms : “Low” are those who, according to 

the scale, do not extend their definition of 

what is serious beyond the 3 types of dis- 

order which appear to threaten others; 

“high” are those who extend what they re- 

gard as serious, in addition, to one or more 

of the cases which appear to harm primarily 

the individual. 

The third and last measure of orientation 
is what kind of help, if any, the leaders 
judged was needed in each of the 6 cases. 
We distinguish here between responses 
which refer the case for treatment and those 
which do not. Thus, a leader may say that 
a case needs treatment in a mental hospital 
or outpatient psychotherapy, help from a 
psychiatrist, psychologist, or professional 
guidance counselor, workup by a psychi- 
atric social or family agency, and so on. In 
contrast, the leader may merely recommend 
advice from a clergyman, treatment by the 
family physician, help from friends or fam- 
ily, “positive thinking,” etc.; or, he may 
indicate that no help is needed. Whenever 
a leader referred the problem to the mental 
health professions, we took his response as 
an indication of a mental health orientation 
on his part, regardless of the nature of ad- 


whether or not it is seen as mental illness, is 
serious. A “ is assigned to all other responses. 
Two-thirds of the respondents are scale types. 
Reproducibility for the scale is .94 and Menzel’s 
coefficient of scalability is .74, Errors of re- 
producibility are distributed among 13 different 
response patterns ; the most frequent error types 
(with the cases ordered as above) are +--+-- 
and ++--++, occurring 4 times each, and 
+-+-—~-~ and ++-—+~-, occurring 5 and 6 times 
respectively, 
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ditional suggestions that he might have 
made. 

The percents recommending help from 
the mental health professions for each of 
the 6 cases is as follows : paranoid schizo- 
phrenia, 87% ; simple schizophrenia, 14%; 
juvenile character disorder, 70%; anxiety 

- neurosis, 58% ; alcoholism, 49% ; and compul- 
sive-phobic behavior, 46%. Unfortunately, 
not enough of the criteria are met this time 
to warrant scaling the cases on these recom- 
mendations.” On the average, the leaders 
made referrals to mental health professions 
in almost 4 (3.78) of the 6 cases. It seems 
reasonable, then, to take as an index of low 
tendency those who advocate help by the 
mental health professions in 3 or less of the 
6 cases; high tendency is indicated when 
such designations are made for 4 or more of 
the cases. 

In the leader group as a whole, each of 
these 3 measures is positively related to the 
other 2, With the cutting points as de- 
scribed above, chi-square tests show that 
each of these relationships is significant at 
the .01 level. 


RESULTS 


It is now possible to compare leaders from 
the different orders of activity on these 3 
measures. The 7 Puerto Rican heads of 
hometown clubs will be omitted as provid- 
ing too few cases for statistical analysis. 
They will be described later, on an im- 
pressionistic basis. 

Our focus, then, is on the educational, 
religious, political-legal, and economic lead- 
ers. Our a priori expectation was that the 
educational and religious leaders, concerned 
with personal welfare and development in 
social and moral terms, would show orienta- 
tions more compatible with a psychiatric 
frame of reference than those dictated by 
the power and material success emphases 
in the other 2 orders. The educational and 
religious leaders would thus have higher 
tendencies to judge the cases mentally i 
regard the disorders as serious, and recom- 


6 TResponses failed to meet the criteria for 
uttman scales mainly on the following grounds : 
only 46% of the respondents would have proved 
Ree types ; reproducibility would have been .89; 
peas coefficient of scalability would have been 
56 ; error would be high for the alcoholic. 


mend help from the mental health pro 
sions. The results shown in Tables 1, 2, and 
3, indicate that this view must be altered, 
Table 1 shows that tendency to see me: 
tal illness in the cases varies with order of 
activity, but only partly as predicted. 


TABLE 1 


Tendency to See Mental Illness in Fictitious Case 
Descriptions According to Leaders’ Main Order of Activity 


ORDER OF ACTIVITY 


TENDENCY TO ARB Gee Sa 
JUDGE THE CASES EDUCA- RELI- POLITICAL- ECONOMIC 
MENTALLY ILL TIONAL GIOUS LEGAL : 
% % % 
High 48 14 56 
Intermediate 28 36 14 
Low 24 50 30 
Total % 100 100 100 
Total Re- 
spondents (25) (4 (27) 
Note: Chi-square test indicates that the probability 


overall results could have occul 
and “intermediate” collapsed, chi-st 
pected difference between the e 
ic leaders is significant at ‘the 

“ow! collapsed the une) 


than .05 that these 
chance. With “high” 
test shows that the ex 


between the polit 
at the .10 level with eithe 
lapsed or “intermediate” and “low'” 


as mentally 


ligious leaders, 
economic than t 


than to the economic leaders. 
Consistent with the results contained ; 
Table 1, Table 2 shows the expected hi 


tendencies s and 
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The religious leaders, 


high 
cases, appear 
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TABLE 2 | 
Tendency to Regard the Problems Described in the 
Fictitious Case Descriptions as Serious According 
to Leaders’ Main Order of Activity 


ORDER OF ACTIVITY 
'ENDENCY TO RE- 


GARD THE CASES AS EDUCA- RELI- POLITICAL- ECONOMIC 
TIONAL GIOUS LEGAL 
% % % % 
84 5 44 29 
A 16 43 56 71 
= Total% 100 100 100 100 
-Total Re- 
spondents (25 (14 (27) (14) 


Note: Chi-square tests indicate that the probability is less 
than .01 that these overall results could have occurred by 
hance ; the expected difference between the educational and 
3 economic leaders is significant at the .01 level; the dif- 
nce between the educational and political-legal leaders 
is significant at the .05 level. The probability is greater than 
that the difference between the religious and economic 
lers could have occurred by chance; given the relative 
‘similarity between the religious and economic leaders on the 
ther 2 measures of orientation (see Tables 1 and 3), how- 
ve r, this difference of almost 30% is regarded as important. 
i 


a TABLE 3 

fendency to Advocate Help from the Mental Health 
fessions for the Problems Described in the Fictitious 
se Descriptions According to Leaders’ Main Order of 
i Activity 


ICY TO AD- 
ITE HELP FROM 


ORDER OF ACTIVITY 


EDUCA- RELI- POLITICAL- ECONOMIC 


TIONAL GIOUS LEGAL 
% % % % 
88 43 70 36 
ty SEY | 30 64 
] 100 100 100 100 
‘otal Re- ; 
_spondents (25) (G4 (27) (14) 


2 Chi-square tests indicate that the probability is | 
in 01 that these overall results z oy 


hance ; the expected difference between the educational and 


g 
Br 
ference between the educational and the religio x 
4 us lead 
"significant at the .01 level eee eaters ls 


leaders is significant at the 


vise help from the mental health profes- 
sions. 

Before we consider the implications of 
these contrasts, let us see if there are factors 
other than order of leadership activity that 
could account for the differences, A number 
of additional characteristics of the leaders 
are strongly related to at least one of the 3 
measures we have been discussing. The 
most important seem to be ethnic back- 
ground and educational level. Age, with 
education, the factor most often reported as 
associated with attitudes toward mental ill- 
ness in other studies(cf. 14), is not related 
to these 3 measures of orientation in the 
leader group. 

Consider first the possible impact of eth- 
nic background. There is only one large dif- 
ference in the ethnic composition of the 
educational, religious, political-legal, and 
economic orders. In the educational order, 
76% of the leaders are Jewish as opposed to 
a range of between 30% and 43% in the other 
three orders. We can test whether the high 
tendencies of educational leaders to see 
mental illness in the cases, regard them as 


TABLE 4 
Percent with High Tendencies on Each of the Three 
Measures of Orientation among Jewish Educational 
Leaders vs. Jewish Leaders from the Religious, 
Political-Legal and Economic Orders Combined 


THE THREE JEWISH LEADERS 

MEASURES J as 

OF ORIENTATION EDUCATIONAL ORDER OTHER ORDERS 

% % 

High Tendency to y 

See Mental HIness 

in the Cases 42 21 

High Tendency to Regard 

the Disorders as Serious 79 47 

High Tendency to Advocate 

Help from Mental Health 

Professions 90 58 
Total Respondents (19) (19) 


Note : One-tailed t-tests of the difference between proportions 
indicate probabilities of less than .05 that the last two 
differences could have Occurred by chance. Though not sig- 
nificant at the .10 level or better, the difference in tendency 
to see mental illness the cases is in the same direction. 


8 Chi-square test indicates the probability is 
less than :01 that the difference between the 
Proportion of Jews in the educational order and 
in the other orders combined could have occurred 
by chance, : 
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serious, and recommend help from the men- 
tal health professions can be explained by 
their predominantly Jewish background. 

As Table 4 shows, the Jewish educational 
leaders have considerably higher tendencies 
on all 3 measures than the Jewish leaders in 
other orders of activity. Thus the prepon- 
derance of Jewish leaders in the educational 
realm does not account for the difference 
between the educational leaders and those 
in the other orders. Nor does ethnic back- 
ground account for the contrasts among the 
political-legal, religious, and economic lead- 
ers, since the ethnic composition of these 
orders is roughly the same. 

The leaders as a group are highly edu- 
cated; however, there are differences in 
orientation between the approximately 
three-quarters who are college graduates 
and the quarter who are not, especially in 
tendency to regard the disorders as serious. 
Of the college graduates, 64% show high 
tendencies to regard the cases as serious as 
against only 24% of the leaders who did not 
graduate from college.® As the percentage 
of college graduates range from 100% in the 
religious to only 29% in the economic order, 
educational level might well be expected 
to have influenced the differences among 
the leaders from the various orders of ac- 
tivity. By omitting those who did not gradu- 
ate from college, it is possible to control 
the educational level of the leaders. 


TABLE 5 
Tendency to Regard the Disorders as Serious Among 
College Graduates in the Combined Educational and 
Religious Orders vs: College Graduates in the 
Combined Political-Legal and Economic Orders 


TENDENCY TO RE- 
pp rrn COLLEGE GRADUATES 
Seen EDUCATIONAL AND POLITICAL-LEGAL AND 
RELIGIOUS ORDERS ECONOMIC ORDERS 
j % % 
High 75 50 
Low 25 50 
Total % 100 100 
Total Respondents (36) (24) 


meee A one-tailed t-test of the difference between proportions 
a icates that the probability is less than .05 that this differ- 
ce could have occurred by chance. 


i eisque test indicates that the probability 
s less than .01 that this difference could have 
occurred by chance. 


m A ees 


remain between the combined educatio 
and religious leaders, both shown in 2 
2 to have majorities with strong tendenci 
to regard the disorders as serious, and th 
combined political-legal and economic lead. 
ers who, in contrast, were shown to hav 
minorities in this category. It would 
that differences in educational level 
contribute to, but do not account for, di 
ferences in the orientations of the lead 
from the various orders of activity. 


Discussion 


What are the implications of these re 
sults for community programs in the pr 
vention and treatment of mental disorder ® 
If the leader group as a whole is compared 
to a random sample of United States adul i 
we can find grounds for optimism. Th 
leaders we have studied are much more 
likely to recognize mental illness in t 
cases than were the respondents in Shirl 
Star's study of a national sample over 
years ago. For each of the 6 cases, 25% 
38% more of the leaders than of the n 
tional sample saw something wrong and 
judged it mental illness. ah. 

As has been shown, however, there a 
large differences among leaders from differ- 
ent orders of activity. The greatest contra at 
is between the educational leaders and t 
‘economic leaders. Large majorities of 
educational leaders registered high or inter 
mediate in tendency to see mental illness 
the 6 cases, and high in tendencies to regar 
the disorders as serious and to advocate 
help from the mental health professions. 
contrast, large majorities of the econo 
leaders showed low tendencies on each o! 
these 3 measures. The differences betw 
these 2 groups are consistent ith whai 
was predicted. i 

The political-legal and religious leaders, 
however, are the reverse of what was 
pected. Except on tendency to regard 
cases as serious, the political-legal lead 
are more like the educational than like 

economic leaders. It seems possible i 
their relatively high tendencies to judge t 
cases mentally ill and to recommend hel 
from the mental health professions are co 
sistent with a political role requirement, 
that they be knowledgeable about servi 
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pportunities for their constituents. Their 
relatively low tendencies to regard the dis- 
orders as serious, on the other hand, may be 
elated to the fact that many are lawyers. 
erhaps a legal view de-emphasizes the 
eriousness of deviance which appears 
‘harmful first and foremost to the individual 
er than to others with whom he stands 
in social relationship. 
‘In some ways, the orientation of the re- 
lous leaders is most striking of all. Like 
he educational leaders, and in contrast to 
the economic leaders, the majority of the 
religious leaders show high tendencies to 
regard the disorders as serious. Unlike the 
lucational leaders, and like the economic 
ders, they are characterized by low tend- 


to 

professions. This is particularly interesting 
in view of a finding recently reported by 
Gurin, Veroff, and Feld of Michigan’s Sur- 
vey Research Center(15); namely, that 
those Americans who report having sought 
professional help for their personal problems 
are more likely to have turned to clergy- 
en than to any other professional group, 
uding psychiatrists or, for that matter, 
_ the mental health professions combined. If 
orientation of the educational leaders 
ard problems of mental disorder can be 
described as allied to that of psychiatry, and 
rientation of the economic leaders as 
rel ively oblivious to a psychiatric frame of 
reference, then the orientation of the re- 
ious leaders might best be portrayed as 
ompetitive with that of psychiatry. 
arlier, we mentioned that the 7 Puerto 
Rican heads of social recreational hometown 
clubs were being omitted from the statisti- 
Cal analysis. On an impressionistic basis, 
_ they seem most nearly to resemble the eco- 
omic leaders on the 3 measures. As these 
viduals constitute a sizable portion of 
_ the Spanish speaking leaders, the results 
“may indicate a serious problem of either 
education or of creating confidence in men- 
tal health services among these most recent 
arrivals to the city. 


CONCLUSIONS 
- It is necessary to sound a note of caution 


about these results. They are obtained from 
interviews with leaders in only one urban 
area, Viewed as a case study, our findings 
provide knowledge of the leaders in this 
area. Viewed as evidence for general con- 
trasts among leaders in different spheres of 
activity, our work requires replication in 
other settings. At the very least, however, 
the differences we have described should 
provide hypotheses for further research. 

Our results suggest that orientation to- 
wards problems of mental disorder does 
vary with the individual’s order of leader- 
ship activity. The differences cannot be ac- 
counted for by such factors as educational 
level, but appear traceable, in large part to 
the norms governing activities in these 
orders and serving as major bases for ap- 
praising deviant behavior. 

That these frames of reference dictate 
orientations varying greatly in the degree to 
which they are compatible with psychiatric 
views may well have strong implications for 
community programs. Leaders are impor- 
tant both as agents of existing social norms 
and as potential innovators. Their appraisals 
of problems of mental disorder are thus 
factors to be reckoned with by agencies 
planning and coordinating community serv- 
ices for prevention, treatment, and rehabili- 
tation. The leaders’ orientations also have 
implications for the content, methods, and 
direction of mental health education aimed 
at more effective communication between 
the mental health professions and the com- 
munity. Certain of our findings are especial- 
ly relevant to programs in both service and 
mental health education. The political-legal 
leaders, with strong reputations for influence 
in-the community, showed high tendencies 
to recognize mental illness in case descrip- 
tions of mental disorder, and to advocate 
help from the mental health professions. 
Yet it is the educational leaders, low in 
reputation for influence, who have the 
orientation most congruent with a psychi- 
atric frame of reference; least congruent 
with psychiatric views are the orientations 
of the economic and religious leaders. The 
former are high in reputation for influence, 
and the latter are those most likely to be 
called upon to deal with problems of mental 


disorder by virtue of their leadership posi- 
tions. 
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European experience(1, 2) and researches 
in the United States(3) have indicated the 
desirability of a broader trial of emergency 
and home care services for psychiatric pa- 
tients. A plan to adapt existing experience 
_ for use in the City of Baltimore has been 
under development for approximately 3 
years. ; 

_ Since the program was to operate in the 
= community and ultimately be dependent 
or its success or failure on community ac- 
~ ceptance, it appeared desirable to gain sys- 
tematic information concerning how the 
public at large felt about the mentally ill 
d the mental illnesses. This decision to 


of studies had shown that public feeling 
about the mentally ill was, in general, char- 
E acterized by fear, anxiety, stigmatization, 
= tejection and misinformation(4, 5, 6, 7). 
_ Thus, for example, Clausen writes, “. . . ig- 
` norance and fear of mental illness are wide- 
ead”(8). Star, in summarizing her pio- 
neering study of a national sample, reports 
as follows: 


+ mental illness is a very threatening and 
‘earful thing and not an idea to be entertained 
lightly about anyone, Emotionally it represents 


mental illness is something 
keep as far from themselves 


The Cummings(8), working on a much 
smaller scale than Star, elaborated a theory 


~ 1Read at the 117th annual meeting of the 
_ American Psychiatric Association, Chines Tl. 

May 8-12, 1961. j 
’ The research reported in this paper was sup- 
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Mental Health of the U. S. Public Health Service, 
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of social response to the mentally ill as com- 
prising a sequence of “denial, isolation and 
rejection.” 

In general this picture of the social 
response to mental illness as essentially re- 
jective and punitive has become widely 
accepted. The final report of the Joint Com- 
mission on Mental Illness and Health de- 
scribes in some detail what it terms “so- 
ciety’s many sided pattern of rejection of 
the mentally ill” and the “pervasive de- 
featism that stands in the way of effective 
treatment.” The report points out that “Sev- 
eral studies of public attitudes have shown 
a major lack of recognition of mental ill- 
ness as illness and a predominant tendency 
toward rejection of both the mental patients 
and those who treat them. There is a gen- 
eral agreement on these points”(10). 

The study carried out in Baltimore in 
1960 failed to support the point of view 
just described. Questioning a probability 
sample showed the population to be fairly 
well informed. People expressed, at least 
verbally, sentiments of understanding and 
tolerance for the mentally ill. The differ- 
ence between the findings of the study re- 
ported here and those previously reported is 
somewhat startling and invites careful re- 
view of earlier theoretical conceptions. 

Several points about. the study need to 
be emphasized before reporting its results 
in detail. First, it was designed at the out- 
set to sample opinion and belief, not actual 
behavior, The primary interest was to sam- 
ple the general atmosphere of beliefs and 
feelings, in which our patients and their 
families would live, the sort of superficial 
statements a patient or a member of his 
family might hear in a casual conversation 
with a neighbor, in a barbershop, or a bar. 
The study was therefore of the public opin- 
ion poll type, in which a systematic sample 
of a population is interviewed in a standard 
manner by an interviewer using a standard- 
ized questionnaire and recording response 
as given. 

Second, the study was not designed to 
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probe deeply into the attitudes and be- 
liefs expressed to the interviewers, nor to 
derive information on related constellations 
of attitudes, It was designed as an adminis- 
trative tool—one part of a process of pro- 
gram planning. The fact that it is now 
called upon to do duty on a more theoretic 
level is a consequence of the surprising and 
unanticipated nature of our results rather 
than of original intent. Had the results been 
foreseen, many more questions might have 
been asked, but when the research was 
being planned, and the budget allotted, the 
length of the interview appeared generous 
in terms of the purpose the study was to 


The design of the study was relatively 
simple, A randomly selected sample of the 
population of Baltimore was to be inter- 
viewed by specially trained professional 
interviewers, the interviewer reading a pre- 
formulated questionnaire in a more or less 
conversational and relaxed setting. Re- 
sponses were obtained for 90.2% of all se- 
lected respondents. 

_ Two experienced statisticians collaborated 

. in the selection of the population sample.* 
The sample was selected by listing all the 
blocks in Baltimore, classifying them ac- 
cording to the number of people living in 
the block, and then within each classifi- 
cation selecting a given number of blocks 
by random means. All of the dwelling units 
on each block selected were then listed by 
enumerators who inspected the block. Again 
by random means, a number of dwelling 
units was selected from each block. Inter- 
viewers were then assigned these addresses. 
The particular individuals living at the 
address were ascertained by personal inter- 

_ view and the specific respondent selected 
by random means from the list of those 
over 18 years of age in the dwelling unit. 
Individuals so selected were the people 
who answered our questionnaire. There 
were, of course, additional statistical 
manipulations involved. 


Batt Jerome Comfield, NIME Biometrics 
ee NH-1, Bethesda 14, Md. (then professor 
H Biostatistics, School of Hygiene and Public 
cries The Johns Hopkins Univ.). Also, 
Hi ip Archer, School of Hygiene 
lealth, Division of Chronic Diseases, Th 


Hopkins Univ. 


The questionnaire was developed through 
intensive pretesting, one phase of which — 
involved lengthy tape recorded interviews — 
with selected kinds of respondents. Wher- — 
ever possible the questions used were iden- — 
tical with those used in previous surveys — 
of the public’s attitudes about the mentally 
ill. Throughout ; 
questionnaire there was continuous consul- — 
tation with psychiatrists working in Balti- 
more, and with an expert with many years 
of experience in the construction of ques- — 
tionnaires and in studying popular opinion. 


Interviewing for the study was done by 
commercial interviewing service on a con 
tract basis. The interviewers averaged 5. 

i work, As an initial 
step in their training, all interviewers com 
questionnaire using each other 
as respondents. (Their answers were lat 


terviewers’ 
instructed. y 
the study group were verified ; that is, T 
spondents were re-interviewed by phone o! 
personal visit. No instance of interviewer 
“cheating” was uncovered. a 
It is necessary to abt these quality con- 
because the results at 
born with previous studies that the 


opinion of the authors that at the present — 
time the difference in results cannot be 
accounted for in these terms. 


4 Mr. Paul Sheatsley, National Opinion Research | 
Center, 100 Fifth Avenue, New York 11, N. Y. | 
5 Mrs. A. F. Crocetti, formerly Eastern Office 


Field Supervisor, N.O.R.C. 
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Another question that naturally comes to 
mind to explain the disparity of findings be- 
_ tween this and previous studies concerns the 
population questioned. Were the people 
more sophisticated, more educated, of high- 
_er income and class status than those of the 
populations questioned in previous studies ? 
This question can be answered by describ- 
ing our population. The sample was poorly 
ducated ; the median number of years of 
ducation for the sample was 9.7. Forty 
percent of the sample was Negro, the ma- 
jority of whom had migrated to Baltimore 
from further south. The median family in- 
come for the entire sample was $4,730. The 
median age was in the low thirties. Ap- 
proximately 55% of the sample owned their 
homes and the median value of the home 
_ was $9,701. The median rental of those that 
ented was about $64, In other words, the 
_ population that comprised our sample was 
not a highly educated, well-to-do group, 
There is a point of similarity which should 
be noted between the results of the present 
tudy and those of previous studies before 
discussing the dissimilarities. This lies in 
the populations’ prior experience and con- 
tact with mental hospitalization. We asked 
respondents, “Have you ever known 
anyone who was in a hospital because of 
“mental illness?” Sixty-three percent re- 
sai that they had known 2 such persons, 
When the respondents were asked whether 
this was a “relative, close friend, or some- 
e you didn’t know very well,” 1% re- 
ted that it was themselves, 10% reported 
that it was a member of the immediate 
- family, 15% reported that it was a close 
friend, and 26% reported that it was an 
uaintance or someone of similar classi- 
fication. (Note: these are percentages of 
all respondents, not simply of those that 
_ reported knowing someone who had been 
hospitalized.) These statistics are not too 
erent from those found by Roper and 
Associates in their 1950 study of the City 
of Louisville(11) or by Star in her national 
study in 1950(9). 
The most striking contrast between the 
_ results of this study and those of others was 
in the ability of the population to identify 
given descriptions of behavior as indicative 
of mental illness. In 1950, Star, with psy- 
chiatric consultation, devised a series of 


stories intended to illustrate various syn- 
dromes of mental illnesses. These stories 
were read to her respondents who were 
asked a number of questions about them, 
including whether or not the respondents 
thought the person described was mentally 
ill. Perhaps an example will provide an il- 
lustration of the quality of these descrip- 
tions: 


Now Td like to describe a certain kind of per- 
son and ask you a few questions about her. She 
is a young woman in her‘twenties—let’s call her 
Betty Smith. She has never had a job, and she 
doesn’t seem to want to look for one. She is a 
very quiet girl, she doesn’t talk much to anyone 
—even her own family—and she acts as if she is 
afraid of people, especially young men her own 
age. She won't go out with anyone and when- 
ever someone comes to visit her family, she 
stays in her own room until they leave. She just 
stays by herself and daydreams all the time and 
shows no interest in anything or anybody. 


The other stories included the descrip- 
tion of an alcoholic, a childhood behavior 
disorder, a somewhat violent paranoid 
schizophrenic and several others. These 
stories have been used many times—about 
12—in various studies both here and abroad 
and usually with similar results ; the only 
case recognized as mentally ill by anything 
like a majority of the respondents was that 
of the aggressive paranoid. This fact has 
come to play an important part in the gen- 
eral theory of attitudes towards the mental- 
ly ill as formulated by the Cummings(8). 
According to this theory there is a socially 
determined pattern of response on the part 
of the public toward mental illness. The 
first step in this response pattern is “denial” 
that given behavior is symptomatic of men- 
tal illness. In other words, the public has a 
much broader concept of what constitutes 
“normal” behavior than does the psychi- 
atrist or mental health worker and thus will 
deny that the given patterns of behavior 
are indicative of mental illness. In the words 
of the Joint Commission, only “the raving 
maniac” or “berserk madman” will be 
tecognized as mentally ill by the majority 
of the population. The empirical evidence 
to support this concept of people’s attitudes 
has always been of the nature cited above. 

In the present study only 3 of the 6 
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Star stories were included in the question- 
naire ; that of the simple schizophrenic, al- 
ready quoted in its entirety, that of the 
paranoid, and of the alcoholic. After each 
story the respondent was asked, “Would 
you say this person has some kind of mental 
illness or not ?”—the same question used by 
Star(9) and the Cummings(8). In all 3 
cases an overwhelming majority of those 
interviewed identified the person described 
in the story as mentally ill. Since the ques- 
tions used were identical with those used 
À in 2 previous researches, the results may be 
compared. Table 1 presents these data. 


TABLE 1 
Percent Identifying Hypothetical Cases as 
Mentally Ill in 3 Studies 


Canadian Baltimore 
Town Study 
1955 1960 

(Cumming and (Lemikau and 


National 
Study 
1950 


(Star) Cumming) Crocetti) 

Type of Case N-3500 N-540 N-1736 
Paranoid 75 69 91 
Simple schizophrenia 34 36 78 
. Alcoholic 29 25 62 


The Star and Cumming findings are 
much at variance with those of the 1960 
study in Baltimore. Each of the 3 popula- 
tions identified the case stories as depicting 
mental illness in the same order ; that is, 
more identified the paranoid case as mental- 
ly ill than the alcoholic, but the proportion 
so identifying is markedly higher in the 
present study for each type of case than in 
prior reports, 

For further analysis, respondents were 
classified into 4 groups. Group A included 
those who identified all 3 cases as mentally 
ill. Group B comprised those who so identi- 
fied 2 of the cases, while those identifying 
but 1 case as mentally ill were in group C. 
d Group D included all those respondents 
who had said that none of the case stories 
described mentally ill people. These groups 
were then analyzed by such factors as race, 
education, income and experience wi 
peel illness to determine whether these 
actors made any difference in classifying 
oe case stories as representing mental 

SS. 

Fifty percent of all respondents identified 


all 3 case stories as presenting mental ill- 
ness. Only 4% fell into group D, identifying 
no cases as ill. 

The analyses necessary to determine the 


higher the income, 
hood that the case 
sidered as presenting mental 

This latter trend is consistent with the 
results of most other studies.* What is dif- 
ferent about the present result is the rela- 
tively high proportion of the least educated 
who were able to identify all 3 cases as f 
mentally ill. For example, among those with 
an elementary school education or Jess, 46% 
of the respondents were able to identify all - 
3 cases. This compares to 63% among those 
with a college education. 

Our respondents were also grouped by 
the Hollingshead Two-Factor Index of So- 
cial Status. It will be recalled that this in- 
dex, based on education and occupation, — 
groups populations into 5 categories ranging 
from Class I, the highest, to Class V, the — 
lowest, The Baltimore sample included no 
Class I respondents and such a small num- 
ber of Class II respondents as to preclude 
statistical analysis. Classes I, Il, and MI 
were therefore grouped together and com- 
pared to Classes IV and V. In Class V—edu- 
cationally and occupationally the bottom of) a 
the social status scale—49% of the respond- 
ents identified all 3 cases as mentally ill. In 
the combined Classes I, Il, and IH, 63% of 
the respondents identified all 3 cases as — 
mentally ill. Although there is a statistically 
significant difference between the 2 groups, 
the significant fact is the large number of ~ 
poorly educated, relatively unskilled per- — 
sons who were able to identify specific pat- 


@ An exception to the general finding cited above 
should be noted, namely Freeman, H. E., and Kas- 
sibaum, G. G. : Ment. Hyg, 


44 ; 43, 1960. 
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terns of behavior as indicative of mental 
illness. Apropos of the remark noted earlier 
that only the “raving maniac” (or, in other 
words, the violent paranoid of this and 
other studies) is seen as mentally ill, only 
5% of this Class V group restricted their 
identification of mental illness to this case. 

The Class V group was also analyzed by 
race. No significant differences were found 
between the 2 groups, white and Negro, in 
tendency to identify the case stories as 
presenting mental illness. 

A further analysis was made of the re- 
spondents with less than 5 years of formal 
education ; some of this group were illiter- 
ate for all practical purposes. Nevertheless, 
50% of this group identified all 3 cases as 
mentally ill. 

A word must be said about the failure to 
find any significant difference in the various 
age groups in ability to identify mental 
illness from the stories. This is again at vari- 
ance with most other studies reported. Pre- 
vious studies uniformly show that the 
younger and better educated are more so- 
phisticated. The present study was confined 
to the City of Baltimore, a city whose popu- 
lation in the past decade has undergone 
massive and selective migration to the 
suburbs, and whose population has been re- 
plenished mainly from rural areas. It ap- 
pears probable that the older population 
that did remain within the city is somewhat 
better educated than the younger in-mi- 
grants. 

In summary, then, this study did not find 
evidence to support concept that there is a 
tendency on the part of the public to “deny” 
mental illness. 

The study also contains some evidence on 
what the Joint Commission describes as 
“pervasive defeatism” concerning the men- 
tally ill(10). 

When an individual had identified a given 
case as mentally ill the interviewer asked, 
among other things, “Do you think this ill- 
ness can be cured or not ?” In the case of 
the withdrawn, schizophrenic girl, 72% felt 
that she could be cured. In the case of the 
paranoid, 79% felt that he could be cured. 
In the case of the alcoholic, only 56% felt 
that he could be cured. The interpretation 

of these answers is not pressed since so 
much depends on the public’s definition of 


the term “cured.” It does seem, on the basis — 
of the material in the pre-tests and the mar- _ 
ginal notes occasionally recorded by inter- 
viewers, that to the respondents, “cured” 
meant “restored to social function,” or that 
the person was able to manage his own af- 
fairs without supervision. Irrespective of the — 
correctness or incorrectness of this interpre- 
tation, however, it would still be difficult to 


interpret these results as indicating “pessi- 


mism” or “defeatism” in the face of identi- 
fied mental illness. 

It has also been postulated that there is 
a tendency on the part of the general public, 
once an individual has been identified as 
mentally ill, to “isolate? him and then to 
“reject” him. This, essentially, was the con- 
clusion reached by the Cummings(8). The 
present study does not substantiate this 
hypothesis—50% of this sample said that 
they “could imagine themselves falling in 
love with someone who had been mentally 
ill’; 50% said they “would be willing to 
room with someone who had been a patient 
in a mental hospital”; 81% said they 
“wouldn’t hesitate to work with someone 
who had been mentally ill” ; 62% disagreed 
with the statement “almost all persons who 
have a mental illness are dangerous” ; 85% 
agreed with the statement, “people who 
have some kinds of mental illness can be 
taken care of at home” ; three-fifths agreed 
with the statement that “people who have 
been in a state mental hospital are no more 
likely to commit crimes than people who 
have never been in a state mental hospital.” 

The major point of the study was to ex- 
plore the readiness of a population to ac- 
cept a program to provide home care for 
psychiatric patients. In view of the findings 
of previous studies that there was a tend- 
ency to “isolate and reject” the mentally ill, 
it was felt important to explore this point 
in some detail. Three projective-type stories 
describing 3 different illnesses in hypo- 
thetical family situations were read to the 
respondents. They were then asked to say 
whether the protagonists in the story should 
accept proffered medical services in the 
home or whether the ill family member 
should be sent to the hospital, the cost to 
be the same in each instance. The stories 
described a withdrawn girl, a depressed ` 
male breadwinner, and a mild senile psy- 
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chotic. The following story, read by the 
interviewer, will illustrate the quality of 
the questions : 


Now here’s another family story . . . about 
people in Baltimore. Let's call them the Walk- 
ers, Mr. and Mrs. Walker have been married > 
for some years and have 3 children in school. 
Usually, Mr. Walker has seemed cheerful and 
he and his wife have gotten along pretty well. 
But lately Mr. Walker has become very touchy. 
He gets irritated very easily and can’t sleep 
nights. He worries about little things and cries 
a lot, blaming himself for all sorts of things that s 
have gone wrong in the past. Sometimes he 
keeps Mrs. Walker awake all night long, walk- 
ing up and down and wringing his hands, talk- 
ing to her about all the bad things he thinks 
he has done. 

Mrs, Walker got him to see a doctor and the 
doctor told her that he could arrange either for 
Mr. Walker to go to a state mental hospital 
where a special doctor and nurse would try to 
make him better in a few months, or she could 
keep Mr. Walker at home and a special doctor 
and nurse would come to see him from time to 
time and try and make him better in a few 
months. Either way the cost would be about 
the same. What do you think Mrs. Walker 
should do? Should she have Mr. Walker sent 
f the pental hospital or should she keep him at 

ome 


_ The respondents’ replies are summarized 
in Table 2. 


TABLE 2 
Percent Favoring Home Care 
in 3 Hypothetical Cases 
Type of Case Percent 
Schizophrenic girl 56 
Mild senile psychotic 50 
Depressed middle-aged breadwinner 46 


It would appear that, even when given 
this indirect method of expressing rejection 
of the professionally identified mentally ill 
person—a large proportion failed to do so. 

The interviewers then asked the respond- 
ents “what makes you say that ?” and pro- 
ceeded to probe their answers in a non- 
directive manner, recording the answers 
verbatim. These verbatim answers were 
analyzed in many different ways, but in 
1 analysis especial attention was given 


to any reasons offered that might indicate — 
fear of violence, suicide or even accidental — 
self-injury by the patient. It was hypothe- 
sized that hostility might reasonably be 
expressed in this manner. In the case ol 
the young girl and middle-aged man, onl 
about 10% of respondents advocating hos- 
pitalization gave answers that could be 
classified under this rubric. In the case o! 
the elderly woman, 25% did. Upon inspec: 
tion, however, almost all interpreted as — 
potentially hostile turned out to be fear of 
accidental self-injury on the part of the — 
patient during her night wanderings. Most a 
pronounced was the fear that she might fall 
down and in the words of one respondent 
“break herself” and that the rest of the 
family would not find her until the morning. 
As one might expect, one of the most fre- 
quent reasons given for the hospitalization — 
of this patient was the feeling on the part 
of many respondents that 24-hour surveil- 
lance was necessary to protect the patient 
and that no ordinary family could do this. 
As a respondent said, “this old woman — 
could break up the entire family.” The — 
housewife has a family of her own and she 
couldn't take care of her own family if she 
had to be with her mother (the senile pa- 
tient in the story) night and day, “because 
the family has to sleep and the father has — 
to go to work, She can’t have family life — 
that way.” 
In the other 2 cases the most common — 
reasons for advocating hospitalization fall 
under the heading that a change of en- 
vironment would be best for both family 
and patient. This was frequently coupled 
with the feeling that the families concerned — 
had something to do with the patient’s ill- — 
ness and that therefore the patient might — 
benefit by being away from them. A 
‘All responses, whether of those who ad- — 
vocated hospitalization or those who fa- — 
vored retaining the patient at home, were 
studied with view to finding statements or — 
remarks indicative of the pattern of isola- 
tion and rejection of the mentally ill. At 
the most, only 15% of the responses 
be so categorized. The overwhelming ma- 
jority of responses were patient or family — 
centered, humane in expression, and ra- 
tional in substance. 

In summary, the results of this study vary 
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on a wide range of points from many pre- 
vious studies using identical or similar ques- 
tions and comparable methodology. 
Accounting for this variation raises several 
interesting theoretic possibilities. The first 
and least exciting of these is that there is 
something special and different about the 
Baltimore population that renders compara- 
bility with other studies impossible. This 
- is a question which can only be settled by 
extensive and independent replication in 
other communities. This is something we 
are presently attempting to arrange. 
___ Amore intriguing possibility is that popu- 
lar attitudes towards mental illness and the 
_ mentally ill are in fact changing, and that 
the present study, being among the most 
recent, reflects this change. In this con- 
= nection it should be noted that Woodward 
_ (12) in the evaluation of his 1950 study of 
~ Louisville, concluded that popular attitudes 
_ towards the mentally ill were changing. 
_ This raises certain subordinate consider- 
~ ations. For example, what is the role of 
< mental hygiene educational activities in this 
_ alleged change? It becomes a possibility 
~ that these efforts are more effective than 
has been thought. 
If a change in public opinion about the 
= mentally ill has taken place, then an im- 
_ portant theoretical implication must be con- 
sidered, namely a possible change in the 
_ perceptual context in which the public 
_ views the mental illnesses. Since mental 
_ illness so frequently manifests itself as be- 
havior deviating from socio-cultural norms, 
there has been a tendency to explain popu- 
_ lar reaction to the mentally ill with the 
_ Same concepts used to explain social re- 
_ action to any behavior disruptive of com- 
_ tunity norms. In these terms the mentally 
_ ill person is perceived as a “transgressor” 
_ rather than as a “sick person.” The study 
_ reported herein indicates that most of the 
population studied perceive at least some 
mental illnesses as primarily illness, rather 
than simply as deviant behavior. If this is 
true, it means that the public will look more 
frequently to its physicians for cues on how 
to react to the mentally ill, just as it does 
in many other areas of illness. 
It may be that the public is presenting 
evidence of an emerging ability to dis- 
tinguish between social deviation, behavior 


determined by socio-cultural factors, and 
mental illness; to the extent that this be 
true, the sociology of deviant behavior 
would no longer apply to the universe of 
mental illness as it has seemed to in the 
past. To the extent that the distinction by 
the public is possible (and as an emerging 
characteristic it would be expected to vary 
widely in different populations and at differ- 
ent times) public reaction to the mentally ill 
could become more responsive to leader- 
ship of the medical profession in regard to 
the way its psychiatric institutions are used, 
and the type of treatments used in them. 
Conversely, to the extent that the percep- 
tion of mental illness as illness is actually 
made by the public, explanations of public 
apathy and rejection may as logically be 
sought in the actual practices of psychiatric 
institutions as in more abstract socio-cultural 
norms. It does seem reasonable that if the 
public identifies the mentally ill person as 
“sick,” the key to further attitude change 
is logically in the hands of those to whom 
society assigns the responsibility for the 
care of the ill—its physicians and medical 
institutions. 


BIBLIOGRAPHY 


1. Discussion with Dr. A. Querido, Director 
of Mental Health Services, Amsterdam, Hol- 
land, before the New York City Community 
Mental Health Board, December 6, 1955. 

2. Lemkau, Paul V., and Crocetti, Guido 
M. : Am. J. Psychiat., 117 : 779, 1961. 

3. A Progress Report on the Psychiatric 
Home Treatment Service, Project OM-98. 
Sponsored by NIMH, Boston University School 
of Medicine in cooperation with Boston State 
Hospital [and] prepared by the staff of the 
Psychiatric Home Treatment Service, August 1, 
1959. (Mimeographed, unpublished.) 

4. Allen, Lucile: Ment. Hyg., 27: 248, 
1943, 

5. Bingham, June: Am. J. Psychiat., 107 : 
599, 1951. 

6. Proceedings of the 12th Annual Confer- 
ence on Public Opinion Research, Publ. Opin. 
Quart., 21 : 418, 1957. 

T. Star, Shirley A.: Public Attitudes—A 
Measure of the Difficulties. In APA (ed.) : 
Psychiatry, the Press and the Public. Washing- 
ton, D. C. : APA, 1956, p. 1. 

8. Cumming, E., and Cumming, J. : Closed 
Ranks. Preface by John A. Clausen. Cambridge, 
Mass. ; Harvard Univ. Press, 1957. 


1962] 


PAUL V. LEMKAU, AND GUIDO M. CROCETTI 


9. Star, Shirley A.: The Publics Ideas 
About Mental Illness. A paper presented to the 
annual meeting of the National Ass. for Men- 
tal Health, Indianapolis, Indiana, November 5, 
1955, (Unpublished.) 

10. The Joint Commission on Mental Illness 
and Health: Digest of Action for Mental 
Health. Final report. Boston, Mass., 1961. 

11. Roper, Elmo, et al. : People’s Attitudes 
Concerning Mental Health. A Study made in 
the City of Louisville for the City of Louisville 
and Colliers Magazine, September 1950. 

12. Woodward, J. L.: Changing Ideas on 
Mental Illness and Treatment. In Rose, A. M. 

. (ed.) : Mental Health and Mental Disorders. 
New York : Norton, 1955, p. 482. 


DISCUSSION 

Dane Bram, M.D. (Sacramento, Calif.). 
—The cooperation between the School of Pub- 
lic Health, a non-governmental educational in- 
stitution, and the City of Baltimore Department 
of Health, a governmental unit, is gratifying, It 
is through mutual assistance and sharing of the 
load, that any possibility of a successful meet- 
ing of the mental health problem can in any 
suitable way be achieved. This sharing of re- 
sponsibility between tax-supported and non- 
tax resources points to the necessity through- 
out the country, of expanding the non-govern- 
mental private and voluntary agencies’ share of 
responsibility for the overall job to be done, 
thus reversing the tendency in other parts of 
medicine to move in the direction of tax sup- 
ported services. 

The move toward a broader trial of emer- 
gency and home care services again coincides 
with the acknowledged problems associated 
with traditional institutional programs available 
only at a distance. The modern position toward 
psychiatry may be summarized in the state- 
ment according to McNeel of Ontario : 1. That 
adequate therapy should be available as early 
as possible ; 2. As continuously as possible ; 3. 
With as little dislocation as possible; and 4. 
With as much social restoration as possible. 
This emphasis on home visitation and manage- 
ment of emergency situations in situ is a 
move in the direction of handling psychiatric 
conditions just as other medical conditions are 
handled. Again, in this way, the handling of 
the patient in the presence of the precipitating 
situation offers much. 

So a logical step toward adequate meeting of 
the need in terms of timing and location is 
properly followed in planning with exploring 
the terrain. How then shall the soil be prepared 
for planting of the seed of this new approach, 
by all previous beliefs calculated to fly in the 


face of traditional attitudes and expectations? 

There is no doubt of the wisdom of using the 
scientific method, that is : collecting data, an- 
alyzing them, forecasting the trends, making, 
testing, and operating a plan step by step; then — 
testing the experience and moving on in logical 
sequences. 

The surprising thing is that, with the well 
documented studies of public attitudes and in- 
formation levels, any new study was deemed 


necessary, worth while, or likely to produce = 


new data, particularly since the same tools were 
again being used. Rather it would have been 
logical to plan the new treatment project with 
due regard to the expected ignorance, fears, 
and antipathy with, or perhaps to, the behavior 
associated with mental disorder. Many cli- 
nicians, I believe, would have moved right 
ahead. However, to Dr. Lemkau’s credit, an 
orderly approach was made and surprising re- 
sults were obtained. This carefully chosen 
random sample produced responses which 
showed a surprisingly high degree of under- 
standing of bizarre behavior, a high level of 
information concerning the meaning of symp- 
toms, and a willingness to accept and tolerate 
behavior of persons who had been stigmatized 
by having been at a mental hospital, or ob- ~ 


the mentally ill. 
findings of the study reported here, and those 
previously reported, is somewhat startling and 
invites careful review of earlier theoretical con- 
ceptions.” 

‘As the authors point out, 
this variation raises several 
sibilities” : , 

1, “. . . there is something special and dif- < 
ferent about this Baltimore population . - fe? 
Certainly other population groups must 
studied in comparison, but I would venture to 
risk a challenge of naivete by suggesting that 
this population is probably different in major | 
ways than those studied by Star and the Cum- 


“accounting for 
theoretical pos- 


“the relatively high proportion of 
educated who were able to identify all cases ~ 


correctly as mentally ill’ 
Parenthetically, I wonder if, in this area, we 
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could draw the conclusion that education may 
be a negative factor and teach the wrong 
_ things. Provocatively would I dare to say that 
highly educated teachers and parents may pass 
on preconceptions and prejudices which are 
harmful to the growing child. And that high 
economic status brings association with groups 
that are more likely, as Brock Chisholm is say- 
ing these days, to follow the rigid pattern of 
‘their ancestors. - 

I note that 40% were Negroes recently come 
from the deep south. I would suggest that such 
people who are untouched by much education 
or cash sophistication, may be more intuitive 
and sensitive to subtly communicated beliefs 
-and expectations of the interviewers. It is evi- 
dent that the investigating groups were enter- 
ing the investigation with a firm hypothesis 
that their data would confirm the previous 
tudies. This is confirmed by the fact that Star’s 
Stories were used and all those that were used 
_ concerned mentally ill people, so that the ques- 
_ tion “is this person mentally ill or not ?” would 
‘most likely draw, from a docile person wanting 
to please, the likelihood of replies in the af- 
firmative, and the less the respondent is con- 
taminated with education and sophistication, 
the more likely he is to want to please and reply 
in the affirmative, 4 


the surprise that the results did not bear out the 
_ findings of former investigators. And particu- 
rly in the statement that, “Had the result been 
foreseen that the study offered such deep im- 
= plications many more questions might have 
een asked, but when the research was being 
anned and the budget allocated the length 
of the interview appeared generous in terms of 
the purpose the study was to fulfill.” 
__ Very significant is the statement relating to 
the pretesting phase of preparation and design 
as follows : “It should be noted that since the 
Ppretesting was not done with a systematically 
selected sample, results which hinted at the 
later findings were dismissed at the time as a 
Statistical oddity.” It is a curious coincidence 
at this report follows the statement by Dr. 
von Foerster that even in the field of physical 
Measurement, people tend to obtain findings 
close to their expectations and throw out con- 
trary data as artifacts, 


That the hypothesis is present is indicated in ` 


It is to the credit of these authors that they 
pursued these matters further in spite of their 
differing hypotheses and results differing from 
previous studies. 

With respect to the population sampled, one 
should also be aware of the fact that at least 
certain elements of the Baltimore population 
might well be more knowledgeable because of 
the atmosphere generated by famous institu- 
tions in that City. 

2. One must consider the possibility that 
there has been in fact, an increase in knowledge 
brought about by direct and indirect mental 
health education and the atmosphere of under- 
standing and tolerance has improved in an un- 
recognized degree. 

3. Finally, one should be aware of certain 
issues when one compares the present study 
with those of Star and the Cummings. The Star 
study was begun in 1950 and her data may 
well be outdated. The study by the Cummings 
was complicated by the fact that, as they re- 
port, their study aroused hostile feelings in the 
community, and, therefore, may have produced 
responses colored by these feelings. Thus, 
they may have operated in a direction directly 
opposite to that of the Baltimore population. 


SuMMARY 


1. I believe the authors have obtained from 
their sample a response which is very likely 
more in keeping with the true level of knowl- 
edge, understanding, and tolerance, in spite of 
the fact that their data proved contrary to what 
was apparently their original hypotheses. 

2. The population sample is, in my opinion, 
different from those studied elsewhere and this 
may account in part for the responses. 

3. For at least a significant segment of the 
study population, it is unlikely that they have 
responded to mental health education as car- 
ried out in the past few years and, therefore, 
that this does not indicate that such educational 
Programs have brought about the findings of 
this study. 

4. I should like to congratulate the authors 
for carrying out a well planned study which 
will likely lead the way to a more accurate ap- 
preciation of the opinion and knowledge of 


Population groups with respect to the mental 
illnesses. 


THE STUN* 
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EUGEN KAHN? 


The stun is an experience, or more exact- 
ly, the content of an experience, which 
emerges or is produced suddenly. The 
experience of being stunned is the exper- 
iential response to the stun. 

There are obviously relationships, even 
overlappings, with the surprise, the shock, 


- the fright (or scare). However, none of 


them is identical with the stun. 

Surprises are in general easily managed 
by the experiencing person in his situation. 
He may be displeased or—fortunately 
more often—delighted, but he has no 
qualms to express himself. He may say a! 
am surprised,” he may thank or curse or 
“take action.” Although there is suddenness 
and unexpectedness in the stun, it definitely 
differs from the surprise. Surprises are 
neither stuns nor stunning. 

The shock is occurring suddenly, too ; 
there may be an element of the surprise in 
the shock. Indeed, the shock may be a close 
relative of the stun. Yet the term has been 
so badly abused in psychology, psychopa- 
thology, psychiatry,® et al, and it is used 
with a rather different meaning in medicine 
and surgery. I prefer to leave the word 
shock alone in this context although I may 
mention that the phrase “I am shocked” is 
used quite often and is thus mostly turned 
into a platitude. 

It is, as far as I know, a rarity to hear any- 
one—healthy or sick—say “I am stunned.” 
But there are many stunned ones—stunnees 
-agape and silent. It appears to me that the 
silence of the stunnee is a characteristic of 

stunned behavior”; you cannot talk with 
your mouth open! Stunned silence* pre- 
vails until the stun has been some- 
how experientially assimilated, integrated, 
abreacted. Then experiencing, so to say, falls 


1 After a lecture read in the V.A.H., Houston, 
Oct. 20, 1961. 

2 The Baylor University College of Medicine and 
ie Houston State Psychiatric Institute, Houston, 

ex. 


x 3 In psychiatry the very reputation of the word 
shock” has been jeopardized in shock-therapy. 


4In fact, the silence is not stunned, but the 


_ Stunned people are silent! 


back into its usual tracks unless there 
some, particularly some organic, pathology. 

Fright or scare may occur suddenly 
there is some relationship to stun. However, 
as a rule, the stun does not contain the 
experiential element of threat, of being 
endangered. The stun has no primary Ti 
lationship to fear either ; it stands to reason, 
though, that fearful and timid people are 
prone to experience stuns with a definite 
hue of fear.® 

Not a few stuns—but by no means all— < 
produce unmistakable frustration. In such 
instances some aggressive move may 
made after “the dead point of the stun” has 
been passed. While experiencing the stun, 
nobody “attacks,” but everybody keeps N 
silent and paradoxically, keeps his shut 
mouth open (agape). 

After talking about the stun and the ~ 
stunnee, I have to introduce the stunner. 
stun can only come to life in the experienc- 
ing person in his situation, in the stunn 
if something or somebody has produced it, 
The stunner is in most 
instances another human being who may 
provoke the stun intentionally or unin- ~ 
tentionally. There are, 2-8.» people without — 


silence. Rabble rousers are experts o: 

kind of procedure ; they impose themselves ~ 
upon the people while they are wriggling 
out of their stunned silence. 

Tt may occur that some special objects, 
book, a work of art, a machine, an apparatus 
or what not gets one stunned, Although — 
there is no human stunner in the fore 

ound, there is always one to be found ir 
the background. i 

The stunner may use the stun as a harm- — 
less prank or with a harmful purpose ; an 
example has already been given with 
rabble rouser. The stunner may be a very 


5 The stun cannot be settled by the fashionabl 
and vague coverall notion of anxiety. 
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sensitive soul in his own right who under 
countless circumstances may say or do 
_ things stunning other people. Such stunners 
may learn to use the stun as a trick for pur- 
poses of self-defense. On the other hand 
there is the aggressive stunner who in play 
work, in peace or war, knows how to 
_ stun his counter player, adversary or enemy. 
The aggressive stunner, not unrelated to the 
rabble-rouser, is utilizing the stunnedness 
of his vis-a-vis to overwhelm him or in 
mother way to dispose of him. It is obvious 
__ that there are various kinds of stunners. 
This is also true of the stunnees. There 
are, generally speaking, people who are 
asily stunned—alone and in a group—and 
ople who would not even understand 
_ what it may be to “be stunned” though prac- 
_ ticing stunning on other people. One might 
` think that there is something like a per- 
sonal stunnability, Even if this were the 
_ case, the momentary condition of the stun- 
“nee is a weighty factor—he may be fresh or 
_ tired, young or old, healthy or sick, female 
or male, 
A relatively rare phenomenon is the being 
“stunned by himself of the self-stunner. It 
may be provoked by harmless and by harm- 
_ ful experiences and actions. A person in his 
_ Situation may be stunned while he is work- 
g or idling by the emptiness or fullness of 
| performance—here a door may open to 
igious experiences, A murderer after com- 
-mitting his bloody deed may be self- 
stunned ; this, incidentally, may lead to his 
“surrender or to his discovery. In the 
murderer the aggression may have been 
fully experienced—lived out, “acted out”; 
‘its sequelae are stunning the perpetrator 
_ who is stunner and stunnee in one person, 
The following story ® contains a nice ex- 
imple of a stun and of a group of stunned 
people.” 


An American tourist on a crowded British 

railway train noticed a large, tweedy woman 

whose large, tweedy dog was occupying a 

_ seat. Politely he asked if the woman would 

__ mind moving the dog to the floor, “Leave the 
dog alone!” the woman snapped. 

The American left the compartment, walked 


® Reader's Digest, October 1961, contributed by 
Philip C. Humphrey. 

7We have mentioned above cases of stunned 
_ groups. 


the length of the train, but failed to find a 
seat, so he returned and pleaded with the 
dog’s owner again. “I told you to leave the 
dog alone!” she said, The American reached 
over, opened the window, tossed the dog out 
and sat down. 

There was a stunned silence, then an elderly 
Englishman across the aisle looked up over 
his TIMES. “You Americans amuse me very 
much,” he said. “In the first place, you eat 
with your fork in the wrong hand. You drive 
your cars on the wrong side of the road— 
and now, by Jove, I believe you've thrown the ` 
wrong bitch out of the window!” 


It is evident that the American was highly 
frustrated. His frustration makes his un- 
mistakingly aggressive action somewhat un- 
derstandable, Without any plan or purpose 
he acted as a stunner—the tossing out of the 
dog being the stun. It is conceivable that 
the owner of the dog who presumably was 
the primary aggressive actor experienced 


‘her frustration only after getting over the 


stun. We cannot say anything about the fel- 
low-passengers except the Englishman who 
after “recovering” let go against the Ameri- 
can as well as against the owner of the dog 
—killing two birds with one shot, as it were. 
But the Englishman, too, participated in the 
stunned silence before he spoke up. I dare 
suggest that with his remarks he “dissolved” 
the stunned silence.® 


If I should now relate a dirty story, sever- 
al among the readers—I dare suppose— 
would be stunned. Recovering from this ex- 
perience they might wonder (with more or 
less rationalization or more or less emo- 
tionally, according to their “personali- 
ties”) : how can he relate such a story here ? 
Does he have no manners or has he forgot- 
ten them? Is he or did he become so in- 


' Sensitive as regards other people’s feeling, so 


tactless ? Is he perhaps intoxicated ? Or is 
he suffering of an organic brain disease ? 
Or is he perhaps just a senile goner ? 

All these questions—built up on a dirty 
story which I did not and which I am not 
going to relate—are but the rhetorical 
formulations, the implications of possibili- 
ties in respect to certain stunners as well as 
to certain stunnees. “Stunnability,” the 


8 It does not bother us here that now the dog 
owner was likely to be “boiling mad.” 
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readiness of being stunned, is, as already 
> indicated, an individual property. Although 
T people in general appear to be more easily 
stunned with advancing age, individual dif- 
ferences remain aworking. It appears, fur- 
$ thermore as though women are more easily 
stunned than men, while the stunners re- 
cruit themselves prevailingly from the 
ales. There is no argument, though, as 
Tegards the occurrence of female stunners ° 
‘and male stunnees. There are subtle dif- 
T ferences between the stuns more appealing 
to men or women. 
T The very “stunned silence,” as a rule ac- 
“companied by complete or near complete 
‘immobility (agape !), makes one think of a 
relationship of the stun to certain experi- 
ences of rigidity and immobility which are 
yare in the healthy young and grown-up, 
which are met with increasing frequency in 
aging people and which finally are observed 
i individuals ailing of certain mental dis- 
orders and of mental deterioration. 
i There are social-cultural differences : 
there are indeed cultures in which the 
" young are taught not to be stunned ; they 
learn never to show any emotional response 
~ to whatever may befall them. (Amer. In- 
‘dian, poker face, et al.). 
The healthy quite generally go fast 
through stuns. The unstable and the ec- 
“centric have all manner of difficulties—they 
may, as I mentioned, learn to use actual or 
alleged experiences of being stunned as one 
_ of many defensive or aggressive tricks in 
fap. their arsenal of tricks. 

In the schizophrenic stuns pay a definite 
role, Certain schizophrenics are again and 
again stunned into silence, inactivity and 
immobility when they undergo hallucina- 
tory and/or delusory experiences.’ In the 
chronic schizophrenic these experiences 
seem to become more and more “independ- 
ent” or original stuns; the experiences— 
hallucinatory, delusory, etc.—persist, but 
# the impress of stun is, as it were, washed out 
while the tendencies toward silence, in- 
activity and immobility have grown into 


A 9 One cannot but think of the so-called “stunning 
| woman” and/or the “stunning beauty.” 

10 One may say that other schizophrenics under- 

è go hallucinatory and/or delusory experiences 

o ae stunned into silence, inactivity and immo- 


sf 


parts of the day-to-day behavior of the 
patients. That there was an initiation of such 
symptoms due to or connected with ex- 
periences of being stunned, is probably in A 
most cases forgotten by the patient and can 
no longer be elicited by the interrogator. ~ 
There is some “self-stunning” in a few pro- | 
foundly depressive patients who—from time 1 
to time—are flabbergasted and muted by 
ri thought of the misdeeds they feel guilty i 
The picture total changes with advancing ~ 
age when long past experiences—and “learn- A 
ings”—can still be revived while it becomes — 
harder and harder to learn and to assimilate 


or integrate new ones, This can be seen in 


the ease with which certain old people find 
their way in the environment they are us 

to and how forlorn they may be when ~ 
brought into a new one—a new apartment, 
another house, a doctor's office, a hospital, — 
etc. Subtle and massive “stuns” are ex- 
perienced by them. 

With increasing age the individual gets 
slower in his responses ; in particular it be- 
comes more difficult for him promptly to = 
change his trend of thought quickly and to 
concentrate on something else."* In such in- 
stances interruptions from the outside—a 
sudden question or suggestion—can work as ~ 
a stun of intensive impact upon the senile — 
individual. In fact, the inability spontane- ~ 
ously to change a trend of thought and a 
chain of behavior may work as “self-stun- — 
ning” upon the individual, Mild disturb- ~ 
ances along this line can easily be observed | 
in old people who in their usual habitat — 
function well enough, but respond even to = 
relatively light stuns openmouthed, agape. 
They may in simple situations recover fast — 
when they are allowed to continue the ~ 
trend that was interrupted by the stun, ; 

These disturbances become understand- 
ably more incisive in massive organic brain ~ 
disease, like presenile, senil and arterioscler- 
otic processes. They are also being observed 
in many instances of clouded consciousness, 4 
in toxic, infectious, and post-traumatic ~ 
clouding of consciousness. 

One has always to recollect that the per- 
son in his situation has to find his temporal- 


described the character- 
istic inability of spontaneous 
focusing and changing focus. 


oe 
1 Erst Gruenthal has 
ic “Einstellstoerung” 
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normal circumstances” to experience mean- 
ingfully and in some continuity. Generally 
speaking, it appears to be some special 
_ kind of interruption of the continuity of 
_ meaningful experiencing which is brought 
about by the stun. Under pathological cir- 
cumstances stuns may be experienced with 
catastrophic intensity.” 
_ Such occurrences may put considerable 
tress upon the physician. We must men- 
on that the doctor may be the stunner in 
e doctor-patient relationship. A judicious 


_ 12 We refer to the observations in senile and 

organically sick patients already made. In them 

continuity is often distorted into rigid per- 

_ severation of which any interruption is responded 

| with pitiful helplessness. 

another connection I have discussed the “gap” 

initiates cosmic delusions in certain schizo- 
phrenic patients, 


application of a stun ** in interrogation or 
psychotherapy can be once in a while quite 
helpful. However, the patient need not al- 
ways be the stunnee, he may be the stunner, 
too, and embarrass the inexperienced phy- 
sician very much. To be prepared for such 
experiences ought to be one of the tools 
in the doctor’s box. If he has learned to be 
alert in this respect, he may turn some 
patients’ somersaults to therapeutic use. 


SUMMARY 
The stun is defined as the content of an , 
experience which emerges or is produced 
suddenly. The stunnee who suffers the stun, 


- and the stunner who brings it about, are 


discussed with reference to normal and to 
pathological conditions. Physician and pa- 
tient may be stunners as well as stunnees. 


18 Too much of it will always make one sus- 
picious of quackery. 


TRAINING IN SOCIAL PSYCHIATRY AT WARD LEVEL * 


MAXWELL JONES, M.D.? 


With the increasing interest in the social 
environment of the patient, the role of the 
ward psychiatrist becomes more complex. 
It is not enough to be a competent diagnos- 
tician and individual therapist; he must 
now learn how to recognize and modify the 
l social organization and culture of his ward, 
q as well as the complexities of group treat- 
| ment. Ideally, this would entail exposure 
| tothe teaching of experienced psychiatrists 
and social scientists. It is rare for a resident 
to get social science teaching outside a 
university hospital or clinic. However, the 
growing interest in the social dimension 
in mental hospital psychiatry is manifested 
| by relevant literature, to which the psychi- 
atrist in training is increasingly referring 
(1, 2,3). Nevertheless, it seems to me that 
| whatever training skills are available, the 
i most effective way of teaching this aspect of 
l psychiatry is in the ward situation. 
| This can best be accomplished by a daily 
i meeting of all personnel on the ward, both 
patients and staff, If this is immediately fol- 
lowed by a “post mortem” of about the 
same duration involving all staff members, 
then there is an opportunity to examine the 
response of the various personnel with dif- 
A ferent skills, expectations, prejudices, etc. 

In this setting, it is possible to discuss the 

perceptions and feelings of the staff retro- 

g spectively in relation, to the ward meeting 

| and also to examine their interaction during 

the staff meeting. I do not want to discuss 

here the phenomena which one associates 

with the ward meeting as this will be dis- 

cussed elsewhere(4), but would like to 
consider the “post mortem” staff session. 

Let us assume that all personnel who 

come in contact with the patient in a thera- 

f peutic role will be present at both meetings. 

q In the “post mortem,” they will, in varying 

degrees, be able to express both their 

analyses of certain aspects of the meeting 


_ , + Read at the 117th annual meeting of The 
a erican Psychiatric Association, Chicago, Il., 
_ May 8-19, 1961. 

q 2 Director of Education and Research, Oregon 
‘State Hospital, Salem, Ore. ; 


and their subjective feelings. If we take 
frequently recurring problem, such as au: 
thority, the aides may perceive this in 
terms of their own desire to conform to 
strict authority system. The cleanliness of 
the ward, the observation of smoking rules, © 
the avoidance of incidents, etc., are neces: 
sary if they are to avoid undue anxiety. In 
this context, they will tend to express, di: 

rectly or indirectly, views which suppo 

the maintenance of patient discipline. Ai 
the other extreme, the doctors, if they have 
had considerable experience in examinin; 
the social interaction on a ward, may per 
ceive untidiness or dirt on the ward a: 
symptoms of disorganization among the pa- 
tients and want to examine this as a form 
of communication. To do this at all skill. 


ployment. This fear may be re-enforced b; 
the fact that their supervisors are them: 
selves not trained in social payanet and 
may apply a value system to their area | 
responsibility which is at variance with the 
developing culture on the ward. It may be 
that a long-term plan involving trai 
seminars with the supervisors will be ; 
necessary adjunct to the effective function- 


time, it may appear that the anxiety of tl 
aides stems in part from their personalit 


blaming the frequency 
and lack of discipline, for the unsatisfactor 
state of affairs. A situation of this kin 
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not infrequent and the mere gain in insight 
on the part of an aide may not in itself be 
enough. It takes a long period of education 
and support, if not of therapy, to tide them 
over the transition from their previous im- 
age of a structured, simplified role to that of 
a therapeutic one. 

What has been said about the role of the 
aide in a ward problem bearing on author- 
ity would apply in different ways to all the 
roles and role relationships on the ward. 

The charge nurse may have particular 

~ difficulties in that, by contrast with the aide, 
she has a relatively higher status and a pro- 
fessional image which implies knowledge 
which frequently she does not possess. Most 
_ RNs have been trained in a fairly strict, 
authoritarian culture and have little experi- 
ence in the examination of roles and role 
_ relationships, the sharing of responsibility, 
_and the concept of group decisions or group 
treatment. She may resent the loss of her 
_ relatively exclusive relationship with the 
_ doctor and the staff's examination of her 
handling of patients’ problems. In the “post 
_ mortem,” it may become clear that when 
she feels threatened by patients, she resorts 
to devices such as recommending shock 
_ treatment, transferring the patient to an- 
other ward, or “regressing” to an authori- 
- tarian disciplinary role. Like the aide, she, 
A too, has the problem of a nursing authority 
structure. She is expected to satisfy the 
needs of personnel who have no direct con- 
tact with the ward and who view things 
from their own particular nursing perspec- 
= tive. Unless nursing supervisors and the 
y higher echelons of nursing can themselves 
_ become identified with ward community 
= treatment programs, then confusion of roles 
is almost inevitable. The ward views the 
problems as material for treatment whereas 
the nursing hierarchy tend to view them as 
administrative problems, calling for im- 
mediate action. One device frequently used 
by the nursing profession is to transfer a 
nurse to another ward if there are repeated 
ward problems. By doing this, of course, 
nothing is learned from the disturbance on 
the ward but, from the point of view of 
administration, the problem is got rid of by 
transfer. 
I have found it possible, even in a large 
state hospital, to use situations of this kind 


cs 
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as learning experiences for all personnel 
concerned. The director of nursing and her 
senior colleagues have been extremely will- 


ing to participate in seminars involving the 


ward problems so that even if a nurse has 
been transferred it is still possible to re- 
create the situation in retrospect and see 
what alternative answers could have been 
found to the problem. Whether this should 
be done by inviting senior nursing person- 
nel to the “post mortem” meeting or wheth- 
er it calls for a separate teaching situ- 
ation is still, I think, an open question, and 
much would depend upon the circum- 
stances. The essential point is that the ward 
doctor should be involved so that he is in 
a position to gain experience in dealing with 
the different dimensions of the problem. 
Nurses from the Department of Education 
may also be involved in this kind of training 
experience, If they have student nurses on a 
ward, they tend to teach them in a situation 
which is removed from the actual ward in- 
teraction. If, however, the nursing educa- 
tion personnel themselves become involved 
in ward meetings and find a functional role 
for themselves on the ward, they are then 
in a position to discuss the interactional 
scene with their students in the “post mor- 
tem” meeting and in their own teaching 
seminars. In this way, their own perceptions 
of what went on and what they would 
normally teach their students can be ex- 
amined by other trained personnel and 
nursing education puts itself in the position 
of having a continuous educational experi- 
ence, instead of tending to become stereo- 
typed. Moreover, the staff meeting is an 
ideal setting in which to work through some 
of the problems inherent in the role rela- 
tionships between medical, nursing service 
and nursing education personnel. All 3 have 
a significant relationship with the student 
nurse and unless a serious attempt is made 
to work through this relationship, the stu- 
dent may find herself confused and, at 
times, victimized. What she wants above all 
is someone to turn to when she is in emo- 
tional difficulties with her patients. My feel- 
ing is that in the kind of overall training 
program which we are discussing, she will 
be able to turn to the charge nurse, to the 
nursing education supervisor, or to the ward 
personnel, including the doctor, social work- 
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er, psychologist, and so on, all of whom 
should be in a position to understand cer- 
tain aspects of the problems of nurse-patient 
relationships on the ward. This implies a 
degree of role blurring which is perhaps 
unusual. At the same time, it implies a de- 
gree of sophistication through time of all 
ward personnel which inevitably follows on 
daily staff meetings when the problems of 
treatment, ward management, interpersonal 
relationships, including staff relationships 
are under constant scrutiny and discussion. 

What I have said about the roles of the 
personnel in direct contact with the patient 
applies equally to the more peripheral roles, 
including the social worker and psycholo- 
gist, whose relationships with patients, 
whether as social caseworkers or as thera- 
pists or group workers, should be discussed 
freely with the total ward staff personnel. 
This implies that roles are constantly being 
modified and that a psychologist or social 
worker on Ward A need not necessarily 
have a similar role on Ward B. In fact, it 
seems a pity if professional personnel be- 
come identified with their own professional 
sub-group rather than with the ward on 
which they are working. All this implies a 
considerable degree of skill and sophistica- 
tion on the part of the ward leader who, at 
the present time, is usually or perhaps in- 
variably the psychiatrist. There seems to me 
no adequate reason why this responsibility 
should continue to rest with the psychiatrist 
unless he has the kind of training and skill 
which we are discussing. This leadership 
role could reasonably be given to one of the 
other staff personnel provided, of course, 
that the purely medical matters were left, 
as they must be, to the doctor. 

In order to become competent in handling 
the various role relationships and ward 
management problems, the psychiatrist is 
forced to attempt to examine the problems 
of the various personnel and see them from 
not only his own but from the other points 
of view. Whether group consensus can be 
seen as a satisfactory way of resolving 
problems, if indeed it is ever achieved, is 
an open question, but the attempt to ex- 
amine problems in various dimensions is a 
tich learning experience. Obviously, it is 
much better if this whole procedure is 
supervised by a social scientist with ex- 


perience on a psychiatric ward or a psychi- 
atrist who has had considerable experience 
in group work and the social science field. 
Such training will help him to make optim: 
use of his staff and the social environment 
generally and where psychiatrists are con- 
cerned will be invaluable preparation for a 
possible future role as a mental hospital ad- 
ministrator. y 

It could be said that to date residency 
training in psychiatry has been geared more 
to the needs of private practice than of 
mental hospitals. In general, a well-trained 
psychiatrist should be equally competent in 
both private practice and mental hospital 
spheres. At the present time, there is a 
distinct difference between the 2 types of 
practice, although this difference should be- 
come increasingly less apparent as com- 
munity psychiatry develops. Training along 
the lines discussed in this paper can do 
much to help the doctor who intends to 
remain in mental hospital practice to make 
optimal use of his environment. At the same 
time, it would help the psychiatrist in pri- 
vate practice to be sensitive to the social 
dimension in such ways as involving the 
families in treatment, making optimal use ~ 
of the mental health facilities in the area, 
and so on. If, as seems probable, the tend- 
ency will be for more and more patients to 
be treated in the community rather than: 
in the hospital, then clearly their super- 
vision will be the concern not only of the 
community psychiatrist but also of social 
welfare, the private psychiatrist, the gen- 
eral practitioner, and family care, inte- 
grated in a way which has much in common 
with the practice of social psychiatry at 
ward level. For such training to be really — 
effective, however, it will be necessary for 
residency training programs, both in medi- — 
cal schools and in state hospitals, to have — 
both intra- and extramural psychiatric prac- 
tice. The extramural practice of psychiatry ay 
is being stressed at one or two training cen- 
ters at the present time, ¢.g., the Harvard — 
School of Public Health and the department 
of psychiatry at the University of Southern 
California. Both offer fourth-year residency 
training in the public health field. 

It is the latter factor which appears to have — 


contributed much to the relatively satisfactory state 
of current British mental hospital practice. 
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A NEGLECTED DOCUMENT—THE MEDICAL RECORD OF 
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INTRODUCTION - 

With the introduction of new treatment 
techniques and changing concepts in psy- 
chiatric treatment methods, psychiatric 
hospitals have made great advances. One 
of the results of these changes have been 
the increasing demands for the recording 
and the efficient retrieval of accurate and 
adequate information for clinical, adminis- 
trative, educational and research purposes. 

Past experiences in sampling of the 
medical records of the state psychiatric 
hospitals in Maryland have raised many 
questions as to whether the principles and 
practices of medical records are in keeping 
with these demands. This was emphasized 
in our own setting where increasing num- 
bers of bulky records were being encoun- 
tered necessitating longer investments of 
time for their study and at the same time 
yielding diminishing returns information- 
wise. These issues initiated an analysis of 
our hospital records in 1954. 

The overwhelming majority of the rec- 
ords examined displayed frequent lacks of 
essential information and a weed-like 
growth of out-dated, irrelevant material 
with much reduplication, The problem was 
further complicated by state laws governing 
the retention and disposal of records in 
state institutions. These laws were created 
in an age when the patient’s record was 
contained on one line in a ledger type book 
and obviously could not be applied in a 
workable manner to the present minimal 
40 page patient’s record. Another repetitive 
phenomenon observed was that with the 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Il., 
May 8-12, 1961. 

This study was possible by a Title Five Grant 
(OM-92) from the Department of Health, Educa- 
tion and Welfare, Public Health Service, National 
Institutes of Health. 

2 Superintendent, Spring Grove State Hospital, 
Baltimore 28, Md. 

3 Director of Research, Maryland State Depart- 
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passage of time information relative to 
continuing treatment experiences of lon; 
hospitalized patients became increasingly 
sparse. There seemed to be no allowan 
made for flexibility and changes in th 
record keeping system of the state hospit: 
This appeared to have a direct correlation 
with the lack of professionally trained p 
sonnel in the record room and was also 
abetted by the lack of an effective system 
of control over the document from the 
standpoint of carrying out quantitative and — 
qualitative analyses. Be 
In our attempts to come to grips with 
this problem the following steps were 
taken: 1, A historical study was made of — 
the development of the medical records ai tr 
the Spring Grove State Hospital, 2, A sur- 
vey of our records was requested from the 
Consultant Unit of the Biometrics Branch 
of the National Institutes of Health from 
the standpoint of making it a more mean- 
ingful document for administrative and 
statistical purposes, 3. Field trips to various 
types of psychiatric hospitals were made 
and their systems of medical record report- 
ing examined, 4. The establishment of a 
minimal retention schedule with a review 
of the state laws governing the retention — 
and retirement of information in state — 
psychiatric hospital medical records was — 
carried out, 5. The initiation of a medical — 
records project under a three year grant 
(OM-92) from the N.I.H. focused on de- 
veloping “a method of approach in an at- — 
tempt to make medical records in a state 
hospital a more effective document.” E 


I. A HISTORICAL SURVEY OF THE SPRING i 
GROVE STATE HOSPITAL MEDICAL RECORD og 


Although the Spring Grove State H 
pital was established in. 1797 and is con- 
sidered the third oldest mental hospital 
the country (1) no records prior to 1872 
could be found. What these records were 
like and what might have happened to them 
is unknown. From 1872 to 1875 the records 
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were found to consist merely of a large 
bound ledger entitled, “Records of Pa- 
tients” which contained 18 items of in- 
formation on each patient recorded in a 
single line across its broad pages. Although 
these records do not contain a history or 
any examination data it can be assumed 
that some type of workup must have been 
carried out since there are records in 1874 
of the hospital purchasing its first micro- 
scope “to further the routine study of body 
fluids”(2). 

From 1885 to 1911 the two most im- 


mental status examination were introduced. 
In the ensuing years prior to World War 

_ I the individual folder and the master index 
continued to be the only type of patient 
record kept. The first typewriters in the 
hospital were introduced at the end of 
World War I, which was a blessing for 
copies had to appear in duplicate, 
triplicate, and the record started to increase 
in volume. Fortunately, 40 years later this 


=z folder and the formulation of a 


the patients. This led to the use of transfer 
notes as attempts were made to maintain 
the continuity of communication. 

The decade between 1930 and 1940 saw 
the introduction of such somatic treatment 
procedures as fever therapy for the treat- 
ment of the paretic, insulin coma for schizo- 
phrenic reactions, and convulsive therapy 
for the affective disorders. These dramatic 
therapeutic innovations necessitated a great 
deal more physical study of the patient 
which led to the incorporation of many 


B 


additional forms including releases and 
other data needed to structure the patient’s 
medical records for medical and adminis- 
trative purposes. In parallel with the above 
developments the data obtained in the 
clinical history, the mental status, and prog- 
ress notes began to display the increasing 
impact of psychodynamic formulations. 
This was followed by the introduction of 
social workers and psychologists who also 
added their contributions to the patient’s 
medical records. 

The establishment of a training school 
for practical nurses brought about further 
improvements in nursing notes. Standard 
forms began to appear for the reporting of 
accidents, restraints, and seclusion. All data 
relating to the patient including increasing 
correspondence from relatives. and others 
contributed their volume to the medical 
record. In addition, as the population be- 
came much more mobile, patients drifted 
from one hospital to another, with an in- 
creasing tempo of communications between 
hospitals, leading to corresponding needs 
for abstraction services and the filing of 
abstracts from other hospitals into the 
patient’s records, 

The impact of World War II unmis- 
takably affected the complex structure of 
the developing medical records from a 
negative standpoint. The lack of profes- 
sional personnel created by this world con- 
flict resulted in a marked diminution of 
reporting. At times the records seem to 
consist of little more than the commitment 
papers, admission notes and form letters 
filled out by the patient’s relatives. The 
records thus reflected the glaring deficien- 
cies which developed throughout the hos- 
pital structure from both the war years and 
the state of public apathy which followed 
in this area. This terminated dramatically 
in the post-war years in an exposé in the 
Maryland papers which was entitled, 
“Maryland’s Shame” and was symbolic of 
the reawakened and increasing emphasis on 
the need to deal with the problem of 
mental illness in a much more energetic 


This increasing emphasis led to the 
intensification of the educational training 
program of both the professional and para- 
medical services. A Department of Psychi- 


BRUNO RADAUSKAS, ALBERT A. KURLAND, AND SIDNEY GOLDIN 


atric Education and Training was estab- 
lished which culminated in the approval 
of the hospital for a 3-year residency train- 
ing program in psychiatry. ‘This increased 
the need to have the records meet certain 
standards. As the professional staff became 
more sophisticated in treatment needs there 
was increasing concentration and scrutiny 
of the clinical data being reported and the 
evaluation of the case histories. 

Always in parallel were the increasing 
administrative procedures evolving from 
such a new social development as Social 
Security and increasing forms to be com- 
pleted originating in various types of ex- 
panding insurance programs. There was 
the introduction of a whole group of psy- 
chopharmaceutical compounds with a 
marked treatment impact upon patient 
populations. The development of the thera- 
peutic community concepts and the in- 
tensification of treatment programs began 
to change the tempo of the hospital activity 
from one of custodial care to that of an 
active treatment center including pre-ad- 
mission screening and outpatient services. 
This resulted in demands for the more 
rapid processing of medical record data and 
additional subdivisions of medical record 
reporting. 

The establishment of a research depart- 
ment in 1953 brought the patient’s medical 
records under the scrutiny of its cepencins 
investigations. This resulted in more an 
more criticism concerning the feedback of 
data, a consideration of the forces which 
limited this and what could be done to 
increase its possible potential in providing 
meaningful information as the fruits of a 
Superimposed research effort directed pa- 
tient. care and treatment into new de- 
partures, The present study is one of its 
byproducts, 


IL A REPORT ON A STUDY OF THE SPRING 
GROVE STATE HOSPITAL MEDICAL RECORDS 
BY THE CONSULTANT UNIT OF THE BIO- 
METRICS BRANCH OF THE NATIONAL INSTI- 
TUTES OF HEALTH 


In 1956 the hospital records were studied 
by Mr. Ben Z. Locke, Chief of the Con- 
sultant Unit, Biometrics Branch of the 
NIMH. This study was focused primarily 
On increasing the effectiveness of the pa- 


tients documents as a statistical and ad- ` 
ministrative tool, This report emphasized ~ 
mainly the multiplicity of forms, the need 
for the elimination of reduplication, the ` 
reduction of the bulky nursing notes, the — 
collection of data on special therapies and ~ 
some of the functions of the record room — 
personnel and the need to begin a syste- 
matic approach to this problem. F 
This survey also reemphasized the need 
to plan for increasing demands which are — 
being made for statistical information and | 
services. While these, for the most part, — 
may not be expected, techniques are being ~ 
developed which will allow for the super- 
imposing of these requests with a minimal ~ 
interruption of data processing services. To — 


_meet this problem most effectively con- 


sultation with Federal and State biostatisti- 
cal units should be obtained when any 
effort is being made to upgrade the pa- 
tient’s medical records. 


Ill, FIELD TRIPS 


Since there were a great many uncer- 
tainties relative as to how our records com- 


ed with other psychiatric hospitals and — 
Det ica PA enas Levee a 


in Chronic Disease Hospi 
eee fa Washingioa in November, 1956(3). 
This overall review was rather 
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= questions arose. Some of these were : How 

_ was the mass of data obtained in individual 
psychotherapy organized for recording in 
‘the patient’s medical records; how were 
$ social service data processed; how were 
_ the psychological reports and voluminous 
nursing notes treated? In most of the in- 
_ stitutions visited the pragmatic solution had 
been developed of summarizing these notes 
with the original summary placed in the 
_ patient’s record and the work data kept in 
the physicians file or in the department 
concerned, 


"IV, THE ESTABLISHMENT OF A MINIMAL RE- 
| TENTION SCHEDULE WITH A REVIEW OF 
THE STATE LAWS GOVERNING THE RETEN- 
TION AND RETIREMENT OF INFORMATION 
IN STATE PSYCHIATRIC HOSPITAL MEDICAL 
_ RECORDS 

_ One of the consequences of the above 
study was the employment of a registered 
records librarian (Miss Margaret R. Lloyd) 
at the request of the Maryland State De- 
partment of Mental Hygiene to survey the 
records of the state hospitals from this 
_ standpoint. On the basis of this survey the 
need for the establishment of minimal rec- 
ord data was emphasized. This led to a 
-review of the state laws governing the 
_ retention and retirement of information in 
medical records by the Maryland State 
Hall of Records, and in December, 1956 a 
new retention and retirement schedule was 
put into effect. 

For the first time in many years it became 
Possible to have a great volume of the 
_ patient's medical records reduced by the 
disposing of irrelevant material, Subse- 
4 quently, there followed the introduction 
_ of microfilm, and all records dating back 
10 years or more were placed on microfilm 
A and the voluminous space consuming docu- 
ments which had to be stored in a great 

_ many files became a problem of the past. 


V. A METHOD OF APPROACH IN AN ATTEMPT 

TO MAKE RECORDS IN A STATE PSYCHIATRIC 
HOSPITAL MORE EFFECTIVE DOCUMENTs— 
TITLE FIVE GRANT (OM-92) N.LH. 

These investigations indicated above 
made it apparent that no ready-made sys- 
tem could be installed but that an effort 
extending over several years would be 


necessary to develop a document sufficient- — 


ly responsive to the demands of present day 
psychiatric treatment and care. To obtain 
this support a 3-year grant was obtained 
which had as its primary objective only a 
limited first step, namely, “to develop a 
method of approach.” 

The project was carried out by a group 
of organized committees within the hos- 


pital with the responsible coordinating ad- — 


ministrative committee called “the Project 
Committee.” The Project Director was the 
clinical director of the hospital, and the 
executive director a registered medical 
record librarian. 

An attempt was made to review the in- 
formation and material available on medical 
records in this area. The information in the 
pertinent literature(4, 5, 6, 7, 8, 9, 10) was 
relatively limited. Correspondence was 
initiated with other psychiatric hospitals 
and conferences were arranged to discuss 
some of these problems. 

Surveys were carried out regarding the 
numerous forms and the adequacy of in- 
formation they contributed. For example, 
29 forms went into the record, some filled 
out with information obtained from those 
already previously filed. It seemed that a 
form could originate with anyone who de- 
cided that it was needed. The results of 
these investigations were not disheartening 
but only because they had been expected. 
It was found that none of the hospital 
groups of professional personnel were satis- 
fied with the record as a medical and legal 
document and had felt frustrated in doing 
anything in this area, since there had 
seemed to be no strongly organized support- 
ing structure to bring about the supervision 
of the changes and report on their ade- 
quacy. 

The necessity of frequent orienting, in- 
forming and reminding the numerous in- 
dividuals of their role and responsibility in 
regard to medical records and the im- 
portance of records became very obvious 
during the early stages of this project. As 
the result all new physicians as part of their 
orientation were introduced to the medical 
record department, its functions and their 
own responsibilities, This led to many valu- 
able suggestions by the staff members 
which were put into effect(11, 12). Orient- 
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ing activities were also carried out with the 
other hospital departments dealing with 
the medical records and they were en- 
couraged to initiate procedures in their 
areas which would contribute to the im- 
provement of the patient's records. Finally, 
the Project Committee decided that an at- 
tempt should be made to institute as closely 
as possible those medical records practices 
considered sound by general hospitals and 
develop as needed new procedures, systems, 
and forms appropriate for a state psychi- 
atric hospital. 

Accordingly, the following steps were 
taken : (a) The authority and responsibility 
of the medical record librarian and the 
functions of the records department were 
outlined. (b) A decision was made to cen- 
tralize the medical records unit on the ad- 
mission service of the hospital. (c) A reor- 
ganization of the records department was 
carried out establishing a table of organiza- 
tion. This included a correspondence unit 
and transcription pool. (d) Evening and 
weekend coverage was begun. (e) Proce- 
dures were established for the arrangement 
of a filing order in the medical record, the 
development of a new administrative pack- 
et, the establishment of a ward chart, and 
(£) the introduction of modern business 
machine types of equipment. 

(a) Up to this time the medical record 
librarian had only been responsible for the 
functioning of the medical record room 
but had had little authority for its adminis- 
tration. This had resulted from an old 
tradition in the hospital administration 
placing the Superintendent’s secretary in 
charge of the secretarial and record room 
staff. In these modern times the operation 
has grown too complex for such handling 
and steps were taken to clearly define the 
lines of authority and responsibility of the 
medical records librarian, who was made 
directly responsible to the Clinical Director. 
Participation by the M.R.L. in the com- 
bined periodic clinical and administrative 
staff meetings was encouraged. A medical 
record committee was organized which met 
monthly to review the records and to pro- 
vide the necessary supporting structure to 
bring about changes and supervise the 
functioning of the records department. The 
functions of the medical record department 


have been further clarified using as a gui 
the survey completed for the A.A.M.R 
by a study group of the University of Pitts- 
burgh(13). A by-product of this action wa 
the removal of the accumulations of 


had no direct relationship to the medical — 
record department functions. Bi: 

(b) Previously there had been one main 
and several minor record rooms scattered 
throughout the hospital. A study of the 
functions of the hospital indicated that the 
most strategic area for a centralized medi 
cal records area would be the admissioi 
service since it was here that new records 
had to originate and where the records o! 
readmitted patients could be immediatel 
available. In addition to being an extremely 
important crossroad area it was also an ar 
for teaching and conferences. Here wer 
also located the majority of the clinical an 
many of the administrative services. This — 
location in the busiest area of the hospital _ 
was an extremely effective functional ar 


and particularly to the admitting physicians 
The medical record librarian is readil 
available to consult with the physicians, 
has closer supervisory control over her per: 
sonnel, flow of work can be evenly main 
tained, communication channels are moré 
effective and duplication of work can : 
better avoided. Each physician has been 


(c) 
brought abı 


pertinent to 
medical record 


filling out insurance, Social Security, other 
forms and answering inquiries by mail an 
phone. A detailed written policy for releas 
of medical information was prepared. This 
was approved by the Attorney General of 


. 


Ww 
_ the state and guides the release of informa- 
tion. The workload of this unit has grown 
steadily with the increase of correspondence 
with general hospitals and expanding psy- 
chiatric services in the community as well 
as closer cooperation with these facilities. 
A study of all job positions in the medical 
record department was made in an effort 
detail their functions and classifications. 
Many positions have been reclassified to 
‘meet the demands created by changes in 
policy and procedures. Presently the fol- 
lowing units and the corresponding person- 
el comprise the medical record depart- 


—Senior Typist 
Medical Record —Medical Stenog- 


Librarian rapher 
Correspondence —Medical Stenog- 
Unit rapher, Senior 

Stenographer 
File Unit —2 Senior Clerks 


—2 Medical Stenog- 
raphers, Senior 
Stenographer 

—Medical Stenog- 
rapher 

—Principal Clerk, 

? Senior Typist 

Transcription Pool —4 Senior Stenog- 

raphers, Senior 

Typist 

_ Only the medical surgical and the out- 

_ patient units are located in other buildings. 

Some positions are not reclassified as yet 

_ which explains, for instance, why there are 

senior stenographers in the transcrip- 

tion pool. 

: (d) Two important developments were 

= the initiation of evening and weekend cov- 

~ erage in the record room. The evening shift 

_ functions from 3 to 10 p.m. and has the 

~ responsibilities of filing the returned medi- 

- cal records, pulling records for the next 
day's work and filing loose material such 
as laboratory slips, correspondence, and so 
forth which is found to be of great advan- 

_ tage. These two employees also answer 

phone calls which cannot be handled at the 

_ switch board, help physicians with clerical 

_ services and make addressograph plates, In 

__ the past there was always a chronic delay 

_ extending over several months of filing data. 


This filing is now up to date. Another ex- 
tremely important innovation in the medical 
records section was the initiation of week- 
end coverage (8:30 a.m. to 4:30 p.m.), A 
survey had shown that 23% of the admis- 
sions took place on weekends. In the past 
these patients were not fully recognized | 
administratively until the following Tues- 
day or even Wednesday. This weekend 
shift in addition to other duties provides 
the usual administrative procedures of 
clerically admitting the patient and sending 
the necessary patient records to all the hos- 
pital areas involved. In short, there is no 
load at the beginning of the week to create 
a drag on the medical record system. Regu- 
lar medical record department employees 
cover weekends by rotating once every 3 
months, 

(e) 1. Filing order in the medical record— 
All material going into patients’ records is 
being placed in a specific order decided 
upon by the Project Committee with the 
cooperation of the medical and senior secre- 
tarial staff. On the right side of the folder 
is the clinical material with the last progress 
note or the discharge note on the top. On 
the left side are administrative and statisti- 
cal data and correspondence with the most 
recent copy on top. Some carbon copies 
and nursing notes and reports in active 
charts are attached to a card kept in the 
folder. This arrangement has been found to 
be simple and practical. 

2. Forms—A new administrative packet 
has been developed to serve the needs of 
the medical record department and several 
other hospital departments and individuals 
as well as the Social Security and Veterans 
Administration agencies. Its use saves typ- 
ing time and has eliminated several of the 
old forms. A number of other forms were 
revised, some of them to meet medical 
legal requirements. New forms and the re- 
vision of old ones must now be approved 
by the medical record committee. 

8. Ward Chart—A carbon copy of all 
clinical data and some additional informa- 
tion is kept in a separate record on each 
patient in his respective area. This so called 
ward chart” is extremely helpful particu- 
larly in large patient areas and is mainly 
used while evaluating patients by the re- 
search department, for dictation of progress 
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notes, in dealing with relatives, in cases of 
emergencies at night, etc. When the patient 
is discharged the ward chart is filed in the 
patient’s medical record. If the patient is re- 
admitted the ward chart is sent to the 
admission ward and follows the patient dur- 
ing his entire hospitalization. 

(£) 1. Dial Dictation System—The dial 
dictation system whereby the physician can 
by using any telephone dictate into a re- 
cording machine in the transcription pool 
has proved to be effective and successful. 
Its main advantages over the individual 
dictating machines in our setting has been 

the immediate transcribing of clinical data 

which the physician has elicited and which 

is still fresh in his memory. There is also 

less delay in transcribing the material since 

the disks do not have to be brought to the 

transcription room. Several dictating ma- 

chines are available in various hospital 

areas which are primarily used for lengthy 

dictations or in cases when all three central 

recording machines for some 25 physicians 

| are in use. 

2, Addressograph System—This functions 

on a principle similar to a “charge plate” 

and has been installed throughout the hos- 

pital wards and in the medical record room 

where the plate is made. This equipment 

contributed greatly both to savings in time 

and the accuracy, legibility and uniformity 

of the record material, The plates are kept 

in the nursing stations and are transferred 

. with the patient as movements to different 

wards take place. It has also been our ex- 

perience that the most practical type of 

Plate was a white plastic type in which the 

taised letters could be easily read as the 

result of their staining by the carbon ribbon 
in the addressograph unit. 

3. Open Shelf Filing—The files have been 
effectively used to house all the medical 
records for the past 10 years. These num- 

ering approximately 15,000 are filed in 
aroom 14 by 16 feet. This was only possible 
with this type of shelving, It is recom- 
mended that 7 tiers (84”) be the maximum 
for an active file room. The problem of dust 
has been a minor one and will further 
diminish with the installation of an air 
conditioning unit, The older records were 
microfilmed and the roll microfilm kept in 

record room with the microfilm reader- 


printer machine. A great amount of space 
has also been saved by microfilming. There — 
are some doubts, however, that microfilm- 
ing is an adequate substitute for the original 
record. 

4. Visible File—A tray type visible file 
cardex installed on each ward has been 
found to be very practical and helpful in 
many respects. It has three basic forms for 
each patient—doctor’s order sheet, sum- 
marized nursing notes and hospitalization 
data sheet. This last form contains brief 
statements on patient’s problems including 
those leading to hospitalization. Only the 
doctor’s order sheet is kept as a part of the 
patient’s permanent record, This system has 
proved most effective in dictating progress 
notes, in reducing the bulk of nursing notes, 
and making all relevant information readily 
available. The ward charts and the visible 
files have been important factors in the 
improvement of the quality and quantity 
of information on patients in prolonged 
treatment areas. It has greatly reduced the 
margin of error in patient identification and 
treatment and has established uniformity 
of reporting observations, treatment and 
patients’ activities, It is being used success- 
fully by the research department as well. 
The easy accessibility of data and their com- 
pactness and portability have made these 
tray files invaluable. During a recent fire 
in a patient building all patients were led 
out to safety, and the file with enough rele- 
vant information was easily picked up and 
ready to use in the new area, 

5, Flexoline System—This consists of a 
number of metal frames, arranged in a 
similar way to the pages in a book, holding 
individual strips with non-confidential in- 
formation for each hospitalized patient and 
permits the switchboard operator within a 
matter of seconds to answer inquiries 
from relatives, police and other legitimate 
sources, In the past all these disrupting tele- 
phone calls were channeled into the medi- 
cal record room. In order to prevent at 
times very embarrassing situations it is 
most important that this system is up to 
date at all times. 

6. Electrically operating rotary file—A 
file holding all active patient's register 
cards containing patient's identification 
data, type of commitment, etc., made all 
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this information on some 2,500 patients 
easily and quickly accessible. Temporarily 
mainly due to lack of funds there still re- 
mains a drawer type patients’ index card 
for every discharged patient. 

7. Additional equipment—Two 100-unit 
vertical Sort-alls are used to alphabetize all 
loose material prior to the filing. These 
folders require little space, have increased 
sorting speed and reduced sorting errors. 
Photo copying equipment in spite of its 
relatively high cost is being used ad- 

_ yantageously primarily because of the ex- 
= actness of reproduced copies and the 
amount of time saved, 


Discussion 


Although this report has indicated some 
_ of the accomplishments in the area of 
_ medical records these accomplishments 
_ have not been easy to achieve, After 3 
years of work we have only been able to 
construct what we hope will be a more 
organized baseline controlled through 
quantitative and qualitative analyses. One 
_ of the important byproducts of this proj- 
ect, however, has been the increasing par- 
ticipation by the hospital personnel in look- 
ing at the medical records as a document 
-with dynamic possibilities. 
& The heads of departments have had to 
_ restudy systems and procedures for ob- 
_ taining and maintaining record data which 
they had come to take more or less for 
granted. The differences of opinion and 
= conflicts which resulted as changes were 
~ planned were extremely illuminating as to 
_ the needs of each group and their lack 
of awareness as to the needs of the other 
_ departments. This turned out to be a valu- 
able educational process, Finally, the de- 
velopments in the medical records project 
became a focus of attention for their coun- 
terparts in the other state psychiatric hos- 
pitals of Maryland. This in turn led to more 
rapid changes of a constructive nature 
which could not have been brought about 
as effectively if they had each been working 
alone with no central point of reference. 
This suggested the possibility of designat- 
ing one hospital in a state hospital system as 
a continuing source of such activity. Those 
procedures which turn out to be helpful 
or more effective could thus be adopted 


more quickly by the others. An area where 
this may be particularly useful is experi- 
mentation with machine techniques which 
are being developed in the field of medical 


` data processing. 


The presentation of this report does not 
imply that our task is finished. In fact, it 
is felt that we have just arrived at a posi- 
tion where a meaningful departure can be 
attempted in developing more effective 
systems for recording the events which 
take place in the various forms of therapy 
which are carried out in a psychiatric hos- 
pital setting. We need the more meaning- 
ful reporting of data in such procedures as 
psychotherapy both individual and group, 
the somatic and drug therapies and the 
rehabilitative procedures attempted. That 
good techniques have as yet not been 
worked out in the actual operations of the 
psychiatric hospital indicates the difficulties 
which lie ahead. 


CONCLUSION 


Approximately 17,000 patient medical 
records were analyzed at the Spring Grove 
State Hospital over a 4-year period in 
order to determine what might be done to 
increase the usefulness of this document. 
The experiences and results reported by 
this study emphasized again and again that ` 
there are no substitutes for an adequately 
subsidized, staffed and maintained medical 
records department. Compromise in this 
area only compounds confusion, for slowly 
and insidiously the record is constantly 
changing in order to meet the develop- 
ment of new methods of treatment and 
care. This change uncontrolled will result 
in an increasingly costly and ineffective 
document. As more sophisticated instru- 
mentation appears in the area of data proc- 
essing and retrieval, the sound structure of 
a good medical document will become an 
increasingly important necessity. 
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DISCUSSION 
» Francis J. ONenL, M.D. (Central Islip, 
N. Y.).—This paper is of unusual interest to 
the mental hospital administrator in that it 
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(ive 


proposes the introduction of modern methods 
for handling the voluminous clinical reco: 
accumulated in the record rooms of our public 
mental hospitals. For the past 75 years, and 
longer in some cases, a veritable flood of hand- 
written documents, typewritten sheets an 
numerous forms of all varieties have been 
accumulated as part of the clinical history 
the psychiatric patient. In many instances 
has been customary to produce this material 
in duplicate. Our unscientific, often compulsiv 
practices in record keeping has imposed an 
almost impossible burden upon professional 
and secretarial staffs. Most mental hospital ad- — 
ministrators have long recognized the useless: 
ness of a great deal of this accumulated avi 
lanche of paper. 

Anyone who has attempted to extract vali 
information from such records has quickl 
learned that their research value is of a vei 
low order. Others have argued that extensive 
record keeping is a legal necessity. Therefore — 
almost anyone responsible for contributing to 
the care of the patient has been compelled to 
record their guesses, observations and unsub- 
stantiated opinions in the clinical record. In 
many cases this material has been damagin; 
to the hospital when the record was intro- 
duced as evidence in court during a civil suit, 
and the judge invariably permits the opposing — 
attomey to have free access to the patient’: 
spent long hours” 


recordings in the record. The legal profession — 
places great value upon any statement made 
a part of the patient's history. There can be 
no doubt but that we are in need of a com 
plete review of our procedure of record keep- 
ing. 
This discussant while visiting British hos- 
pitals attempted to learn something of their 
record keeping procedure and was astonished — 
to find that in every hospital visited, little em: 
phasis was placed upon recording in the his- : 
tory. In most instances, patients records con- 
sisted of a few handwritten sheets of paper — 
frequently ‘illegible. In most of the British 
hospitals the psychiatrist has not been given 
secretarial help or dictating equipment. Per- 
haps the British method of almost complete 
elimination of clinical records is as excessive 
as our own compulsion to over-record. E: 


filing and the employm 
record librarians. There 
this procedure in that it 
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of carbon copies of all clinical data to be filed 
separately, to compose the “ward chart.” This 
ay very well be the only answer to the need 
o make records readily available in the pa- 
tient area, However, it is hoped that duplica- 
tion of records can be forever eliminated. The 
dial-dictating system has already had extensive 
trial in psychiatric and general hospitals. This 
appears to be a significant advance and is to 
be commended. 

In spite of our vast experience in data re- 
cording and processing we have yet failed to 
identify the pertinent material that should 

Se an integral part of the patient’s clinical 
cord, 

__ This splendid paper undoubtedly meets the 

bjectives of the authors in that it clarifies the 

mechanical process of recording and filing, 

setting standards which are acceptable and 

sistent with modern business methods, It 

probably be a long time before most 

ublic mental hospitals will be able to afford 
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the staff and equipment required to carry out 
these recommendations. It is hoped however, 
that this paper may become a model for con- 
struction of patient’s records in our hospitals, 
This discussant hopes, however, that the au- 
thors having done such a fine job, may now 
find an opportunity to do some research to 
answer the still important question of what 
should be recorded and who should do the 
recording. When this question is finally an- 
swered we may develop a system of record 
keeping which will be simple, useful and 
devoid of the numerous deficiencies now built 
into most of the clinical records of our hos- 
pitalized psychiatric patients. 

Tt has been a pleasure to read this excellent 
paper and to commend the authors for having 
undertaken the much needed re-evaluation of 
our antiquated and highly unscientific record 
keeping procedure. It is hoped that their 
recommendations will find general acceptance 
and wide adoption. 


SUICIDE AND SUICIDAL ATTEMPTS IN 
CHILDREN AND ADOLESCENTS * 


JAMES M. TOOLAN, M.D.? 


Contrary to popular opinion suicide and 
suicidal attempts are not rare in childhood 
and adolescence. If we review the vital 
statistics of 1958(1) of this country we note 
that successful suicide is infrequent under 
10 years of age. In fact only 3 cases are so 
listed. In the 10-14 year group, however, we 
encounter suicide more frequently and there 
is a distinct increase in the 15-19 year group 
(1). Although these figures may appear low 


FIGURE 1 

AGE 5-9 10-14 15-19 

White Male 3 58 255, 
Female — 11 96 

Negro Male — 4 10 
Female — 1 4 

Other Male = te nas 
Female — -— 2 

Total 3 74 367 


they are higher than the deaths from neph- 
ritis and nephrosis, leukemia, all forms of 
pneumonia, tuberculosis and poliomyelitis 
in the 15-19 year group. It must also be 
emphasized that the above figures are un- 
doubtedly all underestimated. Many cases 
of suicide are concealed by parents and 
well-meaning physicians under the guise 
of accidents. Furthermore many accidents 
are at best thinly digguised attempts at self- 
destructive activity. Accidents, incidentally, 
lead all other causes of death in childhood 
and adolescence by a vast margin(1). 

In the above statistics we note that males 
outnumber females in successful suicides by 
a considerable margin. This is true through- 
out the world for all age groups although 
the incidence varies considerably from 
country to country. The situation is re- 
versed when we consider suicidal attempts. 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Il., 
May 8-12, 1961. 
< 2 Psychiatrist in charge of Adolescent Service, 

ellevue Hosp., and Asst. Professor, Clinical Psy- 
chiatry, New York University College of Medicine. 


Here the female predominates by an equ 
ly large margin (See Figure 2). This par: 


FIGURE 2 
Landrum(3) Piker(4) Landrum Piker Landrum Pil 

AGE TOTAL NUMBER MALES FEMALES 

FEB Oe per peice ANAT 

1519 122). 9223.) 1d 24 1 


lel holds true for older ages, It might be 
postulated that males find it easier to e 
aggressive either towards themselves 
others, so that they are successful in suicidal 
attempts and rarely make them for othe 
reasons as do girls. It is also of interest to 
note that Negroes commit suicide less fr 
quently than whites (percentage adjust 
for relative population distribution). This 
the reverse, incidentally, for homici 
where Negroes commit a significantly grea } 
er number of homicidal acts. Suicide is e: 


males prefer firearms and hanging, whil 
girls use poisoning most frequently. 

As with suicides, there is an increase. 
suicidal attempts from the younger child to 
the adolescent. What may surprise many is 
that adolescent females make 10%-12% of 
suicidal attempts (3). Despite this there ha 
been surprisingly few studies on this i 
portant problem. In 1937 Bender 
Schilder(5) described 18 children under 
who either threatened or 


also used it as a me 
parents, Schilder and 
ing the child’s concept of death pointed 
that children do not usually recognize } 
finality of death but view it as a reversil 
process. Ne 
There have been only two recent studi 

on the subject of suicidal attempts by ad 


olescents. Mason(7) reported on 4 ado- 
lescent females who used their diabetes in 
ų suicidal fashion. Balser and Masterson(8) 
reviewed the records of 500 adolescent pa- 
ts. They discovered a total of 37 suicidal 
pts, of whom 23 were diagnosed as 
schizophrenics. They discussed the relation- 
ship of schizophrenia to suicide. Unfortu- 
nately they did not give the sexual ratio of 
their patients. 

In reviewing our statistics from Bellevue 
lospital for the year 1960, we note that of 


i 
£26 | 


Sis 


f 


di 
phei 
P 


__ The figures are at variance with the re- 


_ ligious distribution of the entire population. 
_ The high percentage of Catholic youngsters 
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reflects the large number of females oit 
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Puerto Rican extraction, who utilize suicidal 
attempts as a method of solving many of 


their problems. It is also a reminder that 


adherence to a religious group that strongly 
opposes suicide (R.C.) by no means pre- 
cludes such attempts. 


FIGURE 5 
Race and Derivation 
White 32 
Colored (except Puerto Rican) 28 
Puerto Rican 40 
Other 1 
Not obtained 1 


We find confirmed the very high percent- 
age of Puerto Rican youngsters who attempt 


suicide. This is in striking contrast to the» 


figures for the Girls Adolescent Service as 
a whole, 


FIGURE 6 

White 146 

Colored (except Puerto Rican) 126 

Puerto Rican 57 

FIGURE 7 
1.0. 

Below 60 4 
60-69 5 
70-79 14 
80-89 13 
90-99 20 
100-109 12 
110-119 2 
120-129 1 
Not obtained 31 


The range of intellectual functioning is 
about the usual in the Bellevue patient pop- 
ulation, with the exception that fewer men- 
tal defectives were encountered among our 
suicidal population. 

Figure 8 shows that only children are 


FIGURE 8 
Ordinal Position Only child 7 
49 Siblings 95 
2 19 
3 10 
4 5 
5 5 
6 2 
7 2 
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„w in number, which conforms with Kall- 
m’s report(9). The very high number of 

, children stands out. 
"Figure 9 shows the disorganized homes 
from which these children come. Less than 


FIGURE 9 
Current Living Arrangements 


R 


oth parents 


-Mother 


Father 
Relatives 
~ Foster Home 
Institution 
Other 
~ Not obtained 
—— 
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one-third reside with both parents. It goes 

without saying that many of these “intact 
homes” were emotionally disorganized. It is 

of interest, however, how few foster chil- 
dren are included in our population. 


FIGURE 12 
Disposition 


Home 

Psychiatric hospital 
Correctional institution 
School for defectives 
Residential training center 
Institution for normal children 
Other 


orders, depressive reactions and adjustment _ 
reactions of childhood and adolescence. i 
younger children appear to have been more 
disturbed. The majority were diagnosed — 
schizophrenic. 

These figures, therefore, are in general 
agreement with other studies as regards age 
and sexual ratio. The incidence increases 
with age, and females predominate. We dif- 
fer from the Balser and Masterson study, — 
however, inasmuch as schizophrenics do not 
predominate, The largest group is composed _ 


t 


FIGURE 10 
Absence of Parents (For more than 3 consecutive months) 


æ 
Father during 1st year 
Father during 2nd year 
Father after 2nd year 


~ Mother during 1st year 
> Mother during 2nd year 
_ Mother after 2nd year 


_ Figure 10 emphasizes the chaotic home 

_ situation from which these children come. 
_ Fathers especially have been absent from 
their lives. The figures for the absence of 
the parents must be considered as minimal 
since many of the mothers attempted to 
3 E any possible shortcomings in their 


FIGURE 11 
Diagnosis 


Phidhood schizophrenia 12 


ic reaction 33 
Personality pattern disorder 10 
-Personality trait disorder 25 
Transient situation reaction 2 
4 

16 


Mental defici 
Bote reaction 
—— 


__ The majority of the adolescents were 
liagnosed as behavior and character dis- 


z 


Both during 1st year 
Both during 2nd year 
Both after 2nd year 


feelings. The youngster is convinced that he 
i ad, evil, unacceptable. Such feelings lead 
-him into antisocial behavior which in turn 
_ only further reinforces his belief that he is 
o good, The youngster will often feel in- 
erior to other children ; that he is ugly and 
stupid. Boys, especially, have a need to 
A de soft, tender, weak sentiments. Denial is 
_ often used to ward off depressive feelings. 
The adolescent may exhibit depression 
by: boredom, restlessness, preoccupation 

with trivia. He loses interest in things and 
n frantically seeks something new to en- 
tertain him, He cannot be alone. He must 
be constantly busy, and’ needs continual 
‘stimulation to escape the boredom that 
threatens to engulf him. Acting out by 
means of delinquency, sexual promiscuity, 
cohol and drugs, may help the adolescent 
scape his depressive feelings. Other sus- 
picious signs of depression in the adolescent 
excessive fatigue, hypochondriacal pre- 
pation, and difficulty in concentration. 
When we attempt to study the causes for 
se suicidal attempts, several categories 
emerge : 

_ 1, Anger at another which is internalized 
in the form of guilt and depression. Usually 
ents or parent surrogates are the original 
ects. 


‘A 16-year-old girl had a violent argument with 
he over her late hours. She was furi- 
‘ous at her mother for interfering with her 
life and thought how simple things would be 

the mother were dead. Shortly thereafter she 
t tired, depressed and guilty over her be- 
vior, She then attempted suicide by swallow- 
her mother’s sleeping pills. 


_ 2. Attempts to manipulate another, to 
n love and affection, to punish another. 
‘These too are often directed against the 
parents with the fantasy of “You will be 
sorry when I am dead. You will see how 
badly you treated me.” Many of these 

_ youngsters previously had the same fantasy 
__ when they ran away from home. Adolescent 
_ girls often made suicidal attempts when 
they had been rejected by their boy friends, 


A 16-year-old girl had withdrawn from school 
because of a school phobia. She insisted upon 
r mother being continually in attendance and 
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accompanying her wherever she wished to 


from her job to be with the daughter. When 
she announced that she planned to return to 
work the girl slashed her wrists. The attempt 
produced the desired end as the mother con- 
tinued to stay at home. 


3. A signal of distress. At times the sui- 
cidal attempt is a dramatic and last ditch 
effort to call attention to one’s problems in 
the hope that effective help will be forth- 
coming, 


A 16-year-old girl found herself unable to con- 
centrate upon her school work. She was dis- 
turbed over her relationship with her boy 
friend. As time passed she developed anxiety, 
insomnia, and feelings of depersonalization. 
Afraid that she was going crazy she attempted 
suicide by swallowing pills but left a note ask- 
ing to be taken to a mental hospital in case she 
did not die. 


4. Reactions to feelings of inner disinte- 
gration, as a response to hallucinatory com- 
mands, as a desire for peace and a nirvana- 
like existence ; these are likely to be serious 
attempts. 


A 14-year-old boy swallowed poison to prove 
that he was invulnerable. He also wished to 
find out what death was like. 


These patients resemble those described 
by Balser and Masterson. It should be rec- 
ognized, however, that to diagnose a patient 
as schizophrenic is not sufficient to explain 
such suicidal attempts as the majority of 
schizophrenics do not attempt suicide unless 
they are depressed. It may happen that the 
depression is a reaction to the awareness of 
their own pathology. 

5. A desire to join a dead relative may ap- 
pear of importance. 


A 12-year-old girl made a serious suicidal at- 
tempt by taking a large amount of sedatives. 
Her mother had died about 1 year previously 
and she frequently dreamed of the dead mother 
urging her to join her. 


Discussion 


_ It is our theory that the common denom- 
inator in all depressive reactions is loss of 
the love object(10). Certainly the patients 


in our study have suffered in this respect. — r 
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go. The mother had taken a leave of absence i 
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1962 ] 


Less than one-third were living with both 
parents at the time of admission. Many of 
the parents (especially the fathers) have 
been absent from home for considerable 
periods of time. The high percentage of 
first children may reflect the fact that they 
are particularly vulnerable to feeling un- 
loved and rejected following the birth of a 
sibling, Such object loss will produce serious 
reactions at any age but the end result 
will depend upon the developmental level 
at which it first makes its effect felt. In the 
younger child the disturbances will primar- 
ily affect the development of the ego in all 
its various functions. The child will find it 
difficult or impossible to form the object 
relationships which are such a necessary 
part of his future psychic development, 
Such a deficit may lead to a lack of further 
development or even to severe regression, 
This lack of ego development will seriously 
impair the emotional and intellectual poten- 
tial of the growing organism. It will, in ad- 
dition, cause serious disturbances in the 
child’s ability to identify with meaningful 
figures in his environment. Such a disturb- 
ance in the process of identification will of 
necessity produce profound disorders in the 
development of the superego and the future 
personality structure. When the loss occurs 
during the latency and adolescent periods it 
will lead the the child to hate the lost ob- 
ject, who he feels has betrayed and deserted 
him, These hostile feelings can only lead to 
further serious conflict. The child still needs 
his parents as he is still realistically de- 
pendent upon them for love and support. 
In fact the more he is neglected by the 
parents the greater is his need for them. The 
child will desperately cling to the forlorn 
hope that they will change and give him 
the love he needs so desperately. Conse- 
quently repression and denial are utilized in 
the hope of warding off the devastating 
knowledge of his parents’ role in his diffi- 
culty. The child would prefer to consider 
himself bad than to acknowledge the bad- 
hess of his parents and the resultant im- 
Possibility of their changing. In assuming 
the burden of evil he attempts to absolve 
the parents, Such an evil self-image can 
only lead the child to evil acts which in 
turn reinforce his image of himself as an 
evil person; As the child’s reality testing im- 
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proves with his advancing age he finds : 
increasingly difficult to maintain his belief = 
in the innocence of his parents. As a re 
his hostility towards them increases as di 
his guilt feelings, Simultaneously the pı 
esses of identification and introjection haye 
been progressing in the formation of 
superego. Thus as these processes reg 
their maximum development (which d 
not occur until late adolescence) (11) muc 
of the hostility previously directed towards © 
the parents is directed towards their 
jects within the child—leading to the arity 
picture of depression seen in older adoles- 
cents and adults. hy 
The above would help explain why chil- ` 
dren make fewer suicidal attempts than 
adolescents and adults. There is the ad- 
ditional factor that the child under 10 years ~ 
of age has an incomplete notion of death ~ 
—often considers it reversible and seldom 
if ever applicable to himself, only to older 
persons, Children are more likely to express 
depressive feelings by threatening to or _ 
actually running away from home. As al- 
ready mentioned, many adolescents who 
make suicidal attempts have had fantasies of ` 
running away or have done so with the ac- 
companying thought “You will be sorry for 
having treated me badly.” ‘ 
SUMMARY À 
A study of 102 children and adolescents 
who presented suicidal thoughts and actions 
is described. They represented approximate- i 
ly 11% of all admissions under 16 years of z 
age. The majority were adolescent females — 
diagnosed as character disorders, who were — 
reacting to stressful situations. The majority — 
came from chaotic homes where one or both 
parents were absent. i 
Tt is our belief that suicidal thoughts and $ 
attempts are either ignored or undervalued | 
f; 


X 
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in adolescents because of the erroneously 

accepted tenet that adolescents do not be- 

come depressed, ergo, suicide is unlikely. If 

we can successfully recognize the signs by 
which depression is manifested in younger 

persons we shall then be in a position to 

prevent many serious suicidal attempts. 
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_ Most suicide research has been retro- 
Spective. It has been chiefly concerned 
‘with the fatal suicidal act which has been 
thoroughly investigated with statistical and 
‘clinical methods. The psychoanalytic ap- 
C proach, also, has been largely historical and 

‘reconstructive, In the study of attempted 
" suicide the same questions have been posed 
_ asin the study of suicide. So fascinated have 
© psychiatrists been with the enigma of self- 

Berruction that they have failed to take cog- 
nizance of a host of other problems arising 
from suicidal behaviour. Is it not a paradox 
that psychiatrists and sociologists alike, hav- 
ing found a variety of factors which drive 
people to suicide, have until recently failed 
to ask what happens to those people, and 
eros’ factors, if the suicidal act is not 


COHORT STUDIES OF ATTEMPTED SUICIDES 


-F Systematic follow-up studies or, to use 
modern term, cohort studies, of at- 
T tempted suicides have not been carried out 
© until recently. I have during the last 10 
years been engaged in such studies(6, 7, 8, 
_ 9) which opened up a new approach to the 
r understanding of suicidal acts, fatal and 
= nonfatal, There are only 2 other com- 
_ Parable investigations, the one by Dahl- 
gren(2), 1945, of Malmö, Sweden, and the 
other by Pierre B, Schneider(5), 1953, of 
Lausanne, Switzerland. The samples in- 
vestigated, though unselected, differed con- 
siderably and the periods covered by the 
catamnestic investigations varied, the pe 
est being 18 years. It was found that only 
a small minority of people who had at- 
tempted suicide previously, had 
elves ; the maximum ion was 
1 in 10 after 18 years, Although numerically 
this is only a small minority, it nevertheless 
Shows that the risk of suicide, by which I 
mean the fatal suicidal act, is far higher 


—— 
1 Read at the 117th annual meeting of The 
: Psychiatric Association, Chicago, Il, 
May 8-12, 1961. 
_ _ * Professor and Head of the Dept. of Psychiatry 
in the University of Sheffield, England. 


_ RECENT RESEARCH INTO SUICIDE AND ATTEMPTED SUICIDE) 
E. STENGEL, M.D.? 


among those with a history of a suicid 
attempt than in the general population. 
is hardly possible to establish the 

rate among those who have attempted su 
cide, but we should be able before long to 
estimate the specific cohort mortality rate 
from suicide in this group. The 
the Los Angeles Research Group * 
own studies suggest that in an urban 
lation the number of people who atter 
suicide annually may be as many as 7 to & 
Sr moenia The fonu nigel 
the same population, The figures be 
a . This means that — 


F, 
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5 
= 
5 
i 
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sel 


tempts would, of course, be higher. Con- 
sidering that the a of people who 
attempt suicide is lower that of those 
who commit suicide, it guess 
that the a 
coun! in i 
leas d 
redu 

alone, 

tribution 


i 


distinguish two different a 
ping populations, some of > 
larger one, ie, of the suicide 
entering the mu group of 
fhe tricides in the course We know 
much less about the a suicide than 
about the suicide group, from the 
samples available for study it can be as- 
sumed that they differ with to sex 
and age distribution and also with regard 
to the role of mental illness. It is of interest 
that only a minority of the eal 
have ever been members of the a 
3 Personal communication from Dr, N. Farberow. 
725 
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cide group. In unselected samples of 
suicides the majority have been found to 
have had no history of previous suicidal 


There are many factors which determine 
outcome of a suicidal act, some obvious 
| well known, and some less obvious. 
ropose to deal chiefly with the latter 
I have tried to view the suicidal act 
şs a complex behaviour pattern and to 
amine all its aspects, not only those 
ich serve the purpose of self-destruction. 
Only in a minority of suicidal acts is nothing 
left to chance, Among the various factors 
termining the outcome, the reaction of 
human environment is often decisive. 
e cannot fully understand suicidal acts, 
unless we take these reactions of individuals 
and groups into account. In case of fatal 
tcome they react with mourning and 
metimes with anger. There are marked 
ilt feelings similar to those following any 
“bereavement, but more severe, because they 
aggravated by the belief that with more 

re and attention the suicide might have 
en prevented, In case of survival, those 
close to the attemptor react with guilt 
gs and endeavours at reparation. 
jese psychological reactions become 
ifest in helpful responses from individu- 
and from society as a whole. Thus the 
idal attempt functions as an alarm 
al and an appeal for help. It does so 
nost with the regularity of an “innate 
ease mechanism’(3), irrespective of 
vhether or not such an effect was conscious- 


empt. It is important to take it into ac- 
count in the study of the sequelae of 
suicidal attempts, because thanks to this 
effect the life situation of a person who has 
urvived a suicidal attempt will not remain 
quite the same as it was before. A suicidal 
act, then, can be expected to have either 
of two results, i.e., death or some helpful 
eactions from the environment. Some such 
reactions are most likely to be forthcoming 
even where at the same time part of the 
environment may react to the suicidal at- 
empt with indifference or with punitive 


action. The knowledge of the different pos- 
sible outcomes and psychological sequelae 
of suicidal acts has found expression in 
suicide phantasies in which the posthumous 
appeal effect figures prominently. It is 
often difficult to assess how much the ap- 
peal function of the suicidal attempt enters 


into its conscious or preconscious motiva- 


tions. The behaviour of the majority o 


persons who commit suicidal acts suggests i 


that the human environment is given a 
chance to intervene. Communication of 
suicidal intentions, which is very common, 
often acts as an invitation to such inter- 
vention, but such warnings are frequently 
ignored, The danger to life, therefore, de- 
pends not only on the damaging agent, 
but also on the likelihood and willingness 
of other people to act as life savers, and on 
the efficacy of their intervention. In grad- , 
ing the dangerousness of a suicidal attempt, 
the closeness to other people and their 
readiness and ability to help have to be 
considered as much as the method em- 
ployed. The great number of factors on 
which survival depends introduces an ele- 
ment of uncertainty about the outcome of 
most suicidal acts. Survival is, as a rule, 
accepted without demur, at least for a 
time. The uncertainty of the outcome gives 
most suicidal acts the character of gambles 
with life, or better still of ordeals, i.e., of 
dangerous trials whose outcome is accepted 
as judgment of God or providence. 

The appeal effect of the suicidal attempt 
and its ordeal character partly explain why 
suicidal attempts are not as a rule repeated 
immediately. The danger of a repetition at 
a later stage will depend on whether the 
suicidal attempt has brought about a change 
in the individual's life situation and his 
mental state. 

There is another factor which might have 
a bearing on the effects of a suicidal at- 
tempt and the danger of its repetition. I 
am referring to the cathartic effect of the 
release of aggression directed against the 
self and others. This problem requires 
further study. Every suicidal attempt is an 
encounter with death and mobilizes pro- 
found anxiety in the attemptor and in the 
group or groups of which he is a member. 
My investigations complement the observa- _ 
tions concerning aggressive tendencies in — 
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suicidal behaviour which have been studied 
most comprehensively by Karl Mennin- 
ger(4). 

I have been trying to study suicidal 
behaviour and its effects in its social con- 
text. We cannot fully understand purposeful 
voluntary behaviour without also consider- 
ing its predictable effects. This applies to 
the behaviour of man as much as to that 
of pigeons or other animals for whom this 
principle has long been accepted. However, 
the effects of human behaviour patterns 
are infinitely more complex than those ob- 
served in animals. There is, of course, only 
one effect of suicidal behaviour in case of 
survival which can be generally predicted, 
namely that somebody will somehow make 
the attemptor feel, if only for a fleeting 
moment, that he cares whether he lives or 
dies, This is an assurance which it is diffi- 
cult for many people to obtain otherwise. 

Suicide is dreaded in all societies, and 
efforts to prevent it are common to all cul- 
tures. The apparent reasons for this fear 
vary, In tribal Africa suicide is dreaded 
because it is believed to release malevolent 
and dangerous spiritual forces(1). In our 
civilization these forces have been partly 
internalised, 

My approach differs from the convention- 
al one in that it considers not only the per- 
son. who committed or is likely to commit 
a suicidal act but also those individuals 
and groups which form his social environ- 
ment and to whom the act is often quite 
Openly addressed. Hitherto, only their part 
in the causation of the suicidal act has been 
Considered, but not’ their reactions to that 
act. These I have endeavoured to investi- 
gate and I hope that other workers will do 
the same, There are plenty of problems here 
for the sociologist, the psychoanalyst and 
the clinical and social psychiatrist. 

It is also necessary to emphasize that 
Most suicidal behaviour is oriented towards 
both death and life at the same time. The 
Outcome depends on the balance between 

ose tendencies, and on other factors to 
which I referred earlier. The presence 

e preserving tendencies and of the urge 


for renewal of human relations is not alwa; 
known to the person who commits th 
suicidal act, but his behaviour is often mox 
revealing than his own testimony of his 
conscious motivations. It is a mistake to 
regard only those suicidal acts which le: 
nothing to chance.as genuine. 

The study of the immediate and lon 
term effects of suicidal attempts showed 
great variety of ways in which the 
temptors’ life situations had been chi 
temporarily or permanently as the re 
of the suicidal acts. An obvious example 
the suicidal attempt which unwittin; 
leads to diagnosis and treatment of und 
tected physical or mental illness. There ar 
many other less obvious sequelae, and 
infrequently the suicidal attempt also lead 
to a modification in the mode of life 
persons close to the attemptor. 

In this short presentation it is possi 
to outline only a few of the problems under 
investigation and to refer briefly to the 
results of these studies, The apparent am: 
biguity of some of the concepts and 
servations reflect the ambiguities of be- 
haviour in suicidal acts. 
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- With the passing of Carl Gustav Jung on 
_ June 16, 1961, the curtain of history fell on 
a period extending over three-quarters of a 
"century during which the most outstanding 
~ and influential world concept received its 
orientation from insight into the reality of 
‘soul, Although Freud, Adler, and 
z, and most of those who joined them in 
new approach, were first of all profes- 
mental healers, or psychiatrists, it can 
ye seen historically that their attempt 
ed to transform the physicalistic and 
: iologistic world concept that had been 

built up during the preceding 300 years into 
an autonomistic orientation deriving from 
a point of view centered in man’s inner 
- life, Although there has been an astonishing 
amount of writing regarding this new psy- 
- chological point-of-view, it must be con- 
ceded that almost all that has been pre- 
_ sented by way of basic orientation has come 
- from Freud, Adler, and Jung, the principal 
_ founders of the concept, and that no signs 
are evident that the concept will be carried 
_ much beyond what they have achieved. In 

_ fact, in the narrower field of psychiatry we 
are already witnessing, in this decade, a 
_ swing back to a neuro-physiological point 
___ of view expressed in the wave of pharma- 
_ cotherapy. Still less can we see any definite 
promise that the psychological orientation 
_ will be revived in the foreseeable future. 

_ During the first decade of the develop- 
ment of this new concept, workers in the 
field—almost all of them Freudians—and 
Freud himself created the impression that 
Sigmund Freud was the sole originator, and 
that the others, and especially C. G. Jung, 
were dissenters and traitors, This contention 
has been intensively opposed. Now, after 
half a century, the clouds of emotional at- 
tachment have been cleared from the his- 
torical horizon and a more objective view is 
possible. There can be no doubt that in the 
beginning Jung was considerably influenced 
by Freud. In his doctoral thesis of 1902 he 


1 Editor, International Series of Monographs on 
Child Psychiatry, 158 East 95th St., New York 28, 
N. Y. 
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referred at several places to Freud's: Inter- 
pretation of Dreams, and in 1904, the year 
in which The Psychopathology of Everyday 


Life appeared, he wrote, in a reply to a 


critic(1), an as yet never quoted sentence : 


“Die Analyse des Krankheitsbildes lehnt — 


sich nicht an franzoesische Autoren sondern 


an die Freudische Hysterie-Forschung an” i 


(My analysis of the illness tries to find’sup- 
port not from French authors but from 
Freud’s research in hysteria). But this is 
as far as it went. If one studies Jung's first 


major work, his Diagnostic Association — 


Studies, one cannot but recognize that here 
is a scientific mind completely different 
from Freud's, working from different basic 
approaches and with different aims. And if 
one follows the workings of this mind over 
the decade of relationship with Freud, one 
must also recognize, as this writer has 
shown(2), that it was directed toward 
clarifying differences and not toward sub- 
mission to the other’s wider concepts. When 


this difference was ultimately clearly de- ~ 


fined in Jungs book, Transformations and 
Symbols of the Libido (in English it ap- 
peared as The Psychology of the Uncon- 
scious), it signaled the start of the final 
break. Freud stigmatized the break by per- 
sonal accusations, Jung’s way was always 
to avoid personal attacks. When the break 
between the Vienna and the Zurich group 
came, Jung announced his resignation a$ 
editor of the jointly-published journal sim- 
ply as due to “personal reasons.” 

Because of his tendency to withhold pe™ 
sonal information, it is not easy to draw & 
picture of Jung’s personality. But history 
seems to demand to know more about 4 
man’s origins and motives than the man 15 
sometimes willing to reveal of his own voli- 
tion. From the few biographical sketches 
we have of Jung we receive the impression 
that the functioning of his personality an 
his passage through life were smooth 4s 
compared with the stormy events of Freud's 
life. To one, however, who was privileg 
to obtain a more intimate view, it is aP- 
parent that Jung’s personality and activi 
ties were not without profound contradic- 
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tions, He was born into a middle-class Swiss 
clergyman’s family, but most of his adult 
life was lived as a well-to-do aristocrat. 
Those who knew him during the first dec- 
ade of this century thought him the perfect 
type of a psychiatric institutionalist and 
academician. But this soon changed, and 
he remained for most of his life a practi- 
tioner and professional writer, returning 
only during the later decades to limited 
academic teaching at a chair especially 
created for him. 

From his work one must receive the im- 
pression that to him nothing was more es- 
sential than group formations and man’s 
collective relationships. Yet he never 
achieved the creation of a collective move- 
ment based on his philosophy of life, and in 
fact he made no serious attempt in this 
direction. It is hard to imagine a more cos- 
mopolitan thinker than Jung, yet he has 
again and again been accused of rascist and 
Nazi tendencies and attacked for being 
anti-Jewish-minded. This writer can state 
from personal experience that Jung did his 
utmost, both personally and financially, to 
help Jewish colleagues who were victimi: 

by Nazi oppression. No one, not even 
Wundt, has more profoundly probed the 
realm of man’s psychological experience 
than has Jung in his works, the American 
edition of which comprises 18 volumes. 
Jung, however, never attempted a syste- 
matic presentation of his work. All his 
works are of a problematic nature, and 
many of his books are collections of short 
problematic papers. In one of the most im- 
pressive discussions I had with him, to 
which I shall refer later, he said ; “There is 


problem really through to its end.” This is 
characteristic of Jung’s thinking, in which 
every problem contains the nucleus of at 
least two new ones. 

Accordingly, Jung’s psychology has grown 
out of an unfolding problematic. We see 
him starting out from what seems to be the 
Psychological or psychopathological prob- 
lematic of the turn of this century. Every- 
where in Europe—in France, Italy, England, 
Middle-Europe, and Scandinavia—as well as 
on this side of the Atlantic, the profes- 
Sionals were occupied with the problematic 
of a super- or sub-consciousness and its 


nothing more difficult than to think any . 


detrimental influence on the status of the 
human consciousness itself. Late in life 
Jung occupied himself with this 
of the simultaneous occurrence of ' 
problems in unrelated spheres of mankind's 
experience, and he designated this p 
nomenon, which others had called “Zeii 
Geist,” as “synchronicity.” 
Jung’s initial tackling of this problematic, 
in his doctoral thesis of 1902(3), shows that 
he had a quite different and much wider 
view of these problems than Freud ever 
had. The entire study was more the’ 
of questions than an answer to one, Jung 
was very dissatisfied with the ary 
method of inventorizing consciousness. ie k 
presented his own attempt at a new 
in an extensive research project which 


again and again been accused unscien- — 
tific mysticism, it was always his aim tọ de- 
velop ee scientific sa or A 
field of human experience he was x 

Association Studies 


im to understand the texts. 


At the time that Jung was occupied =) 
At the time that Jung was oy E 
ized that they would not lead completely 1 
satisfactorily to the revealing of the 4 


background of conscious factors which were 
themselves unexplainable. It was here that 
Jung had hoped to find, in Freud’s cho- 7 
pae method, the key that open- g 
the closed door. The importance of Freud's È 


f 
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an this method ; he had an underlying 
_ predominantly bio-genetic theory—his li- 
a ido concept. In Wandlungen und Symbole 
r Libido (Transformations and Symbols 
f the Libido), published in 1912, Jung 
ormulated definitely the difference be- 
ween his and Freud’s basic concepts. It 
yas this difference that caused the break 


psychology under the 3 major aspects 
o Erlebnis-, Verstehende- and Komplex- 
*sychologie (self-experience, understand- 
ng, and complex-psychology ). 


he most basic factors : the human psyche is 
not a secondary sphere of reality compared 
wi e outer world or the body; it is as 
l as the latter. To experience the psyche 
is way, another kind of experiencing is 
sary than that applied by our present 
entally-oriented psychology. Jung 
ejects the differentiation of introspective 
nd experimental verification. Self-experi- 
sè psychology is an objectivized self-ob- 
ation as objective as any other scien- 
ethod, Self-experience psychology 
ns the sphere of psychology to the in- 
te on the one hand, and on the other it 
lishes an autonomic psychological en- 
concept, the first postulation of which 
the individual psyche as a closed energy 
For most American psychologists, 
self-experience psychology is incom- 
ensible, But some, like Henry A. Mur- 
a and William Douglas, who have made 
serious attempts to comprehend and to train 
themselves in this psychological approach, 
_have come to the conclusion : “If you have 
wrestled with Jung you are never the 
same again”(5). 
The understanding aspect of Jung’s psy- 
chology is that of an increased empathy 
which does not describe and explain only, 
but rather analyzes the inner dynamics and 
the causes of psychological factors and 
„events. At the time when Jung was defend- 
- ing Freud against his critics, he demanded 
that one first be able to “think as Freud 
thinks” before rejecting him. This illustrates 


ithe 


aa 


what Jung means by “understanding.” 
Jung’s “understanding” has become the 
basis for his frequently acknowledged most — 
sensitive approach to psychopathology, as 
well as to the formulation of his typology, 
It has been, finally, the basis of the attempt 
to “understand” the forces empowering 
Nazism and the characteristics of the Jew- 
ish mentality that arouse anti-Semitism, — 
Both of these attempts to help by finding 
ways to “understand” have been misunder- į 
stood and condemned. rh 

Jungs complex psychology grows out of 
the self-experience and understanding as 
pects. The self-experience theory opened ‘ 


the way to a multitude of psychological ~ 
facets which were applied not only to the 
differential details of his typology but to — 
the differential aspect that has frequently ` 
been denounced as mysticism—as, for in- 
stance, his concept of the “shadow,” of 4 
“animus” and “anima,” of “introvert” and j 
“extravert,” and so forth. From Jung’s the- 
ory of complex psychology result, further, ` 
his concepts of the subconscious, the arche- 
typology, and the collective subconscious. 
To see Jung as a reviver of antique, primi- 
tive, and medieval religious concepts be- | 
cause he studied and wrote widely on the ~ 
subject, for instance, of alchemy, is to mis- — 
understand him. These studies were pre- 
sented for comparative and explanatory — 
purposes, Jung saw, in his self-experience — 
and complex-psychology, psychological fac- 
tors similar to those at issue in the anthro- 
pological and religious spheres, and he tried 
to make himself understood by applying — 
them in an analogical way. This “historical” 
method is not new : the Freudians applied 

it in their Oedipus Complex, and it has 
been used in every phase of anthropological — 
interpretation. 

Jung has been most unfortunately mis- 
understood by those who accused him of 
wanting to revive religion to replace mod- 
ern scientific experience. Jung in fact only 
pointed out that religion is a basic form 0 
human experience not properly understood | 
even by many who are consciously or un- 
consciously deeply involved in it. Jung saw 
it as a major task of his psychological ap- _ 
proach to clarify this involvement and there- 
by try to solve the severe psychological 
and psychopathological problems connected 
hice oF 
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with religious involvement. He never 
preached any religion, but one is made 
soundly aware of the real role of religion 
by applying his concepts. Recently I met a 
prominent Indian at an event at the United 
Nations who expressed the opinion that too 
much is said about religious freedom in 
America, where, he said, there is actually 
less religious freedom than anywhere else 
in the world. In his own way, this Eastern- 
er was expressing Jung’s view that collective 
powers impose taboos that hamper the in- 
dividual in achieving insight into decisive 
factors of his very existence and self-con- 
trol. Indeed Jung emphasized that mental 
health depends on psychological awareness 
of and independence from collective sub- 
duing powers. All of American communal 
life suffers most seriously because of this 
factor. 

Jung’s work proceeded along two lines 
which on one hand are deeply connected 
and on the other are far apart in aim. The 
one was that of the psychiatrist and psy- 
chological healer, the other that of the psy- 
chological educator, or, as we might call 
it on this side of the ocean, the mental 
hygienist. At about the time that he broke 
with Freud, Jung also separated himself, 
although not as dramatically, from his 
teacher and friend Eugen Bleuler. Bleuler 
had achieved his fame with his remarkable 
phenomenological description of psycho- 
pathological somatic pictures. Against this 
Jung contended that psychopathology 
should be viewed first and last as a devia- 
tion of a normal psyche, a pathological 
process in which cause, beginning, and end 
should be viewed always as a singular 
phenomenon, as they appear in an individ- 
ual patient. Originally much involved in 
Bleuler’s schizophrenia interests, Jung later 
more and more enlarged his horizon. He 
told me once, “There should be a system of 
deviations of the normal, which alone could 
give a proper basis to psychiatry.” It is most 
unfortunate that he never presented such a 
system of psychopathology. 

_Jung apparently considered the second of 

is psychological tasks, the educational, as 
the more important. The major part of his 
Writing was devoted to education in psy- 
chology. He once explained to me that he 
believed his most important insight was his 


recognition of modern man’s need of proper _ 
psychological education. At the center of 
major religions, including early Christiani 
is the care and development of the in- 
dividual’s mind and its guidance through 
life. Modern religion has little concern for 
these matters, and this is a major reason for | 
the confusion and mental pathology of mod- 
ern man, Jung saw as the great task of mod- ~~ 
ern psychology—scientific in the sense he 
understood it—the development and guid- 
ance of man’s mind. At the center of this 
mental health approach was Jung’s concept 
of individuation. What to earlier religion 
were maturation and initiation procedures 
and rites, Jung formulated as a process, of 
self-development and completion of the 
regulating of the individual's relationship to 
his collective ties. On thus completing : 
development of one’s personality also de- 
pends, of course, the individual’s men 
health. Because of the similarity of this in- 
dividuation psychology to the initiation pro- 
cedures of earlier ages, it appears justified, 
as has been done, to describe Jung’s psy- 
chology as a modern initiation psychology. 
Although Jung wrote more than 50 books 
and several hundred papers, one cannot get 
over a feeling of incompleteness in 
gigantic life work. The reason for this is 
that Jung never drew together the major 
aspects of his teaching. In this connection ~ 
an account of my last personal meeting with 
him in Europe is relevant. The meeting oc- _ 
curred in the fall of 1935, just prior to my ~ 
final departure for this country. I was then 
employed, in the capacity of editor, by the 
publisher of most of Jung’s work, who had 
begun the publication of a library of the 
basic philosophies of the major scientific 
fields. Included in the planned volumes was 
one on psychology, which we felt only Jung 
should write. Besides, this would provide 1 
the occasion, finally, for Jung to write a 
systematic presentation of his psychology, 
which most of those who followed his think- ~ 
ing felt was sorely needed. I was given the ~ 
task of convinciùg Jung, if possible, to agree 
to the plan. Time was limited. Jung was 
then at his country place on upper Zurich 
Lake. He agreed to a conference, and I was. 
asked to meet him at the nearest railroad. 
station. The day of the meeting was a day 
of Swiss “land-rain,” and it was decided that 


‘or the bok: Jung listened attentively in 
his kindly way, asking one-word questions 
ere and there while he drew geometric fig- 
ures on the white marble table between us. 


his answer. He spoke for more than half an 
hour. He emphasized how slowly he had 
proceeded to formulate his concepts, how 
De it had taken to work out this or that 
pect, how little he had actually com- 
eted, and how much was still to be done. 


With an almost pained expression, he finally — 
rose : “I am sorry I cannot do what you ask, 
To complete this psychology would take — 
more than a lifetime.” He drew his raincoat 
tightly around his shoulders and walked 
away into the rainy night. Jung died last 
summer, 85 years old. He had left no sys- 
tematic presentation of his work, only a 
gigantic fragment. 
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Within the past year, three events have 
focused the attention of psychiatrists and 
lawyers upon the problem of confidentiality. 
j The first was the visit voluntarily paid by 
tig a psychiatrist in the District of Columbia to 
the House Un-American Activities Commit- 
tee to report the details of disclosures made 
to him by his patient, a federal employee 
who had recently defected to the Soviet 
Union. Those details were promptly re- 
ported in the press and included information 
on the homosexual habits, family quarrels 
F and religious beliefs of the defector, albeit 
__ not a word about his plans to defect(1, 2). 
i The second was a report by the Group for 
the Advancement of Psychiatry finding in- 
adequate existing protection of the confi- 
dences of psychiatric patients and proposing 
a model statute(3). The most recent was 
the enactment in Connecticut of the first 
statute dealing in detail with “privileged 
communications” between a patient and his 
psychiatrist.? In the attempts of the Connec- 
9 ticut and the GAP statutes to set the appro- 
priate limits of confidence in our society,and 
at the same time to quiet the kinds of fears 
_ brought to the surface by the testimony 
before the congressional committee, a num- 
ber of issues are raised which deserve sus- 
tained consideration by the medical and 
legal professions. 
| The issue of confidentiality is ordinarily 
À considered by lawyers under the heading of 
privileged communications.” A- person 
whose communication is “privileged” is 
f authorized to keep that communication 
from judge, jury or grand jury, even in the 
face of a subpoena demanding disclosure. 
f This “privilege” is rarely conferred and then 
only to specially situated persons who be- 
come instruments of a larger social policy. 


1 Respectively, Professor of Law, and Associate 
Professor of Law and: Associate Clinical Professor 
of Psychiatry, Yale University. 

: 2 The Connecticut bill, S.B. 720, was introduced 

Y Senator Finney on March 15, 1961. After enact- 

ment by the Legislature, it became Public Act 529 

` and was signed by Governor Dempsey on June 21, 
1961. It will become effective October 1, 1961. ` 
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For example, confidential statements by a 
husband to his wife are protected from dis- 
closure because it is considered important 
that married persons be completely free to 
communicate with each other. Confidenti: 
statements by a client to his attorney ; 
shielded from subsequent inquiry because 
it is assumed that the attorney's function i 
important and that he can perform it effec- 
tively only if his client is assured that hi 
communications will be classed as confide: 
tial. The same rationale underlies the pri 
ilege which has been recognized for a nun 
ber of other professional relationships. 
each of these—attorney-client, priest-pen 
tent and physician-patient, a privilege 
conferred upon the person coming to the 
professional relationship because it is as- 
sumed that the function performed by t 
professional would be seriously impair 
the cloak of confidentiality were removed. 
The question raised by both the GAP and 
Connecticut statutes is whether the relation- - 
ship between a patient and his psychiatrist 
is another one in which society's interest 
preserving confidentiality outweighs its i 
terest in “getting the facts.” In short, should 
the patient be given control of the non-psy- 
chiatric uses to which his statements might 
be put? 

To answer these questions, it is important 
to bear in mind that legal recognition of 
“privilege” deals only with part of the pro 


3 Professor Wigmore has left us the classic form- 
ulation of the 4 conditions which must be satisfied 


of recognizing privilege in some of thm relation- 
ships. Since our purpose in this piece is principally É 
expository, we shall not enter the lists on these 
more general questions. š 
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lem of confidential communications. Though 
it authorizes the patient to keep his psychia- 
trist from testifying in an ongoing legal pro- 
ceeding, it affords only limited protection in 
the pre-legal or non-legal setting.* In such 
settings, the patient expecting protection of 
his confidences must look principally to the 
psychiatrist's professional ethics. And this 
remains true whether or not the particular 
jurisdiction treats the communications as 
“privileged,” simply because neither the pa- 
tient nor a lawyer nor a judge is present in 
those settings to check the statements of the 
psychiatrist. 

The ethical psychiatrist, for example, 
would not, without the patient’s consent, 
speak of the patient’s condition to a stranger, 
or to the insurance investigator inquiring 
into the patient's medical history, or to the 
FBI agent seeking evidence of the patient’s 
guilt of crime. Violation of this ethical obli- 
gation might lead to the imposition of sanc- 
tions against the psychiatrist by the profes- 
sion itself. Thus, at the time the disclosures 
are being made by the patient to his psy- 
chiatrist, there is a promise of confidential- 
ity, even without legal recognition of priv- 

. that promise will ordinarily be 
honored, at least until such time as a dispute 
arises between the patient and the state (as 
in the criminal case), or between the patient 
and another individual (as in the insurance 
claim or in a divorce or a negligence case). 

When the fateful dispute arises, it may 
bring with it a conflict between the profes- 
sional ethic, requiring confidence, and so- 
ciety’s legal system, were, disclosure. 
The patient may have admitted to his psy- 
chiatrist that he killed ; or that he commit- 
ted adultery, or that he filed a fraudulent 
claim for negligence. Should the lawyer for 
the opposing party be permitted to summon 
the psychiatrist before a grand jury or to a 
deposition hearing or to the trial itself to 
learn whether or not the patient had made 
such statements? If the answer is “no”, 
then the patient is invested with a “privi- 
lege” and his confidence is respected, but at 
a price to the state, which may be unable to 
prove guilt without the admission ; or to the 
party sued, who may find himself parted 


4 The existence of a privilege does lend support 
for a suit for damages if the confidence is breached 
by the psychiatrist in the extra-legal setting. 
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from much of his wealth because he coule 
not prove the claim to be fraudulent ; or 
person suing for divorce because he canne 
prove his wife’s adultery. 

Society could tolerate such an interfer 
ence with its processes of resolving disputes 
only if it were reasonably clear that othe 
more important objectives were b 
served by non-disclosure. Here, the “other 
objective is, of course, the effective treat 
ment of mental illness. Is a person serio 
in need of treatment likely to be de 
from seeking it when he learns his d 
sures will be protected only until a d 
is made for them in an official procee 
Can one generalize sufficiently about 
characteristics of patients and prospe 
patients to say with any assurance 
many will be deterred from communi 
as freely as they would if they were ass 
of complete confidentiality ? Will 
recognition of “privilege” affect the 
resolution of enough disputes to 
ignoring the impact of the absence of con 
fidentiality ? i 

While none of these questions can $ 
answered conclusively, the overwheln 
view of psychiatrists is that patients 
and expect assurance thit their disclosu 
will remain confidential. The patient, 
ever much in need of treatment, is 
narily reluctant to seek it. This reluctan 
traceable not only to the anticipated sti 
but also to the tendency of persons consié 
ering treatment to see themselves in tl 
worst possible light. Their antisocial 
pulses, abetted by an inability clearly to 
ferentiate between phantasy and 
may become magnified beyond all 
able proportion. Even under optimum 
ditions of confidentiality, it is difficult 
the patient to confide his thoughts and 
ings to another person. If to that dificul 
is added the possibility of disclosure at som 
future date, it can be expected that he wil! 
not speak freely and that his concern about 
the other implications of treatment 
reinforced.® 


5 Such concems may be even more prevale 


Once in treatment, it is even clearer that 
all patients would be affected by the ab- 
sence of confidentiality. Every person, how- 
ever well-motivated, has to overcome resist- 
ances to therapeutic exploration. These 
resistances seek support from every pos- 
sible source and the possibility of disclo- 
sure would easily be employed in the serv- 
ice of resistance. At best, the possibility of 
disclosure will prolong treatment ; at worst, 
it will make thorough exploration of emo- 
tional conflicts impossible. If it should be- 
come known that there is no privilege, and 
it would take only one sensational case to 
accomplish this, it is probable that a great 
many patients will be deterred from coming 
to treatment or from participating effec- 
tively in treatment. Treatment of the men- 
tally ill is too important, and the assurance 
of confidentiality too central to it, to risk 
jeopardizing the whole because of the reley- 
ance of some patients’ statements to some 
legal proceedings. 

Despite the significance of the problem, 
the existing legal protection of disclosures 
from patient to psychiatrist is far from sat- 
isfactory(7, 8, 9, 10, 11). Though 30-odd 
states protect psychiatric patients under 
statutes creating a physician-patient privi- 
lege, some problems remain even in those 
states. For example, in some places the phy- 
sician-patient privilege is not recognized at 
all in criminal cases. In others, there is a 
substantial question whether persons who 
treat mental and emotional disorders are 
engaged in the “practice of medicine” and 
hence “physicians.” In yet others, the con- 
ditions under which the privilege ends, or 
is “waived,” are uncertain. In the remaining 
20 states which have no physician-patient 
privilege, there is no legal protection for the 
psychiatric patient. In these states, the psy- 
chiatrist, confronted with a subpoena com- 
manding him to testify, faces a very real 
dilemma. If he furnishes the information, he 
will usually violate the ethics of his profes- 


claim of privilege by 
Psychiatrist summoned to testify divorce 
ease(12). The judge based his action upon the 
application of common law principles of “privil- 
ege” to the new professional relationship. Unfortu- 
nately, the case did not go on to a higher court, 
s: an a is no authoritative pronouncement on 
Subject. 


GAP concluded that it was unreasonable 
to leave the psychiatrist in a non-privilege — 


no privilege at all and those whose physi- — 
cian-patient statute is unsatisfactory. In the — 
course of its deliberations, it chose not to ` 


did not ae | trist 
the patient trust, peyohiatae 


The confidential relationship and commu- 
nication between psychiatrist and patient shall 
be placed on the same basis as regards privil- 
_ ege, as provided by law between attorney and 
client” (3). 

The GAP bill gives to the psychiatric pa- 
tient whatever it is the lawyer's client now 
has(5). Such an approach is disarmingly 
_ simple, It begs question after question about 
the appropriateness of case law built for 
_ the legal setting when transposed to the 
_ psychiatric one. Quite obviously, each rela- 
tionship has its own unique problems and 
characteristics—and case law sufficient to 
serve the needs of a client and his lawyer 
regarding confidentiality might be hope- 
- lessly inadequate for the patient in treat- 
‘ment.® 

The GAP statute suggests a host of prob- 
: lems which call into question the appropri- 
A ateness of the attorney-client model. Who is 
to be classed as a psychiatrist ? The attor- 
 ney-client privilege affords no guidance 
since attorneys are licensed by the state 
Opn psychiatrists are licensed simply as 
3 


n pence. Are communications from mem- 
_ bers of the patient’s family protected ? The 
__ law of attorney-client privilege would ordi- 
_ narily answer in the negative. Yet virtually 
all psychiatrists would deem it essential to 
_ effective treatment that the patient’s family 
be assured its disclosures would be treated 
_as confidential. What of communications to 
‘clinical psychologists and social workers, 
who play so large a part in psychiatric diag- 
_ nosis and treatment ? There is precedent for 
_ treating as “privileged” the communications 
made by a client to the “agent” of an attor- 
ney, but the law on the subject is by no 
d means clear, There is little assurance that it 
-will be applied to protect disclosures to non- 
_ psychiatrist treatment personnel. When can 
the privilege be said to be waived or ter- 
minated ? Does it end, for example, when 
the patient discloses to his psychiatrist his 
intention to commit a crime—e.g., that he 
plans to kill his wife ? Under the cases con- 


9 That GAP had in mind the possible desirability 
of a more specific statute is indicated by the foot- 
note it appended to its proposed statute. It said 
there : “If in some jurisdictions the attorney-client 
privilege contains provisions not applicable to the 
psychiatrist-patient privilege, this will have to be 
considered in the drafting of the specific patient- 
psychiatrist statute”(3). 


struing the attorney-client privilege, there 
is what is known as the “future crime or 
fraud” exception, which treats the obliga- 
tion of confidence as ended when the con- 
yersation takes such a turn. If a death re- 
sults, the psychiatrist could then be sub- 
poenaed to testify regarding his patient's 
incriminating statement. Yet one of the very 
things psychiatric treatment strives for is the” 
elicitation of such material, on the assump- 
tion that less harm will ensue if it is venti- 
lated than if it remains suppressed. One | 
well-publicized disclosure by a psychiatrist 
of material of this kind could do incalulable 
harm to the cause of treatment. 

The range of questions likely to arise sug- 
gests fairly clearly the importance of laying 
down some guides so that patient, psychia- 
trist and court may know, with reasonable 
accuracy, when the privilege begins and 
when it ends. Such guides should, of course, 
be flexible enough to permit accommoda- 
tion to unanticipated problems. But they 
should embody principles designed to as- 
sure, as much as words can, that accom- 
modations will be made along satisfactory 
lines. 

It was this approach which was ultimately 
adopted by the committee formed under the 
auspices of the Connecticut District Branch 
of the American Psychiatric Association 
and of the Connecticut Mental Health 
Association, The committee was headed by 
Dr. Harold Wright of Greenwich and con- 
sisted of members of the district branch 
and lawyers from the community and the 
Yale Law School.!° Its objective was to se- 
cure the enactment of legislation creating 
a psychiatrist-patient privilege in Connecti- 
cut. At the very outset of its deliberations, 
the committee accepted the GAP view that 
the privilege should be extended at this 
time only to the psychiatrist-patient rela- 
tionship. The reasons varied : for some this 
represented a decision on a matter 
principle; for others it was a concession 
to the political requirements of the situ- 
ation. Though most members of the com- 


10 The committee was appointed by Mrs. Rich- 
ard B. Brown, President of the Connecticut Asso 
ciation for Mental Health. Its» members were? 
Dr. Harold Wright, Chairman, Dr. Leo Berman, 
Dr. John Donnelly, Professor Abraham S. Gold- 
stein, Miss Frances Harteshorne, Dr. Jay Kat 
Dr. Duncan Stephens, Mr. Morris Tyler. 
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mittee had originally expected to use 
the GAP statute, it was quickly agreed 
that a more detailed statute was needed. 
Such a statute was drafted and subse- 
quently introduced in the State Senate 
by Senator Finney of Cos Cob, Connecticut. 
After an extended hearing before the Judi- 
ciary Committee of the Connecticut legis- 
lature and a good deal of skillful manage- 

-ment by Senator Finney, the bill was re- 
ported favorably and was enacted into law, 
substantially as proposed. 

The Connecticut statute is divided into 3 
sections ; the first creates the privilege ; the 
second defines the principal terms used ; the 
third sets out the conditions under which 
the privilege ends. It provides, in full : 


$ 1. Psychiatrist-Patient Privilege. In civil 
and criminal cases, in proceedings preliminary 
thereto, and in legislative and administrative 
proceedings, a patient, or his authorized repre- 
sentative, has a privilege to refuse to disclose, 
and to prevent a witness from disclosing, com- 
munications relating to diagnosis or treatment 
of the patient’s mental condition between pa- 
tient and psychiatrist, or between members of 
the patient’s family and the psychiatrist, or 
between any of the foregoing and such persons 
who participate, under the supervision of the 
psychiatrist, in the accomplishment of the ob- 
jectives of diagnosis or treatment. 

§ 2. Definitions. As ‘used in this act, “pa- 
tient” means a person who, for the purpose of 
securing diagnosis or treatment of his mental 
condition, consults a psychiatrist ; “psychiatrist” 
means a person licensed to practice medicine 
who devotes a substantial portion of his time 
to the practice of psychiatry, or a person rea- 
sonably believed by the patient to be so quali- 
fied ; “authorized representative” means a per- 
son empowered by the patient to assert the 
privilege and, until given permission by the 
patient to make disclosure, any person whose 
communications are made privileged by § 1 of 
this act. 

§ 3. Exceptions. There is no privilege for 
any relevant communications under this act 

(a) when a psychiatrist, in the course 
of diagnosis or treatment of the patient, deter- 
mines that the patient is in need of care and 
treatment in a hospital for mental illness ; 

(b) if the judge finds that the patient, 
after having been informed that the commu- 
nications would not be privileged, has made 
communications to a psychiatrist in the course 
of a psychiatric examination ordered by the 
court, provided that such communications shall 


be admissible only on issues involving the p 


tient’s mental condition ; 


(ec) in a civil proceeding in which 
patient introduces his mental condition as an 
element of his claim or defense, or, after the 
patient’s death, when said condition is in 
duced by any party claiming or defend 
through or as a beneficiary of the patient, i 
the judge finds that it is more important to the 
interests of justice that the communication be i 
disclosed than that the relationship between 
patient and psychiatrist be protected.”11 E 


No attempt will be made here to comment 
in detail on the Connecticut proposal. We 
shall merely point to its principal features. 

Section 1 makes the privilege applicabl 


without his consent, of the communication — 
made by him or by members of his family 
to the psychiatrist and to those who assist _ 
him in diagnosis or treatment, Communica- 
tions to clinical psychologists and s È 
workers working with psychiatrists would, 
therefore, clearly be included.” On the 
other hand, the requirement that the com- 
munication relate to diagnosis or treatment — 
leaves unprotected any communicatio 
made to a psychiatrist involved in a person- — 
nel screening program. 

In section 2, the psychia 
include not only the physi 
certified by the American 
try and Neurology, but also the physician, ; 
“STA fourth section provided : y 
upon the exercise of the privilege shall 
trial nor shall any adverse inferences be di 
.” This section was sl 


ttee of the Connecticut legis- 
believed 


ably 


ing ones or ones 


could be drawn. 
12 There was 


make obtaining sup) 
and therefore urged 


the matter. 


from such exercise. 
the Judiciary Commi 
lature, The strick 
declaratory of the 


en section was 
construction courts would prob- 
‘Though there is a basis for 

derived from some deci- 
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discussion in the eet E of 
extending “privilege” to psychologists who engage 
in the independent practice of psychothera} 
Some favored such: an extension, 
would go too far. Yet a third group 


for the bill more diffi 
Dovstponement of a decision on " 


trist is defined to 
cian who has been 
Board of Psychia- — 


“No comment 


who, though not certified, is engaged in the 
practice of psychiatry. “Psychiatrist” also in- 
cludes, in the interests of the patient whose 
confidences are in issue, those persons who 
are “reasonably believed by the patient” to 
be psychiatrists.* Moreover, under this sec- 
tion, it is made clear that the privilege is 
the patient’s and that its protection may not 
be waived by the persons in whom he places 
his confidence, unless he has given permis- 
sion to make disclosure. 

Section 3 deals with that most difficult of 
problems—the point at which it can be said 
that the value of preserving confidentiality 
is outweighed by the interest of society in 
gaining access to the protected communica- 
tions. After a great deal of discussion, and 
considerable compromise, our committee 
agreed upon 3 general situations in which 


_ the privilege was to be treated as termi- 


ee Re 


nated. In the committee’s view, these excep- 
tions dealt successfully with the overwhelm- 
ing majority of problem situations. 

The first authorizes a psychiatrist to end 
the privilege when he determines that his 
patient needs hospitalization. It is intended 
to deal with the situation in which it be- 
comes necessary to institute commitment 
proceedings. Such an exception is essential 
if the psychiatrist is to perform his role 
which will, in some instances, require that 
he use the material supplied by the patient 
as a basis for hospitalization. There is, how- 
ever, a restriction on the exception. Only 
those communications may be disclosed 
which are relevant to the commitment pro- 
ceeding in which he is asked to testify. 

The second exception deals with the situ- 
ation, in civil or criminal cases, in which a 
person is ordered by the court to submit to 
an examination. is may occur, for ex- 
ample, when a patient claims damages for 
a mental illness caused by X or when a 
complaint of sexual molestation is made 
against X by a patient. In such cases, X may 
request that the patient (now the plaintiff 
or complaining witness) be examined by a 

psychiatrist and an examination may be 
ordered by the court. Under such circum- 


13 For precedent in the attorney-client setting, 
see(5). 

14 An alternative formulation of this exception 
might be as follows: “(a) in a proceeding for 
commitment of the patient to a mental hospital.” 
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stances, there would be no protection for 
the statements made in the course of the 
examination. It is arguable that such an ex- 
ception need not have been included in this 
bill because a patient examined under such 
circumstances is not consulting a psychia- 
trist “for the purpose of securing diagnosis 
or treatment of his mental condition.” Nev- 
ertheless, it is entirely possible that, if such 
examination should continue over a period 
of time, the person examined may not real- 
ize the extent to which his statements to the 
psychiatrist may be made public. To remove 
any doubt, our committee decided to end 
the privilege only if the person being ex- 
amined knew what was transpiring, and if 
the information elicited would be used 
solely for its bearing upon the patient’s men- 
tal condition. 

The third exception proceeds on the as- 
sumption that the patient should not be 
permitted to plead mental illness in civil 
cases and at the same time be permitted to 
conceal evidence relevant to that condition. 
The most obvious illustration is the patient 
who has a history of psychiatric treatment 
and who sues for compensation for a new 
psychiatric disability allegedly caused by 
the defendant. Under the Connecticut bill, 
such a patient would find that he had 
“waived” his privilege if 2 important condi- 
tions were satisfied : 1, The questions asked 
of his psychiatrist must deal with commu- 
nications which are “relevant” to the current 
proceeding; and 2. The trial judge must 
conclude, after a discussion specifically di- 
rected to the matter, “that it is more impor- 
tant to the interests of justice that the 
communication be disclosed than that the 
relationship between patient and psychia- 
trist be protected.” 

It should be noted that our committee 
deliberately chose not to write a “future 
crime” exception into the bill.1° Its mem- 


16 This is to be distinguished from the question 
of obligation to inform the police of an expected 
crime, There is virtually no law on that subject 
(17). There is sometimes said to be an obligation 
to disclose a crime already committed, but this does 
not hold when the knowledge is acquired in a privi- 
leged relationship. Occasionally, statutes are found 
requiring that certain described incidents be re 
ported to the police. And, of course, when the 
communication does not relate to “diagnosis Or 
treatment,” it will not be classed as privileged. 
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bers were persuaded that, as a class, pa- 
tients willing to express to psychiatrists their 
intention to commit crime are not ordinarily 
likely to carry out that intention. Instead, 
they are making a plea for help. The very 
making of such pleas affords the psychiatrist 
his unique opportunity to work with pa- 
tients in an attempt to resolve their prob- 
lems. Such resolutions would be impeded if 
patients were unable to speak freely for fear 
of possible disclosure at a later date in a 
legal proceeding. 

The enactment of the Connecticut statute 
should give real impetus to the efforts of 
GAP to spark legislation creating a psychia- 
trist-patient privilege. Not only does it rep- 
resent a more detailed development of that 
privilege than has yet appeared in any juris- 
diction ; it affords greater protection 
does the GAP proposal. Yet its specificity 
should go a long way towards allaying the 
fears of lawyers and laymen as to the cir- 
cumstances under which the privilege can 
be said to begin and end. Even more im- 
portant, by defining the relevant issues 
more precisely than has previously been the 
case, it should lead to a refinement of think- 
ing on the relation of confidentiality to treat- 
ment, and on the kinds of social interests 
which call for an end to confidence. ‘ 
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CLINICAL NOTES 
(The Clinical Notes report the findings of the authors and 
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do not 


represent the opinions of the Journal.) 


: THIORIDAZINE (MELLARIL) ON REGRESSED 
SCHIZOPHRENIC PATIENTS * 


ODIE T. UDDYBACK, M.D., ano CALVIN H. CHEN, M.D.* 
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Respectively, Resident Psychiatrist Direc. 
tor of Psychiatric Education and + eater North- 
ville State Hospital, Northville, Mich. : 
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discontinued. Complete blood counts, uri- 
nalysis, and thymol turbidity tests were 
done. Then they were started on 100 mg. 
of thioridazine t.i.d. for 10 weeks. Observa- 
tions were made weekly to detect any 

in behavior and thought content. 
The tory tests were repeated between 
the fourth and eighth weeks of therapy. 
The management of the control group was 
identical except that their tranquilizers, 


é 
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improvement were observed 
during the first week. They consisted of an 
increase in interest, cooperation, sociability 
and affect, and a decrease in hallucinations 
and delusions. The improvement continued 
until the end of the study with one patient 
being placed on convalescent status an 

two patients transferred to open wards. 
Of the 29 patients placed on thioridazine, 6 
were considered markedly improved, 5 mod- 
erately improved, and 1 slightly improved. 
Upon cessation of thioridazine therapy, all 
ae shad soon reverted to their origi 


No toxic effects were noted clinically. 


The control group did not show any im- 
provement throughout the study period. 


CONCLUSIONS 
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vantage of thioridazine over chlorproma- obtained, trial 
zine and trifluoperazine is the low incidence thioridazine (Mellaril) on regressed pa- 
of side effects. Because of the results tients is warranted. 


CEREBRAL AUTONOMIC IMBALANCE 


J. P. CRAWFORD, M.D., M.R.C,P.* 


There is clinical and experimental evi- tern under consideration 
dence to suggest that there are efferent shape. Fulton’s conclusions 
tracts of nerve fibres arising from certain efferents 
hypothalamic nuclei and ascending to reach 
the cerebral cortex before being relayed 
downwards again, and that these fibres 
play an autonomic role within the hemis- 
pheres similar to that of established effer- 
ents which are known to from 
similar nuclei to the spinal cord before 
turning upward, for example, in the cervical 
sympathetic chain, 

Martin(1) of the National Hi 
Queen Square, London, without 
anatomical detail, suggested on 
grounds that the hypothalamus played a 
vegetative role to maintain the metabolism 
of the cells of the cortex and to see that 
energy was provided for cortical activity. 
Electroencephalographic evidence of this 
activity, Bremer(2) suggested to be a sign 
of “tonus” in the cortex, the oscillating po- 
tentials of the alpha rhythm indica’ 
fluctuations in excitability at the 
synapses, rather than discharge, and the 
writer(3) has compared such “tone” in the 
conscious sensorium,to that in the motor 
system when a person is awake as opposed 
to asleep. 

Schuchardt(4) of the Anatomical Insti- 
tute at Giessen has also suggested that the 
role of the postulated ascending efferents 
was a vegetative one, that is to say that the 
cerebral cortex is as much peripheral to the 
hypothalamus in this respect as is the spinal 
cord in the opposite direction, When it is 
=e eee 

the work of others, that 
hypothalamic area” must be considered a 
sympathetic entity and anterior nuclei such 
as the paraventricular and supraoptic a 
eeentotis group, details ie pat- 
Hospital, Dartford, Kent, England. 
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entities, and it seems to have been left to 

-me(9) to do so, and to draw attention to 

the close relationship seeming to exist be- 
‘tween the reticular formation of brain, 
brainstem and cord and the vegetative core, 

in a sort of central nervous reticular auton- 
omy. Reference has not yet been made 
here to the other hypothalamic nuclei, such 
as the lateral and medial groups, which 
Fulton also considers exhibit activity capa- 
ble of being interpreted in autonomic terms 
at the periphery ; but these details may re- 
quire almost as much further work as is still 
required for the adequate anatomical dem- 
~ onstration of the postulated ascending hypo- 

_ thalamic-cerebral efferents, 

_ The functional significance of the ar- 
_ rangements outlined, I suggest, is that they 
make it possible to consider psychological 

as well as somatic aspects of disturbances of 
mood and consciousness in terms of auto- 
nomic balance, and this provides a useful 

_ framework within which the modern chemo- 

and psychotherapy of these disorders may 

be understood and rationally applied. A 

pure sympathetic discharge in psychological 

and somatic terms is seen only in unin- 
hibited action, whether this be fight or 
flight. Absence of mood is then accom- 
pried by strong rapid heart beat, high 
blood pressure, vasodilatation more in mus- 
cle and brain than skin and viscera, sus- 
pended motility of stomach and intestine, 
wide opening of air passages to the lungs, 
release of liver sugar and dilatation of the 
_ pupil, A pure cranial parasympathetic dis- 


IRVING D. ROSENBERG, M.D.1 


One of the difficulties in insulin coma 
therapy is that convulsions occasionally 
occur(1), At one time it was felt that the 
hypoglycemia convulsion was a desirable 
effect of insulin, but it is known now that 
the hypoglycemic coma is more effective 
and less dangerous than the convulsion. 
Fracture, intracerebral hemorrhage, and 
cardiovascular complications(2) can occur 
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charge on the other hand would appear 
be represented by physiological sleep with 
its small pupils, low blood pressure, brady- 
cardia and absent reflexes as seen in the 
inhibitory response of Pavlov’s dogs to an 
accepted stimulus when this was no longer 
followed by the conditioned or expecté 
reward. All states other than uninhibit 
action and sleep exhibit mixed sympath 
parasympathetic features; depression f 
example may be accompanied by both co 
stipation and tears. Such states may result 
from endogenous disturbance to the auto 
nomic core or from conflict in the conscious 
sensorium which it supports. 
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during the convulsions, Fortunately, thi 
are frequently preceded by a warning stage 
of muscular twitching which becomes pro- 
gressively more severe until it becomes # 
generalized clonic-tonic-clonic seizure sim 
lar to the convulsion induced by Metraze 
or Indoklon(3). Therefore, during in 
therapy any patient showing the charac 
teristic twitching is “terminated” (i.¢., given 
glucose or sucrose) soon enough to previ 
the convulsion. This helps to prevent com; 
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plications but has two disadvantages : the 
patient may show the characteristic twitch- 
ing so soon in his coma or even before he 
becomes unconscious, that the administra- 
tion of sucrose at that time eliminates any 
benefit that he would otherwise get from 
the treatment. 

The problem therefore is how to prevent 
the convulsion or delay it long enough to 
allow the patient to have a hypoglycemic 
coma of satisfactory depth (as indicated by 
the lack of a well-coordinated muscular 
response, or complete lack of response to 
painful stimuli) and of satisfactory dura- 
tion (1 to 2 hours of coma after the first few 
treatments ) (4). 

The usual procedure at the New Jersey 
State Hospital at Greystone Park until re- 
cently was to give an anti-convulsant, 
Dilantin, 3 gr. by mouth at bedtime on the 
night before and 3 gr. by mouth one hour 
after the insulin injection. If the patient 
still continued to twitch severely or to have 
sudden convulsions a sedative, Seco; 
gr. by mouth was added, Occasionally, 
however, convulsions and severe twitching 
persisted in spite of this routine, and the 
patient would repeatedly have to be “ter- 
minated” too soon or would have to be 
taken off insulin therapy altogether. There- 
fore, some patients never recovered from 
their schizophrenic episode as completely 
as could have been expected with an ade- 
quate course of insulin or of insulin com- 
bined with electroshock(5). 

Recently, the similarity was noticed not 
only between hypoglycemic convulsions and 
hypocalcemic convulsions, but also between 
hypoglycemic twitching and hypocalcemic 
tetany, Two serum calcium determina- 
tions made during hypoglycemic twitching, 
however, failed to show the low calcium 
levels expected. Nevertheless, calcium glu- 
conate (10 cc. of a 10% solution) injected 
intravenously (immediately after the with- 
drawal of the blood on which the calcium 
determinations were made) stopped the 
muscular twitching completely within 5 
minutes in both patients. It was postulated 
therefore that, because of an increase neuro- 
muscular threshold for calcium during hy- 
Poglycemia (possibly related to an in- 
creased pH of the blood), there is a relative 
hypocalcemia in those patients who con- 
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after the injection of insulin, Ten females 
and 7 males who twitched consistently dur- 
ing insulin treatments were given the cal- 
cium in a dose of 2 or 3 gm. for the females 
and 2 gm. for the males. This is well below 
the average dose of calcium gluconate (15 
gm. daily in divided doses), of which the 
only significant contraindication is the con- 
comitant use of digitalis(6), During this 
preliminary experiment, only 4 of fe- 
males and 6 of the males showed any 
twitching at all, a reduction of almost 50%. 
Subsequently, the dosage was raised to 3 
or 4 gm, for those who persisted in twitch- 
ing, and this dosage eliminated 100% of both 
moderate and severe twitching. In addition, 
one male who previously (regardless of 
maximum Dilantin and Seconal dosage) 
had a convulsion consistently without 
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sistently show hypoglycemia twitching or — 
convulsions. i 
With this observation in mind, Dilantin — 
and Seconal were omitted in those patients 
who had been receiving it routinely, and — 
calcium gluconate was given orally one hour 


twitching or a coma was able for the first 3 


time to go into a coma without twitching 
or convulsion. In his case calcium had to be 
given at the same time as his insulin injec- 
tion. 
Since making 
above, the routine Ses eee Laas 
in doses ran to . Ww 
in r the inci- 
dence of convulsions on the Insulin Unit at 
Greystone Park. Furthermore, the combined 
routines of calcium and of neosti ine(7) 
has almost completely eliminati the ne- 
cessity for the previously frequent intra- 
venous infusions of glucose during insulin 
therapy. Moreover, the knowledge that cal- 
cium can help to prevent convulsions has 
reduced the contraindications for ICT. For 
E pank pial fston who 
with a successful sp ‘usion 
previously told not have been a desirable 
candidate for insulin because of the possi- 
bility of spinal fracture during a hypogly- 
cemic convulsion. In this case, calcium and 
Dilantin were combined for maximum pro- 
tection from the occurrence of a convulsion, 
and the patient, who showed slight muscu- 
lar twitching even after calcium was 
to his routine, was able to have adequate 


the observations noted — 
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entities, and it seems to have been left to 
me(9) to do so, and to draw attention to 
the close relationship seeming to exist be- 
tween the reticular formation of brain, 
brainstem and cord and the vegetative core, 
“in a sort of central nervous reticular auton- 
omy. Reference has not yet been made 
here to the other hypothalamic nuclei, such 
as the lateral and medial groups, which 
Fulton also considers exhibit activity capa- 


~ ble of being interpreted in autonomic terms 


_ at the periphery ; but these details may re- 
~ quire almost as much further work as is still 


_ required for the adequate anatomical dem- 
~ onstration of the postulated ascending hypo- 


thalamic-cerebral efferents. 


. The functional significance of the ar- 


rangements outlined, I suggest, is that they 
make it possible to consider psychological 
as well as somatic aspects of disturbances of 
~ mood and consciousness in terms of auto- 
nomic balance, and this provides a useful 
- framework within which the modern chemo- 


and psychotherapy of these disorders may 


Ee. 


- be understood and rationally applied. A 
_ pure sympathetic discharge in psychological 
and somatic terms is seen only in unin- 
hibited action, whether this be fight or 
flight. Absence of mood is then accom- 


i panied by strong rapid heart beat, high 


blood pressure, vasodilatation more in mus- 
_ cle and brain than skin and viscera, sus- 
_ pended motility of stomach and intestine, 
wide opening of air passages to the lungs, 
release of liver sugar and dilatation of the 
A pupil. A pure cranial parasympathetic dis- 


One of the difficulties in insulin coma 
therapy is that convulsions occasionally 
occur(1). At one time it was felt that the 
hypoglycemia convulsion was a desirable 
effect of insulin, but it is known now that 
the hypoglycemic coma is more effective 
and less dangerous than the convulsion. 
Fracture, intracerebral hemorrhage, and 
cardiovascular complications(2). can occur 
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charge on the other hand would appear to 
be represented by physiological sleep with 
its small pupils, low blood pressure, brady- 
cardia and absent reflexes as seen in the 
inhibitory response of Pavlov’s dogs to an 
accepted stimulus when this was no longer 
followed by the conditioned or expected 
reward. All states other than uninhibited 
action and sleep exhibit mixed sympathetic- 
parasympathetic features; depression for 
example may be accompanied by both con- 
stipation and tears. Such states may result 
from endogenous disturbance to the auto- 
nomic core or from conflict in the conscious 
sensorium which it supports. 
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IMPROVING INSULIN THERAPY WITH CALCIUM GLUCONATE 


IRVING D. ROSENBERG, M.D.1 


during the convulsions. Fortunately, these 
are frequently preceded by a warning stage 
of muscular twitching which becomes pro- 
gressively more severe until it becomes a 
generalized clonic-tonic-clonic seizure simi- 
lar to the convulsion induced by Metrazol 
or Indoklon(3). Therefore, during insulin 
therapy any patient showing the charac- 
teristic twitching is “terminated” (i.e., given 
glucose or sucrose) soon enough to prevent 
the convulsion. This helps to prevent com- 
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plications but has two disadvantages : the 
patient may show the characteristic twitch- 
ing so soon in his coma or even before he 
becomes unconscious, that the administra- 
tion of sucrose at that time eliminates any 
benefit that he would otherwise get from 
the treatment. 

The problem therefore is how to prevent 
the convulsion or delay it long enough to 
allow the patient to have a hypoglycemic 
coma of satisfactory depth (as indicated by 
the lack of a well-coordinated muscular 
response, or complete lack of response to 
painful stimuli) and of satisfactory dura- 
tion (1 to 2 hours of coma after the first few 
treatments) (4). 

The usual procedure at the New Jersey 
State Hospital at Greystone Park until re- 
cently was to give an anti-convulsant, 
Dilantin, 3 gr. by mouth at bedtime on the 
night before and 3 gr. by mouth one hour 
after the insulin injection. If the patient 
still continued to twitch severely or to have 
sudden convulsions a sedative, Seconal, 1% 
gr. by mouth was added. Occasionally, 
however, convulsions and severe twitching 
persisted in spite of this routine, and the 
patient would repeatedly have to be “ter- 
minated” too soon or would have to be 
taken off insulin therapy altogether. There- 
fore, some patients never recovered from 
their schizophrenic episode as completely 
as could have been expected with an ade- 
quate course of insulin or of insulin com- 
bined with electroshock(5). 

Recently, the similarity was noticed not 
only between hypoglycemic convulsions and 
hypocalcemic convulsions, but also between 
hypoglycemic twitching and hypocalcemic 
tetany. Two serum calcium determina- 
tions made during hypoglycemic twitching, 
however, failed to show the low calcium 
levels expected. Nevertheless, calcium glu- 
conate (10 ce. of a 10% solution) injected 
intravenously (immediately after the with- 
drawal of the blood on which the calcium 
determinations were made) stopped the 
muscular twitching completely within 5 
minutes in both patients. It was postulated 
therefore that, because of an increase neuro- 
muscular threshold for calcium during hy- 
poglycemia (possibly related to an in- 
creased pH of the blood), there is a relative 

hypocalcemia in those patients who con- 


sistently show hypoglycemia twitching or — 
convulsions. 

With this observation in mind, Dilantin | 
and Seconal were omitted in those patients — 
who had been receiving it routinely, and — 
calcium gluconate was given orally one hour E 
after the injection of insulin. Ten females 
and 7 males who twitched consistently dur- 
ing insulin treatments were given the cal: 
cium in a dose of 2 or 3 gm. for the females — 
and 2 gm. for the males. This is well below 
the average dose of calcium gluconate (15 
gm. daily in divided doses), of which the < 
only significant contraindication is the con- 
comitant use of digitalis(6). During this ‘ 
preliminary experiment, only 4 of the fe- ~ 
males and 6 of the males showed any 
twitching at all, a reduction of almost 50%. 
Subsequently, the dosage was raised to 3 
or 4 gm. for those who persisted in twitch- 
ing, and this dosage eliminated 100% of both 
moderate and severe twitching. In addition, 
one male who previously (regardless of — 
maximum Dilantin and Seconal dosage) 
had a convulsion consistently without 
twitching or a coma was able for the first 
time to go into a coma without twitching 
or convulsion. In his case calcium had to be 
given at the same time as his insulin injec- ~ 
tion. 

Since making the observations noted 
above, the routine use of calcium gluconate — 
2 to 5 gm. where 
reduced the inci- — 


therapy. Moreover, the knowledge th 
cium can help to prevent co’ 

reduced the contraindications for ICT. For 
example, ICT has been given to a patient — 
with a partially successful spinal fusion who ~ 
previously would not have been a desirable 
candidate for insulin because of the possi- 
bility of spinal fracture during a hypogly- 
cemic convulsion. In this case; calcium and 


Dilantin were combined for maximum pro- 
tection from the occurrence of a convulsion, 
and the patient, who showed slight muscu- 
lar twitching even after calcium was added — 
to his routine, was i 


able to have adequate 
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“comas uncomplicated by either convulsions 
r severe twitching. 


SUMMARY 
In ICT, the oral administration of calcium 


thin one hour thereafter resulted in a 
100% elimination of hypoglycemic convul- 
sions or severe muscular twitching on the 
nsulin Unit at the New Jersey State Hos- 
. This therefore is felt to be an impor- 
ant contribution to ICT because it can be 
: Bisel i in those patients who otherwise would 
ve convulsions or severe twitching and 
would not have received an adequate 

se of insulin. 
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CASE REPORTS 


MENTAL SYMPTOMS OCCURRING IN KARTAGENER’S SYNDROME 


BEN A. FINKELSTEIN, M.D.1 


In all of the literature known to the writer 
about the Kartagener syndrome was found 
only one case, “Fall 3. W. O.”(1), in which 
there was also a psychiatric diagnosis, name- 
ly, schizophrenia. Even in the many other 
cases cited in “Bronchiektasien bei Situs 


-yiscerum inversus”(2) which summarizes 


numerous other authors’ works on the syn- 
drome, there could be discovered no refer- 
ences to the patients’ mental condition, 
especially whether or not the “idiodisposi- 
tionellen”(2), or congenital malformation, 
was combined with mental deficiencies or 
other mental aberrations. This might lead 
one to believe it is quite possible the inves- 
tigation of the mental status of patients with 
this syndrome has been neglected—and, con- 
sidering the great advance in genetical 
studies, why would it not be of considerable 
importance to have more knowledge of the 
mental condition of people suffering from 
the Kartagener syndrome ? 

I personally observed a patient, a 23- 
year-old white female, the only child of a 
healthy mother and a father who was dia- 
betic and an alcoholic, whose first symptoms 
appeared about 5 years prior to her admis- 
sion to our hospital ; refusal to eat and talk, 
untidiness and being easily upset. She had 
already received treatment, including ECT, 
at another hospital, but upon admission to 
our unit was confused, withdrawn, nega- 
tivistic, confessed to hearing voices say 
“quit your job,” and stated she could not 
get along with her parents. There was indi- 
cation that her manner was combative or 
threatening toward her parents who con- 
stantly warned her to be careful of the op- 
posite sex. 

After receiving psychotherapy, her be- 
havior became more appropriate and she 
denied having any more hallucinations, but 


1 Chief of Medical Staff, Eastern State Hospital, 
Lexington, Ky. 


her affectivity remained flattened; also, 
contact with reality was not too good, sin 
preoccupation and a withdrawn attitu 
still persisted. The Rorschach test indicate 
that the patient’s reality testing was wi 

and her thinking deficient in conformi 
and adaptability. In summary, the R 
schach was suggestive of a chronic schizo 
phrenic reaction. ; 

Although the patient recuperated 
ficiently to allow her to return home and to — 
her job, this improvement lasted only a 
short while; again there were difficulties 
with her mother and father, and she became 
so easily perturbed that it was necessary fo 
her return to the hospital. At that time th 
Weschler Adult Intelligence Scale Test wa 
administered and the results were: per- 
formance I.Q.—67, verbal 1.Q.—72, indi 
tive of a moderate mental deficiency. Als 
X-ray reports revealed situs inversus, an 
density in the lower left lung near the heart, 
suggestive of chronic inflammatory disease 
due to bronchiectasis. 

Again, after additional treatment at th 
hospital, she was unable to function success- — 
fully on a job except for a short while out- 
side the hospital ; while the psychotic mani: 
festations became milder, it has been nece: 
sary to allow her to remain in our care, 
assigned to special work in our institution. 
which she performs satisfactorily under 
supervision. 4 

Because everything that has been writt 
about the Kartagener syndrome makes 
available only one case(1) offering psychi 
atric diagnosis, it would appear that we are 
denied the possibility of making a discov- — 
ery which could be significant genetically. 
Our case of a patient with mental deficiency 
in a Kartagener syndrome, connected with 
schizophrenic reaction, is therefore pre- 
sented toward the advancement of int 


safe a 
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grated study pertaining to congenital 
alformation, in which the mental mani- 
estations should also be considered, with 
hope that others may follow with con- 
ibutions toward this end. 


Lavage of the stomach is routine with 
atients who are suspected of taking an 
erdosage of medication in a suicidal at- 
pt. Lavage of the rectum, however, I 
ik is rarely thought of. There are an 
increasing number of medications in the 
orm of rectal suppositories on the market. 
The following list represents some of these 
drugs and the common conditions that they 
_ are used to treat : 
. Asthma—aminophylline, etc., with or 
thout sedatives ; 
. Migraine headaches—aspirin, caffeine, 
'gotamine tartrate, sedatives ; 
3, Nausea and vomiting—Compazine, 
Thorazine, antispasmodics ; 
. Pain, insomnia, anxiety, etc., with dys- 
hagia or nausea and vomiting—“tranquil- 
_ izers,” sedatives, analgesics.” 
Certain drugs, alkaloids, are even more 
oxic rectally than by mouth, This is partly 
e to the poor absorption by the stomach 
_ and partly due to circumvention of the 
destructive action of the liver? 


1730 Springfield Ave., Columbia, S. C. 
_? Blumenthal, L. S, and Fuchs, M.: Am. J. 
Proctol., 10 : 130, April 1959. 


~ pital, N. Y. 


Wards Island, N. Y. 


1 From the dept. of psychiatry, Mt. Sinai Hos- 


2 Senior Psychiatrist, Manhattan State Hospital, 
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AN UNUSUAL ATTEMPT AT SUICIDE 
JAMES K. McDONALD, M.D. 


chotropic drugs along with digitalis and sev- 
eral other unknown medications. She then 
slashed both ankles and one wrist and hid 
under her home. When treated, 1-2 hours later, 
the patient was in shock with shallow respira- 
tions. Nasal oxygen, levophed drip, and Ritalin 
were administered and the stomach was lav- 
aged. Despite this, the patient remained com- 
atose for 48 hours and Levophed was neces- 
sary for 36 hours. Her course was complicated 
by an episode of ventricular tachycardia which 
was treated with Pronesty]l. 


It was later learned from the patient that 
she had inserted 7 Compazine suppositories 
into her rectum, The manufacturer indi- 
cates that the 25 mg. Compazine supposi- 
tories are equivalent to 15 mg. of Com- 
pazine p.o. Therefore, the patient received 
a dose equivalent to 95 mg. of Compazine 
by mouth. It is felt that this appreciably 
contributed to the patient’s shock and coma. 

It would seem that it would behoove the 
physician to consider rectal lavage if the 
patient has been in possession of medication 
in suppository form, This might especially 
be indicated where it is obvious that the 
patient has used more than one method in 


the attempt at suicide as was true in this 
case? 


3 Hirsh, J.: Ment. Hyg., 44: 3, Jan. 1960. 


HALLUCINATIONS AFTER CHLORPROMAZIN 
IN AN OTOSCLEROTIC ! p 


NORMAN SHER, M.D22 


Hallucinations have been reported as a 
_ rare occurrence in individuals with oto- 


sclerosis(1) ; also with use of chlorproma- 


zine(2, 3). The followi 
feina of b ahi O] owing case shows some 


A 45-year-old white widow with a 10-year 
history of otosclerosis for which she had had 


f 
, 
í 
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4 operations was referred to the psychiatric 
outpatient department by the ENT service 
with complaints of “anxiety, depression, insom- 
nia and fear of loss of control.” She was seen 
weekly during 4 months, and became increas- 
ingly anxious. In therapy sessions when deal- 
ing with affect-laden material she often com- 
plained that she could not hear the therapist, 
although at other times she showed no such 
difficulty. After 4 months of treatment, the date 
of a fifth ear operation had to be changed. In 
her next session the patient was hostile and 
suspicious and accused the therapist of having 
had the date changed. She refused further 
help, and after one more session stopped treat- 
ment, 

She had her operation about one month later 
(revision of a left foot plate mobilization with 
prosthesis), with some hearing improvement. 
She was seen post-operatively while in the hos- 
pital, appeared calmer, and was told that if 
she wished, she could resume therapy after 
discharge. About one month after leaving the 
hospital she did so. At this time the patient was 
felt to have a mild involutional psychotic reac- 
tion (mixed type) which might be helped by 
drug therapy, and she was placed on chlor- 
promazine, 100 mg. q.i.d. She took the medica- 
tion for one day, but then stopped because, as 
she stated, it “immobilized” her, but primarily 
because after going to bed she had heard 
music as though from the TV, and in addition 
saw lights flashing. She claims to have been 
wide awake and oriented during this experience. 
The sounds she heard were not lateralized. She 
was able to recognize the experience as hallu- 
cinatory even at the time, and was quite 
frightened by it. She denies hearing words, 
seeing objects, or sensing any percepts to which 
she ascribed meaning. She felt that this ex- 
perience was due to *the medication. She de- 
nied on several occasions ever having had a 
previous hallucination. Subsequent to this 
episode she was again placed on chlorproma- 
zine in lower doses (25 mg. t.i.d., plus 100 mg. 
h.s.) and over the next several months had no 
further hallucinations. 


Discussion 
The cause of this patient’s hallucinatory 
experience is somewhat obscure. On the 
one hand occurring after the use of chlor- 


_ promazine which “immobilized” her and 


removed hyperactivity as a defense, it 
would seem to correspond to several of the 
cases described by Sarwer-Foner and 
Ogel(2) in which were noted “increased 


psychotie deterioration when activity use 
as a major defense was ically ri 
moved.” They judge this to have resulte 
when the “physiologic effect [of the drug’ 
was psychologically threatening” in ce 

patients. Their patients however becam 
more obviously psychotic, did not recognize 
their hall 


lucinations as such, and had more 


talking”). Our patient's hallucinations were 
rather simpler (music, flashes of ligh' 
and she knew the hallucinations were such. 
Thus her experience corresponds more to — 
hallucinations associated with focal nervous 
system disease. In particular her auditory — 
hallucinations correspond to those de- 
scribed by Rozanski and Rosen(1), who 
discuss musical hallucinations with organic ~ 
lesions, In their case “musical hallucinations 
were set in action by multiple otosclerotic — 
foci,” and they believe that “activity i 
changes in the peripheral sensory mecha- 
nism . . . also provoke an hallucinatory 
process, even if no organic lesions of the 
centers is present.” 

In our case this would leave unexplained — 
the visual hallucinations and the appear- — 
ance only after chlorpromazine, with 
appearance after lowering the dose, in an 
otosclerotic of long standing. Still another 
factor to be considered is the recent opera- — 
tion, with possible physiologic effects in 
the middle ear, and the psy en 


effect of improved hearing in an indivi ual 
using deafness as a defense. 
The hallucinatory experience in this in 
dividual seems to show both focal organi 
and psychogenic features, and tends 
underscore what has been noted by Feni 
chel(4) that the answer to the question of- 
what causes hallucinations must come from 
both physiology and psychology. 
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EST ADMINISTRATION IN A PATIENT WITH A PREVIOUS 
CARDIAC ARREST 


NORMAN J. WILSON, M.D., ano DEMMIE G. MAYFIELD, M.D.' 


In a brief review of psychiatric literature, 

we have been unable to find reported a case 

of EST administered to a patient with a 

previous history of cardiac arrest. Therefore, 
we feel it worthwhile to report this case. 


A 32-year-old, married registered nurse was 
well until Nov. 1957, when she began to be 
_ “nervous” and markedly intolerant to heat. Her 
_ family doctor diagnosed hyperthyroidism and, 
= as her symptoms became progressively worse, 
_ she was started on antithyroid drugs and me- 
_ probamate in May 1958. Her symptoms con- 
tinued to increase concomitant with glandular 
enlargement, and, in Jan. 1959, she underwent 


_ During the procedure, the patient had a 
cardiac arrest requiring thoracotomy and cardi- 
ac massage. A regular rate and rhythm were 
_ established within several minutes, and the 
- original operation was completed. Although 
__ her cardiac status was satisfactory, she became 
agitated postoperatively. She developed de- 
pression and a sleep disturbance, as well as 
__ the other physiologic concomitants of depres- 
sion which progressed to the point that she 
sought private psychiatric aid in March 1959. 


in Noy. 1959. 
On admission to the hospital, a diagnosis of 
Y 1 Dept. of Neur i iversii 
$ 4 ‘opsychiatry, U 
_—Medical Branch, Calvan: eee sary 


psychotic depressive reaction was made, and 
EST was felt to be indicated. General medical 
checkup revealed moderate hypothyroidism 
and normal cardiovascular status, Using our 
standard technique, EST was given: intra- 
muscular atropine 30 minutes prior to treat- 
ment and intravenous sodium pentothal fol- 
lowed by succinyl choline. Positive pressure 
oxygen was administered before and after 
treatment. For the first several treatments, her 
ECG was monitored throughout the entire 
procedure. Treatments were well tolerated, 
both from the clinical and electrocardiograph 
point of view, and she received a total of 15 
treatments, given 3 times weekly. She was 
markedly improved on discharge in Jan. 1960. 

Thereafter, she was followed in the Medical 
Branch Out-Patient Clinic. In March 1960, in- 
creased fat deposit and hirsutism were noted, 
as well as moon-shaped facies. She was re- 
admitted for endocrine evaluation, and at 
exploratory laparotomy in May 1960, a large 
tumor and the left adrenal gland were re- 
moved. The tumor was shown to be a low 
grade carcinoma arising from the adrenal cor- 
tex. The postoperative course was uncompli- 
cated, and the patient was discharged in June 
1960. She has continued to do well. 


The case is interesting from two stand- 
points. A multiplicity of pathology was in- 
volved in a relatively young person. Electro- 
shock treatment was successfully given in 


a patient with a previous history of cardiac 
arrest. 
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HISTORICAL NOTES 


SOCIAL PSYCHIATRY A HUNDRED YEARS AGO 


MYRON G. SANDIFER, JR., M.D. 


A Manual of Psychological Medicine 
(1858) by Drs. John Charles Bucknill and 
Daniel H. Tuke apparently enjoyed a 
favorable reception in England and else- 
where. Its fourth edition was published in 
1879, by which time it appears to have 
lost some of its social inclination in favor 
of more emphasis in classification and or- 
ganic pathology. The interest stimulated by 
the first edition led, however, to an ex- 
amination of the American Journal of In- 
sanity from its inception in 1844 through 
the 1850’s for articles dealing with social 
psychiatry. The following summary repre- 
sents a casual review from these two 
sources, Because some of the social issues 
are unsettled at this time, the author has 
thought it better simply to present the con- 
cerns and points of view of a hundred years 
ago, rather than to compare or contrast 
them with present viewpoints. 


“MODERN CIVILIZATION IN ITS BEARING 
UPON INSANITY” 


Dr. Tuke (for it was he who wrote the 
sections dealing with social issues) devotes 
a full chapter to an examination of the 
question, “Does Civilization favor the Gen- 
eration of Insanity } Although he is in- 
terested in statistics, he promptly rejects 
conclusions drawn from haphazard data. 
He says : 


On no subject has there been more absurd and 
illogical reasoning, and more hasty generaliza- 
tion, than on the proportion of the insane to the 
population, whether in regard to various coun- 
tries, or in regard to the same country at dif- 
ferent periods of its history. The most obvious 


essentials for making correct comparisons are 


constantly disregarded, notwithstanding which 
the most important inferences are drawn with 
the utmost complacency - - - 


1 Director of Research, N. C. Hospitals Board of 
Control, Raleigh, N. C. 


The same note of caution is sounded by 
the editor of the American Journal of In- 


uits .. . 
f that anguish which 
n 


that 


the liability of mental disease is greater 
(other things being equal) in a civilized and 
thinking people, than in Nomadic tribes, or in 
any race whose intellectual faculties are but 
little called into action . . . Civilization . . 
creates social conditions, and offers prizes de- 
pendent solely upon intense intellectual com- 
petition, unparalleled in any former age . - « 


Dr. Tuke makes it clear, however, that 
he does not mean principally “excessive in- 
tellectual exertion.” “Civilization involves — 
the overtasking of the emotions, as well as, 
and sometimes independently of, the in- | 
tellectual powers.” He draws his conclu- Y 


Indian, 

Indian 

ing relative infrequen 

these peoples.) The American ; 
Insanity (1852) likewise quotes an article 
which states, “The prevalence of insanity 
in any country is in proportion to its civili- 
zation” (3). 


“CULTURE AND THE SYMPTOMS 

OF MENTAL ILLNESS” A 
The 1859 volume of the American Journal 

of Insanity printed the translation of a re- 

port in the Annales Medico-Psychologiques 

of a medico-legal case involving a Corsican 

W e ORE 
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The French author (Dr. Aubanel of Mar- 
 seilles) discusses some aspects of life on 
Corsica: the vendetta, the tendency to 
homicidal mania and the “deplorable habit 
f constantly wearing a dagger.” His thesis 
that insanity, when it occurs, takes on the 
haracteristics of the culture. The American 
‘ournal of Insanity comments, “What is 
ere considered is the question of the diag- 


of the individual, but those of his country 
and race’(4).? 


\CONOMIC CONDITIONS 
The role of economic status receives 


‘our times as many cases of insanity as the 
independent class”(5). He goes on, “pover- 
ty is not a single fact of an empty purse, but 
olves in various degrees the whole man.” 


Tuke, with characteristic perceptivity, 


becoming insane frequently involves pau- 
perism.” 

OCCUPATION 

_ The American Journal of Insanity, 1856, 
quotes an article from the Christian Intelli- 
_ gencer stating : “Paralysis, apoplexy, soften- 
ing of the brain . . . are striking di 
scholars, jurists, physicians, professors and 
clergymen with fearful frequency” (6). 
Clergymen are deemed to be in an es- 
pecially precarious position because they 
j 2 See : Jewell, D. P, : A Case of a “Psychotic” 
Navaho Indian Male. In Sociological Studies o of 


= Health and Illness, New York: =. 
Eo e ork: McGraw-Hill, 
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observes that “the mere circumstance of » 


iking down our. 


do not take a day of rest. Tuke turns again 
to his statistics : “Thus, if we take the num- 
ber of clergymen and lawyers admitted to 
Bethlem Hospital, during a certain period, 
we find them equal; and the influence 
might be drawn that they are equally li- 
able to mental disease.” However he then 
presents a table of admissions by occupa- 
tion, relative to the incidence of the occu- 
pation in the general population. From this 
he concludes that lawyers, compared with 
ministers, are doubly liable to insanity, “as 
might have been anticipated.” (1) 


“TOWN AND COUNTRY LIFE” 


The familiar rural-urban breakdown re- 
ceives rather thorough examination by Dr. 
Tuke. From his own studies, and those of 
others, he concludes that there is more in- 
sanity in counties with large factory centers 
than in agricultural counties. He had to 
derive his conclusions, of course, from hos- 
pital admissions rather than demonstrated 
population incidence. 

In the hundred years since these writings, 
the tools of investigation have been con- 
siderably sharpened. It is interesting to 
see, however, that some of the social issues 
have been concerns for at least a hundred 
years, 
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COMMENTS 


WHAT ARE THE FOREIGNERS UP TO? 


That learning knows no frontiers, and 
that medicine in particular disregards na- 
tional divisions would have been conceded 
true any time in the last thousand years : 
never more readily than today. International 
congresses by the dozen, World Health Or- 
ganisation, committees most admirably het- 
erogeneous in membership, periodicals that 
list and abstract all that appears in peri- 
odicals, summaries in Interlingua—there is 
no dearth of evidence that expensive ef- 
forts are made by physicians and scientists, 
scholars, editors and publishers to surmount 
the political and linguistic barriers which 
could hinder rapid spread of medical knowl- 
edge. This is all to the good. But is it not 
doubtful whether these ecumenical aims are 
being achieved ? Do psychiatrists, in par- 
ticular, look sufficiently outside the limits of 
their own country to find out what is being 
thought and observed elsewhere ? 

An analysis of the bibliographic refer- 
ences attached to psychiatric articles ap- 
pearing in the specialist journals of several 
countries in 1961 shows considerable varia- 
tion. American and French writers seem 
most content with the writings of their own 
fellow nationals : 81% and 76% respectively 
of their references are to articles appearing 
in American or in French publications. 
American writers cite English articles next 
(14% of all referencés), only 2% German or 
Swiss, and 3% for the rest of the world. The 
French writers, similarly fond of the home 
team, have only 12% of their references 
American, and 6% English. It can be in- 
ferred that American and French writers on 
psychiatric topics are rather complacent 
about their horizon. 

How about the English psychiatrists, the 
Germans, the Swiss, and the Scandinavians ? 
They have a more catholic range. British 
writers quote British writers to the extent 
of 46% of all their references, then Ameri- 
cans (36%), Germans (9%), French (5%), 
and Scandinavians (3%). Germans quote 
Germans to roughly the same extent (49%), 
giving fair attention also to Swiss (10%), 


American (19%), English (10%), Scandi 
navian (5%), and French (3%). The Swiss 
are impartial, if not actually self-denying : 
the proportions in which they cite are Swiss. ; 
13%, German 16%, French 27%, American 
18%, English 17%, and Scandinavian 5%. The 


Swiss, and 1% French. 
These figures, drawn from two or three 
recent consecutive numbers of the psychi- 


appended, the original coun! 
guage of the contributors : 
analysis, on larger samples, would give more 
definite, and possibly different information. 
But it seems clear that awareness of whai 
is currently going on outside the confines of 
one’s own country is more prompt and dif. 
fused in England, Switzerland, Germany 
and Scandinavia than in the United States Š 
or France. 
The amount of mastery of foreign lan: 
is one powerful factor here : thu 
culture and tradition, ~ 


outlying centres 

good time, by the m 

personal visits, and other non-literary con 
tacts. The frequency of citation may, of 


- course, truly reflect the value and ascend- 


ancy in the world today, of the psychiatric $ 
practice and research of a particular coun- 
try : if so, it must be left to Frenchmen and ~ 

Americans to settle their apparently rival a 
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claims. But it seems unlikely that the popu- 
arity of any one nation’s publications or the 
quantity of reference to them is a true 
gauge of their importance. Certainly the 
history of psychiatry shows that no country 
has had a monopoly in original ideas and 
_ effective measures for furthering our branch 
_ of medicine. If a big step forward, or a lot 


f 


s 


of little steps forward, are made in a coun- 
try whose language is Slavonic, or Japanese 
or Chinese, or even something as strange as 
Italian or Spanish, it will be a pity if the 
rest of us, in our self-sufficiency, take a long 
while to catch up. 


Sm Ausrey Lewis, M.D. 


Sarcastic Science she would like to know, 
In her complacent ministry of fear, 
How we propose to get away from here 
Where she has made things so we have to go 
Or be wiped out. Will she be asked to show 
Us how by rocket we may hope to steer 
To some star off there say a half light-year 
Through temperature of absolute zero ? 
Why wait for Science to supply the how 
ae Se use 

e way to go away Id be the same 
As fifty million years ago we came— 
If any one remembers how that was. 
I have a theory, but it hardly does. 


—Rosert Frost 
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CORRESPONDENCE 


TREATMENT OF CARDIAC ARREST 


Editor, Tae AMERICAN JOURNAL oF PsycHt- 
ATRY : 

Sm : Reference is made to a letter from 
Dr. Corbett Thigpen in the July, 1961 issue 
of the Journal. Dr. Thigpen suggests that the 
EST machine itself, could be used to stimu- 
late the heart back into action following a 
cardiac arrest associated with EST, by 
placement of the electrodes on the chest 
wall anteriorly and posteriorly. I agree that 
this might work if the arrest was discovered 
soon enough. However, in the usual situa- 
tion at least several minutes elapse before 
the diagnosis is made—by this time the myo- 
cardium becomes so anoxic that applying 
electrical stimulation is like whipping a 
dead horse, this is also the case when in- 
tracardiac epinephrine is injected. 

In a recent article Starzl * states, “The 
capacity for electrically evoked contraction 


REPLY TO THE FOREGOING 


Editor, Tue AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm: I wholeheartedly second Dr. Arne- 
son’s statement that the cardiac arrest would 
have to be discovesed quickly. I too think 
that any physician who uses electric treat- 
ment would have to be acutely aware of the 
possibility of a cardiac arrest. It should be 
quickly apparent to the physician whether 
the developing cyanosis is due to an ob- 
struction in the airway or to another factor. 
I have the pulse constantly checked during 
treatment by my assistant and I also keep 
check on the pulse. In this way any change 
in cardiac status is quickly noted. 

It is true that other things can happen 
which are alarming in the treatment of a 
patient and sometimes one must make a 
quick decision. When the patient is rapidly 
becoming moribund more heroic measures 


decreases with every second of continued 
asystole so that in 2 or 3 minutes an un- 
responsive myocardium develops in a favor- — 
able candidate for stimulation.” i 
However, if all physicians who use EST 
are acutely aware of the possibility of 
cardiac arrest, this method of treatmeni 
could be extremely valuable along with ex 
ternal cardiac massage until the electrodes 
can be properly applied as suggested by Dr. 
Thigpen. If electrical stimulation is not suc- 
cessful, external massage can then be con: 
tinued until and if the myocardium become: 
oxygenated and responsive. 


Genevieve A. Arneson, M.D., 
New Orleans, La 


1 Starzl, Thomas E, : Surg. Gynec. Obstet., 112 : 
624, May 1961. 
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CORRESPONDENCE 


_ Editor, Taz AMERICAN JOURNAL oF Psycut- 
_ATRY : 

Sm: Re: Cl. Notes in the Journal of 
July 1961, “Experiences with Elavil Treat- 
ment of 51 Cases of Depression,” by Dr. 
M. D. Pressman and Dr. L. B. Weiss. 

I was interested that sleepiness was a 
_ frequent side-effect of Elavil, which con- 


in a group apart. To my knowledge, other 
thymoleptics and MAO inhibitors do not 
have a hypnotic action. On the contrary, 
iproniazid was credited for causing an oc- 
_ casional insomnia. It would be worth while 
o find out if this hypnotic effect could be 
ut to good use in the insomnic patient. One 
wishes that a delayed action Elavil be soon 
marketed so that one can order it h.s. 


_ Editor, THE American JOURNAL or Psycut- 
amr: 

Sm : I am interested, of course, to know 
at Dr. Telfeian finds sleepiness also in 
his patients. I would not say that it was a 


of Elavil can be put to therapeutic use as a 
“delayed action Elavil” to be ordered 
_ “hs.” In addition, the side effect of sleep- 

iness was very unpleasant for our patients, 
because it was very profound, sometimes 
almost totally incapacitating, and had to be 
managed by a temporary reduction in dos- 
age. 

I agree with Dr. Telfeian that our com- 
_ ment on imipramine is en passant, but we 


i RE : “EXPERIENCES WITH ELAVIL” 


It is unfortunate that the authors have 
ventured an opinion on imipramine. This 
en passant opinion which is offered as if it 
was the finding of the study is out of place 
because the paper is solely concerned with 
Elavil. The statement that “a beneficial 
tranquilizing effect which is absent with 
Tofranil” is contrary to facts. I heard many 
a patient who, having been on Tofranil for 
a week, reported that they felt “less tense,” 
more “relaxed.” The tranquilizing effect of 
Tofranil is also mentioned in the literature. 
The latest such report I know of is Dr. P. 
Polonio’s paper on “Antidepressive drugs 
in the treatment of depression” (Diseases 
of the Nervous System, August 1961). 

Alphonse Telfeian, M.D., 
690 Congress St., 
Portland, Maine. 


REPLY TO FOREGOING 


could hardly resist noting the much greater 
tranquilizing effect that Elavil had on our 
patients than did Tofranil. For example : 
We found it necessary to control agitation 
in a good number of our Tofranil patients 
by the concomitant use of Thorazine. This 
was unnecessary in our Elavil study. I 
would like to mention that we have en- 
tered into a more lengthy discussion of 
Tofranil in a recent paper, “A Comparison 
of Imipramine (Tofranil®) and Amitripty- 
line (Elavil®) in the Treatment of De- 
pression,” in Psychosomatics, July-August, 
pp. 1-4, 1961. 
Maurie D. Pressman, M.D., 
7900 Old York Road, 
Elkins Park 17, Pa. 
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Editor, THE AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm : In my recent report of observations 
in the Argentine I described the Policlinico 
de Lanús as the best in the country. Its 
Director, Dr. Mauricio Goldenberg, asks 
me to add the following notes of clarifica- 
tion about this clinic. 

q “The Clinic has not a Pavlovian orienta- 
4 tion; only a few doctors, headed by Dr. 
Itzigsohn (Argentine, not Russian born), 
are working in this field, We are trying to 
integrate several psychiatric currents and 
in our staff there are analytical, neoanalyt- 
ical, phenomenological and Pavlovian- 


METHOD 
To study the phenomena of disease without books is to sail an uncharted sea, while 
to study books without patients is not to go to sea at all. 


; PERCEPTIVITY 


P 
| One of the deepest and strangest of all human l ; 
or deep in sloping meadows, the feeling that 


strike us perhaps in a garden at night, 


jS every flower and leaf has just uttered something stupendously 
q that we have by a prodigy of imbecility not heard or understood it, 


A VISIT TO THE ARGENTINE 


minded physicians. As a matter of f 
most of them have been graduated or are 

analytical training. ; 

“Also, most of the investigations carri 
in our Service are not supported by — 

drug laboratories, but only part of the 

are helped by those companies.” a 

I am glad to call attention to his cor 

ments and hope they will clarify the poli 

and position of this clinic. NA 

Joseph Wortis, M.D., 

The Jewish Hospital of Brookl 

555 Prospect Place, 

Brooklyn, N. Y. 


—Srr WILLIAM OSLER 


moods is the mood which will suddenly 
direct and important, and 
—G. K. CHESTERTON a] y 


NEWS AND NOTES 


Fame. Psycutarric HosrrraL Resi- 
pency Tratininc.—This hospital wishes to 
announce the establishment of a two-year 
residency program in psychiatry with af- 
filiations in child psychiatry at Western 
Reserve University and in Neurology at 
the Cleveland Clinic. This will be ex- 
_ panded to a three-year program as soon as 

_ is feasible. 


Narcotics ADDICTION INFORMATION CEN- 
_ TER.—The American Social Health Associa- 
tion has announced a new program re nar- 
 cotic addiction. The Association will act as 
` a professional information center for com- 
munities and groups seeking assistance in 
dealing with local narcotic problems. The 
_ publication of a comprehensive annotated 
_ bibliography is planned, and all organiza- 

tions or individuals with material and re- 
_ ports that might be included in such a 
_ bibliography are invited to submit such 
_ material to the Association at 1790 Broad- 
way, New York 19, N. Y. 


Patient Reaction To UNiForMs,—To test 
the importance of ritualism, the nursing 
personnel on a male active treatment psy- 
chiatric ward at the Oregon State Hospital 
discarded the white uniform, symbol of the 
nursing profession, and wore street clothes 
on duty, As a result of the change the 
nurses found that the patients felt easier 
and more at home and that their relation- 

ships with the patients improved ; that pa- 
j tients’ resentment toward authority figures 
4 ’ was eased ; that the morale of the ward im- 
_ proved; and that patients began to take 
= more initiative in the care of their fellow 
~ patients, and participated to a greater ex- 
tent in maintaining ward responsibilities. 

This experiment is reported in Am. J. 
Nursing, Dec. 1961, by Frances Gold 
Brown, director of nursing education at 
Oregon State Hospital, Salem. 
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Traininc IN Community MENTAL 
Heartu.—Psychiatrists who have completed 
3 years residency may apply for training at 
the Harvard School of Public Health. Three 
or four qualified students may be accepted 
each year. Basic course is 1-3 years, and 
may lead to the degrees of Master or Doc- 
tor of Public Health and Master or Doctor 
of Science in Hygiene (Community Mental 
Health), The emphasis is on the integra- 
tion of public health and mental health 
concepts, on mental health consultation and 
education, community organization and re- 
search, and other aspects of community 
psychiatry. 

Fellowships are available from the Na- 
tional Institute of Mental Health and from 
the Grant Foundation of New York. For the 
1962-63 class applications should be sub- 
mitted before April 1, 1962; however, ap- 
plications completed by July 31, 1962 will 
be processed subject to availability of space. 
All inquiries should be addressed to Dr. 
Gerald Caplan, Community Mental Health 
Program, Harvard School of Public Health, 
55 Shattuck Street, Boston 15, Massachu- 
setts. 


PsycHIATRY AND MANAGEMENT.—The New 
York State School of Industrial & Labor 
Relations of Cornell University, will con- 
duct a one day program, March 23, 1962, 
on “The Impact of Psychiatry on American 
Management.” The conference is designed 
to examine some of the basic concepts of 
psychiatry which have caused changes in 
management practices and philosophy. 

The following topics and speakers are 
scheduled : 

1. The Impact of Psychiatry on American 
Management. John MacIver, M.D., assistant 
medical director, U. S. Steel Corporation. 

2. New Approaches in Management Or- 
ganization. Temple Burling, M.D., Cornell 
University. 

3. New Approaches to Job Design. Fred- 
erick Herzberg, Western Reserve. 

4. Personnel Policy Formulation and Psy- 
chiatry. Allan McLean, M.D., Staff Psychi- 
atrist, I.B.M. 
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5. The Scientific versus the Administra- 
tive Approach in Administration. F. J. Roth- 
lisberger, Harvard Graduate School of 
Business. 

The conference will be held at the Hotel 
Roosevelt in New York City. For further 
information, please write : New York State 
School of Industrial & Labor Relations, Cor- 
nell University, 551 Fifth Avenue, New 
York 17, N. Y. 


University or Iowa Cuitp PSYCHIATRY 
Center.—Dr. Paul Huston, Head of the 
Department of Psychiatry of the State 
University of Iowa, announces the dedica- 
tion on December 8th of a child psychia- 
try building adjacent to the State Psy- 
chopathic Hospital. The building has a 
capacity of 25 beds, plus offices for an 
outpatient service. Ten children who have 
been housed in the children’s unit of the 
State Psychopathic Hospital will be moved 
into the new building at once and full 
capacity will be achieved later. Dr. Richard 
L. Jenkins, Professor of Child Psychiatry, 
is Chief of the Child Psychiatry Service. A 
program of residency training in child psy- 
chiatry is being offered. 


Tue COLLEGIUM INTERNATIONALE NEURO- 
PsycHo PHarMAcoLocicum.—The Collegi- 
um Internationale will hold its Third Inter- 
national Congress in Munich, Germany, 
from September 2-5, 1962. Inquiries about 
the program and details of the meeting 
should be addressed to : Dr. F. A. Freyhan, 
Secretary, Saint Elizabeths Hospital, Wash- 
ington, D. C. 


Marjorie Borres Corron.—Mrs. Cotton, 
consulting psychologist at the St. Luke's 
Hospital, New York City, died December 
19, 1961 at that Hospital, aged 48. A grad- 
uate from Vassar College, Mrs. Cotton re- 
ceived the M.A. degree in 1935 and- Ph.D. 
in 1987, both in psychology from Columbia 
University. From 1934 to 1943 she had been 
a member of the research staff in psychol- 
ogy at the New York State Psychiatric In- 
stitute. .... - 

Mrs. Cotton coauthored several books 
dealing with abnormal psychology, sex de- 


velopment and personality. She was the 
wife of Dr, John M. Cotton, director of psy- _ 
chiatry at St. Luke’s Hospital, Fellow of 
the American Psychiatric Association since 
1940. There are two daughters and a son ~ 
in the immediate family. 


ASSOCIATION OF PSYCHIATRISTS IN AFRICA. 
—The Psychiatric Association, the first 
its kind in Africa, has recently been form: 
and will include as members all psychi- 
atrists working or living in Africa, irre- 
spective of nationality. The secretariat will 
be located at the Neuro-Psychiatrie Cent 
Aro Hospital, Abeokuta, West Nigeria. Th 
Association expects to publish a journal 
dealing with African mental health pro 
lems. 4 
The first meeting of the Association was 
scheduled to be held in West Nigeria in — 
January 1962. HN 

Request.—The formation of mutual help — 
organizations by persons sharing common | 
problems appears to be increasing. Three — 
broad, over-lapping problem areas cov: 
ered are : unusual life situations (e.g., Par 
ents Without Partners ; clubs of physically — 
handicapped individuals) ; the emotionally — 
ill (e.g., Rescue, Inc., Alcoholics Anony- 
mous) ; and the socially deviant (¢.g., Oper. 
ation Youth; the Gyp Club). Since know: 
edge of these groups will aid mental-heal 
workers in planning with clients, an an- 
notated list is being compiled. If you know — 
of groups of this kind in your community, — 
please write to: Howard T. Blane, Ph.D. 
‘Alcohol Clinic, Massachusetts General Ho 
pital, Boston 8, Massachusetts. w 


CONTRAINDICATION TO UsE OF THALIDO- — 
MIDE (TALIMMOL, HORNER, AND KEvADON, 
MerreLL).—Dr. J. R. MacDougal, medical 4 
director of Frank W. Horner Ltd., Pharma- 
ceuticals, informs us that information has 
been received of congenital malformatio 
in the offspring of some mothers who’ ha 
been taking thalidomide earlier in preg- 
nancy. The matter is being investigated. 

In the meantime the pharmaceutical — 
house issues the following instructions: “Do — 
not administer to pregnant patients or to — 
premenopausal women who may become 


pregnant.” ris 


Tue Psycuorocy or Crime. By David Abra- 
hamsen, M.D. (New York : Columbia Uni- 
versity Press, 1960, pp. 358. $6.00.) 


Family tension, says Dr. Abrahamsen, is the 
basic cause of criminal behavior. There is, he 
adds, “a close relationship between psychoso- 
matic disorders and crime.” While he does not 
ignore social, economic and cultural factors, 
Dr. Abrahamsen repeatedly highlights the role 
of family tension, Emotional deprivation in 
childhood, he thinks, is always found in crimi- 
nals, and is “an essential factor in producing 
_ criminals.” Emotional turbulence in a family 

may precipitate psychosis, psychoneurosis or 
criminal behavior. Where children are afraid 
_ to express themselves, he thinks, reaction may 
_ take the form of psychosis or psychoneurosis ; 
whereas “in the criminal family, we find a 
"weaker superego. Outbursts, violence and heat- 
_ed arguments are more constant, intense and 
acute.” 

_ This makes it seem as if criminals are, in a 
mental hygiene sense, more “normal” than 
neurotics, since the neurotics are made to 
_ sound as if they flee into fantasy instead of 
_ into the relative reality of aggressive behavior. 
This seems inconsistent with the concept of 
ternal and interpersonal tensions as the root 
factors in crime. 

In disposing of offenders, Dr. Abrahamsen 
_ would assign to psychiatrists a greater role than 
Most of us want to assume. He suggests that 
_ criminals be committed for a term from one 
day to life, depending on mental status, Only 
psychiatrists, he believes, can determine when 
it would be safe to release the offender from 
confinement. 

Many of the author’s theses must be con- 
sidered rather controversial. Thus, he says, that 
“after a person has passed his forties, his bio- 
logic drive becomes diminished . . . and reduces 
the motivation and power for his antisocial 
acts.” He disposes rather simply of both alcohol- 
ics and drug addicts. “The basis for the alcohol- 
ics maladaption is sexual . . . psychoanalysis 
is essential for his rehabilitation.” That takes 
care of the alcoholic. Drug addicts, he thinks 
“had sharp criminal inclinations before they 
started taking the drug’—a position which 
most of us would reject. All sex crimes are in- 
~ terpreted as connected with unresolved Oedi- 
: pus or- Electra complexes. Electroencephalo- 
q 
; 


1 


graphic abnormalities correlate’ significantly 
with murder. Psychosurgery is one of several 
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therapies found particularly useful with men- 
tally defective offenders. While Dr. Abrahamsen 
recommends psychoanalysis, he also says that a 
“patient who constantly acts out cannot be 
psychoanalyzed.” And criminals are considered 
people who consistently act out. 

The author's concept of criminal responsi- 
bility, under present laws, seems oversimplified 
—and inaccurate, He says, for example, that “if 
the offender is not considered psychotic, he is 
responsible for his acts ; if he is psychotic, he 
is not responsible.” Since most states follow the 
rule in M’Naghten’s case, there is, in most 
jurisdictions, no necessary congruence between 
psychosis and responsibility. Finally, there will 
be some disagreement with the author's sug- 
gestion that “in the same way that a man 


chooses to be a physician, printer or barber, . 


another man may choose to be a criminal or a 
sex offender.” 

In spite of, or perhaps because of, these 
rather questionable hypotheses, this is a 
thought-provoking book. Dr. Abrahamsen de- 
fends his views with vigor and skill. This meaty 
text may lead to a useful reappraisal of our 
thinking about criminal behavior. 

Henry A. Davinson, M.D., 
Overbrook Hospital, 
Cedar Grove, N. J. 


Tue MENTALLY DISABLED AND THE Law. By 
Frank L. Lindman, and Donald M. Mc- 
Intyre, Jr. (Chicago: University of Chi- 
cago Press, 1961, pp. XIII + 445, 42 ta- 
bles. $7.50.) 


This volume, a large’ quarto with double 
columns, is the first report by the American 
Bar Foundation on the written law of the 50 
states relative to the mentally disabled. It pre- 
sents the data developed since 1956, and is 
comprehensive indeed. The claim of the pub- 
lishers that it is “the first American treatise on 
the law of mental disability” is a just one, for 
it goes into far more detail than Isaac Ray's 
masterpiece of 1838. 

Some idea of the scope is given by a list of 
the chapter headings: historical trends, in- 
voluntary hospitalization (a term far less penal 
in connotation than commitment), voluntary 
admission, release and separation, rights of hos- 
pitalized patients, eugenic sterilization, domes- 
tic relations, incompetency, personal and prop- 
erty rights, sexual psychopathy, and criminal 
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Under each of these topics is to be found not 
only a full discussion with recommendations, 
but a tabulation of the provisions of law of 
each state relative to that topic. There are 
copious footnotes giving reference to the litera- 
ture and to the legal decisions. 

With most of the statements and recom- 
mendations the psychiatrist will agree. The 
authors, for instance, urge wider use of the 
voluntary admission law, extension of the in- 
terstate compacts, separation of hospital pro- 
cedures from a finding of incompetency, clari- 
fication of the “sexual psychopath” laws, es- 
pecially the criteria, and broadening of the 
class of criminally irresponsible, with manda- 
tory commitment of those acquitted by reason 
of insanity, and ultimately, perhaps, the adop- 
tion of the treatment tribunal, as recommended 
by Wharton, Glueck, and Roche. 

The project of the American Bar Founda- 
tion is a continuing one, and the second phase, 
namely that of ascertaining how the laws 
work, is now under way. 

A Psychiatric Advisory Committee has re- 
cently been activated and a full-time psychia- 
trist consultant is now associated with the legal 
field workers. Surveys are being carried on in 
several states, and we may expect next a report 
on how the statutes work in practice. 

This volume should be studied by lawyers, 
judges, and legislators, as well as by psychi- 
atrists, whether institutional or in private prac- 
tice. The facts are here, and their presentation 
is an enlightened one. The American Bar 
Foundation has placed us in its debt. 

Winrrep Overnotser, M.D., 
Washington, D. C. 


A Srupy oF THE Psycmatric Nurse. By 
Audrey L. John. (Edinburgh and London : 
E. S. Livingstone Ltd., pp. 239, 1961.) 


This book represents a comprehensive, de- 
scriptive study of the psychiatric nurse, her 
education, working conditions and behaviour 
in the care of patients. It was conducted in 
four British mental hospitals, and should be 
helpful for government leaders interested in 
the care of the mentally ill, hospital adminis- 
trators, and nurse educators in any country. 

It is an analysis of conditions which obvi- 
ously needed to be studied. Much change for 
the good should come of it. The stress on need 
for better teamwork, communication, and phys- 
ical conditions, as well as for better education 
and categorizing of nurses should be helpful 
for those attempting to move from a custodial 
to a more therapeutic type of patient care. One 
cannot help but agree with Miss John’s sug- 
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gestions that the improvement of the role of 
the nurse, the brightening of drab physical 


facilities and the provision of more and better 1 


equipment for general nursing care, are indi- 


cated. These suggestions are based on sound 


principles of patient care and nursing educa- 
tion, e.g., nursing care is improved when clini- 
cal teaching is based on small conferences con- 
cerning patient care, and when more commu- 
nication takes place between nurses and other 


professional groups. This latter statement is | 


one characteristic of the “Therapeutic Milieu.” 

The introduction states the problem; “to 
determine the outstanding problems associated 
with the provision of nursing care in the men- 
tal hospital situation and to assess, where pos- 
sible, their effect on the quality of that care.” 
This is an extensive area to be covered by one 
person. The findings are therefore necessarily 
limited. One aspect, however, might have been 
enlarged upon, i.e., the patterns of administra- 
tion found within the four hospitals under 
study. This is one aspect of a hospital commu- 
nity that vitally affects the nursing care of 
patients. Other studies of this nature (“The § 
Patient and the Mental Hospital” by Green- - 
blatt, Levinson, and Williams) recognize this 
factor. 

The problems discovered in this study are 
extensive. In many respects they bear some 
similarity to those in Canada and the United 
States, such as “the mass feeding of patients” 
in many mental hospitals, as well as the lack 
of adequate facilities for the care of older, 
long term patients in parts of our country. The 
interpretation of and suggestions made from 
the data are generally quite sound. 

A question that might be raised is: How 
large a sampling of British mental hospitals 
would the four studied represent ? This would 
be a very small number in some countries. 

The tools used for gathering data, as care- 
fully outlined in the appendices, are reliable. 
The tables and graphs are helpful indicating 
pertinent material, such as the mem 
staff by age and effects this will have on the 
nurse shortage in the next few years. The 
bibliography is extensive, and includes studies a 
from many parts of the world, on both sides A 
of the Atlantic Ocean. o. 

On the whole Miss John is to be admired 
for her sincere efforts in promoting the im- 
provement of conditions in this field, through 
such a study. It is felt that improvements w 
follow.. Further studies undoubtedly will arise 
from this analysis of psychiatric nursing in 


Britain. 
Dorortny M. Dix, R.N., 
University of Toronto, Canada. 
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MENTAL RETARDATION—PROCEEDINGS OF THE 
FIRST INTERNATIONAL ConFERENCE. Edited 
by Peter W. Bowman, M.D., and Hans V. 
Mautner, M.D. (New York and London: 
Grune & Stratton, 1960, pp. 530. $12.50.) 


This interesting and stimulating book is a 
compilation of papers presented at the First 
International Medical Conference on Mental 
Retardation, held at Portland, Maine, in 1959. 
Ten countries of the world were represented. 
Seventy of the 80 participants were physicians. 

Discouraged over “the obvious failure of 
past years to establish and to apply a valid 
and well-defined scientific criteria of diagnosis, 
of prognosis, of therapy and prevention, the 
Conference was called to stimulate the medical 
leadership in this important field of work... . 
The time has come that medicine must assume 
its role of responsible and effective leadership 
based on the fact that the syndrome of mental 
retardation is primarily and predominantly a 
medical problem. It concerns the general prac- 
titioner, the obstetrician, the pediatrician, the 
neurologist and the psychiatrist long before it 
becomes a medical problem to the teacher, the 
psychologist and the social worker. These an- 


= cillary professions, as well as others closely 


associated with them like occupational and 
physical therapy, speech and music therapy, 
have learned to make constructive and impres- 
sive contributions primarily in the area of 
therapy, and as a part of our research teams. 
They expect and are entitled to dynamic and 
enlightened leadership” (page ix). 

The subject matter contained in the 38 
papers is comprehensive in scope. Presentations 
of the anatomy of the brain and spinal cord 
with abnormalities, congenital or experimental- 
ly produced as they may relate to the problems 
of mental retardation, should be of interest to 
every physician as should the Papers on the 
biochemical, enzymatic, metabolic, dietary and 
genetic research. Complications of pregnancy 
and the importance of infection are stressed. 
Differential diagnosis and the need for caution 
in formulating diagnosis is referred to, as are 
the behavior problems peculiar to the retardate. 
The inclusion of a paper stressing the educa- 
tion of the medical student and the training 
of the pediatrician, psychiatrist, and child psy- 
chiatrist will be of interest to all medical edu- 
cators. 

It is. difficult to select any of the papers for 
special mention, for all are of high quality. 
They must be read to be appreciated. It is 
hoped that many will, for to do so will enrich 
the physician’s understanding of the medical 
aspects of mental retardation and his responsi- 


bility to exercise “dynamic and enlightened 
leadership” in this important area of concern 
to all. Though not specifically mentioned in 
this volume, this leadership must eventually be 
extended to include the many other profes- 
sional personnel responsible for the education, 
care and management of the retarded child as 
he grows older, an area for future considera- 
tion. 

Two papers, one in French and one in Ger- 
man, which are published in the original, are 
gentle reminders that a knowledge of other 
languages is essential and helpful to us all. 

A valuable feature of this volume is the in- 
clusion of selected references at the conclusion 
of the majority of papers. 

This book can be highly recommended to 
all physicians interested in the field of mental 
retardation. It should, likewise, be particularly 
useful to medical students, interns, and resi- 
dents alike. 

Reynoxp A. Jensen, M.D., 
University of Minnesota. 


A History or Menicme, Vou. II. By Henry E. 
Siegerist. (New York: Oxford University 
Press, pp. XVI + 352, indices, illus. 
$11.00.) 


The first volume of Professor Siegerist’s pro- 
jected 8-volume history of world medicine was 
published in 1951. An eagerly awaited Volume 
II could only appear posthumously. The au- 
thor had died in 1957. As Professor John F. 
Fulton, who wrote the preface to both volumes, 
explains, no such comprehensive coverage of 
medical history had ever before been under- 
taken—“the history of medicine and science in 
the broad cultural background of the general 
history of mankind.” And as Dr. Fulton states 
in Vol. I, “Dr. Siegerist is probably the only 
living scholar who has both the training and 
the vision to approach the development of 
medicine on this vast scale.” 

Siegerist had been an associate of the great 
Karl Sudhoff, director of the Institute of the 
History in Medicine in Leipzig, the first of its 
kind in the world, and had succeeded Sudhoff 
in that chair in 1925. In 1932 he came to the 
United States to follow William H. Welch in 
the chair of the History of Medicine at Johns 
Hopkins and to head the first Institute of the 

i of Medicine in the United States. In 
1947 he retired to his homeland in Switzerland 
to begin at the age of 57 what was really his 
all-absorbing life work ; for he had been plan- 
ning for it~during his Leipzig years in the 
"twenties. He stated in the preface to Vol.’ I 
that this book was the product of more than 
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25 years of research. In order to consult origi- 
nal sources first hand he had made himself 
familiar with 14 languages. 

Upon Dr. Siegerist’s death Dr. Fulton and 
his Advisory Committee turned to Professor 
Ludwig Edelstein, Siegerist’s former associate 
at Hopkins, to edit and publish Vol. II. 

It is divided into 4 major sections : Archaic 
Medicine in Greece, Hindu Medicine, Medicine 
in Ancient Persia, and the Golden Age of Greek 
Medicine. 

The chapters were incomplete; the first 
three cover the background and early history 
of medicine in its cultural relations in the three 
countries. In the fourth section he goes back 
to add to Section I a fascinating 122-page 
story of the Golden Age in Greece, the un- 
surpassed summit of civilization of the age of 
Pericles. He surveys in some detail the Hippo- 
cratic Writings, and deals amply with medical 
practice and theory. As an interesting detail 
Siegerist is able to explain the apparent in- 
consistency of the general acceptance and prac- 
tice of abortion by Hippocratic and other 
physicians with its prohibition in the Hippo- 
cratic Oath. The Greeks had not the same re- 
spect for life as the people in India and as in 
the contemporary West where the slogan 
“Reverence for Life” is so frequently and so 
indiscriminately uttered. Siegerist found that 
the so-called Hippocratic Oath “actually was a 
Pythagorean document . . . did not represent 
the general view . . . a manifesto of a relatively 
small religious group.” He records the fact 
that “Plato and Aristotle both recommended 
abortion as a means of controlling the growth 
of the population.” 

On the last page of Dr. Siegerist’s manuscript 
he had written the words: “Here my legacy 
ends.” After full consideration, therefore, it 
was decided to print the text as it stood. It is 
a most valuable continuation of Vol. I. The 
range of the author’s knowledge is so vast and 
his language is so clear that in brief para- 
graphs he can paint a picture of a culture, its 
beginnings, developments and chief actors, at 
once authoritative and entirely free from the 
confusion in which lesser scholars are so apt 
to entangle both themselves and their readers 
in their attempt to crowd much in little space. 

One is tempted to quote from many places 
in this book but must rest with some lines from 
the brief chapter on Ancient Persia. That vast 
empire kept little Greece in a state of warfare 
for half a century, but finally “collapsed. after 
only two centuries, because it had no culture 
of its own. . .. Every young nation borrows 
from its neighbors in the beginning but it as- 
similates foreign modes and. one day finds its 
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own means of expression. Persia never did, | 
with one exception” (Zarathustra and mono- 
theism, the God Mithra who became so seri- 
ous a competitor of Christ, the Avesta, sacred 
book, containing both religious and medical 
lore). 

And Siegerist concludes this section: “All 
in all it can be said that Ancient Persia 
did not in any way contribute to the advance- 
ment of medicine. It did produce great rulers, 
great soldiers and above all, a prophet and 
poet who taught a pure and highly ethical 
religion. Medicine, however, remained primi- 
tive. Persia’s time to make its contribution to 
world medicine came much later, in the tenth 
and eleventh centuries of our Era. Again it 
was a foreign impulse, Islam, that activated 
latent forces. At that time Persia gave the 
world great physicians as well as immortal 

ts.” 


This later Persian history Siegerist was not 
given time to write. 

He had outlined the topics for the remaining 
6 volumes of the History of Medicine. They 
were: III. Medieval Medicine; IV. Renais- 
sance Medicine ; V. The Seventeenth Century ; 
VI. The Eighteenth Century ; VII. and VIII. 
Medicine from the Industrial Revolution to the 
Second World War. i 

As Dr. Fulton reports: “Full consideration 
was given to the possibility of having the 
History carried on by other scholars along the 
lines originally envisaged by the author, but 
after thorough exploration, it was concluded 
that this would nonpa be difficult, but ac- 
tually quite impossible.” 

These two splendid volumes will therefore 
stand as the definitive text of Henry Siegerist’s 
legacy. 

C. B. F: 


MentaL Hear Epucation: A CRITIQUE. 

ings of the conference on mental 

hygiene held at Cornell University, Septem- 

ber, 1958. Editorial Committee : J. Perty 

Horlacher, Ph.D., Chairman. (Philadel- 

phia: National Association for Mental 
Health, Inc., 1960, pp. 180.) 


This little volume is a report of the proceed- 
ings of the National Assembly on Mental Health 
Education held at Comell University, Ithaca, 
N. Y., in September 1958. The Assembly was 
co-sponsored by the National Association for 
Mental Health, Inc., the American 
‘Association, and Pennsylvania Mental. ‘Health, 


ight be expected, the conference had 
Sande a defining mental health education 
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since it means different things to different peo- 
ple. In general, however, it was agreed that it 
means activities directed to helping individuals 
in developing and maintaining good emotional 
adjustment, In his usually practical manner, 
Dana Farnsworth suggested a somewhat nega- 
tive definition. He stated : “Mental health need 
not be characterized by adjustment under all 
circumstances, nor by freedom from anxiety 
and tension, nor by freedom from dissatisfac- 
tion, nor by conformity or constant happiness.” 
He added that mental health does not mean a 


~ passive adjustment and loss of originality and 


force, 

It was agreed by the conference that to be 
mentally healthy is not simply to be free from 
mental illness, as is often asserted by those 


- whose main interests lie in the care and treat- 


ment of the mentally sick. Another point of 
agreement was that measures which will ab- 
solutely reduce the incidence of mental illness 
are not yet known to science. Some in attend- 
ance at the conference felt that proper educa- 
tion may reduce the number of neuroses but 
expressed doubt if this could be done for the 
psychoses. The consensus was that efforts to 
ameliorate mental illness and to rehabilitate 
mentally ill are valid, but that efforts to prevent 
mental illness either by early treatment or by 
education are still largely a matter of faith. 

Members of the conference agreed that psy- 
chology, with its new insights into man’s be- 
havior, is almost universally held to be a sig- 
nificant development in contemporary life, but 
doubt was expressed as to whether this new 
insight means that psychological knowledge can 
be used by the average citizen to improve his 
own behavior. 

The reporters of the conference agreed that 
basic to mental health education there should 
be agreement that human behavior is caused, 
no matter how bizarre or deviant it may ap- 
pear ; that most human actions are complicated 
and a product of many causes ; that behavior is 
determined by emotional drives which often 
compete with rational considerations and that 
it is influenced in part by unconscious motiva- 
tion. 

To provide a mental health education which 
will promote human happiness, lessen interper- 
sonal tensions and promote maximum potential 
in the individual is a challenging task. Perhaps, 
as Erich Lindemann suggested, there should be 
a new profession—that of mental health edu- 
cator, who will suggest more effective measures 
than wishful thinking. h 

Those who attended this conference must 
have’ found it a stimulating occasion even 
though we are as yet unable to define precisely 
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what the techniques of successful education for 
mental health should be. 
Antuour P. Noyes, M.D., 
Norristown State Hospital, 
Norristown, Pa. 


MANUEL DE PSYCHIATRIE. (Textbook of Psychi- 
atry). By Henri Ey, P. Bernard and Ch. 
Brisset. (Paris : Masson et Cie., 1960.) 


This book may be considered a landmark 
within the area of psychiatric textbooks, not 
only because it is a systematic and clear presen- 
tation of all psychopathological problems, but 
also because it partly represents the summary 
conception of Henri Ey’s vast experience in this 
field, which comes shortly after his monumental 
editing of Encyclopedie Medico-Chirurgicale— 
Section of Psychiatry. 

The book begins with a comprehensive re- 
view of the history of psychiatry and different 
school and doctrinal tendencies. Following this 
there are 5 chapters in which are succinctly 
presented semeiologic, methodologic, psycho- 
logic and interview techniques in addition to 
the discussion of the varieties of mental syn- 
dromes, functional and organic. Chapter 7 dis- 
cusses the psychotherapeutic and somatothera- 
peutic techniques. The final chapter considers 
administrative and judicial problems of psy- 
chiatry. The style is lucid and erudite in the 
best French tradition. 

It should be emphasized that even though 
the book will be of considerable benefit for the 
beginner and the experienced, its usefulness, 
particularly for undergraduate teaching, would 
make the translation of this text a very desirable 
undertaking. 

Hassan Azma, M.D., 
McGill University, 
Montreal, Que. 


An MMPI Hanpsoox: A Gume to Use IN 
Cumacar Practice anp Researcu. By W. 
G. Dahlstrom, and G. S. Welsh. (Minne- 
apolis: University of Minnesota Press, 
1960, pp. 559. $8.75.) 


The Minnesota Multiphasic Personality In- 
ventory has been used widely in clinical, coun- 
selling, and personnel settings, and numerous 
research reports based on this instrument have 
appeared in the literature. The authors have 
undertaken a review and evaluation of over 2 
decades of experience and research with the 
MMPI and, both in terms of coverage and or- 
ganization, have tumed out a very needed and 
readable work. The material is organized in 
terms of the major sections : “Administration,” 
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“Interpretation,” and “Clinical Applications.” 
An exhaustive bibliography of 1203 items is 
provided. In addition to keys for the 13 basic 
scales (4 validity scales and 9 clinical scales), 
the scoring keys for 200 derived scales are pro- 
vided in the appendices. 

This book is likely to become a standard 
reference for clinical psychologists and re- 
searchers. In addition, it will be a valuable aid 
to the growing number of psychiatrists and 
medical practitioners who have discovered the 
usefulness of the MMPI. 

Bernard Lusin, Px.D., 
Indiana University, 
Indianapolis, Ind. 


Tactics oF SCIENTIFIC RESEARCH : EVALUA- 
TING EXPERIMENTAL DATA IN PSYCHOLOGY. 
By Murray Sidman. (New York: Basic 
Books, Inc., 1960, pp. 428, illus. $7.50.) 


This. book examines the many kinds of 
problems and decisions which psychological re- 
search involves, and discusses in detail the 
considerations important in arriving at these 


decisions. The conceptual framework is that of. 


B. F. Skinner. All the problems discussed are 
illustrated with specific examples, drawn main- 
ly from operant conditioning experiments, an 
area in which the author is an experienced re- 
search worker. For the reader unfamiliar with 
this area, there is a terminological appendix. 
Effort will be required of such a reader in 
order to translate the principles involved in the 
examples to his own area of interest, although 
regardless of the examples, any research worker 
interested in furthering a science of behavior 
should find the general discussion profitable. 
The detailed discussion of the examples will 
probably be of most interest to the student of 
conditioning procedures. 

This is not a statistical design textbook, and 
a sharp distinction is drawn between group and 
individual data. The author feels that group 
statistics cannot lead to a science of individual 
behavior, and may conceal valuable informa- 
tion which could be obtained from study of 
variations within individuals. Sidman’s em- 
phasis on working with individuals rather than 
groups as a research technique has appeal for 
the clinical investigator. This should not be 
construed as an argument for study of the 
unique case, but rather it is seen as the best 
way of understanding and controlling behavior 
so as to arrive at a precise formulation of basic 
laws governing behavioral processes. 

The discussion of variability seems particu- 
larly pertinent for clinical research workers. 
Identification of the sources of variability in 


data is an important means of establishing 
general laws ; it should be recognized that even 
if these sources are eliminated statistically, they 
are still operative and are not fully understood 
until their effects can be controlled. While it 
may seem that for the clinical worker the ideal 
of direct experimental control which permeates 
this book is not of immediate concern, it is 
certainly desirable to be aware of and take — 
advantage of techniques which can assist in — 
attaining this goal. i: 
Other topics covered include the uses and 
implications of various replication techniques, 
the importance of a knowledge of baselines 
before evaluating the effects of experimental — 
manipulations, the improbability of producing 
irreversible changes within the organism, and 
a consideration of control techniques. 
Rrra Senr, Px.D., 
Lafayette Clinic, 
Detriot, Mich. 


Tae Dawn or Civilization. Edited by Stuart 
Piggott. (New York : McGraw-Hill Book 
Co., 1961, pp. 404. $23.50.) i 


This magnificent book, written by 14 leading 
archeologists, constitutes the first world survey 
of the rise of civilization. As such it is indis- 
pensable for all students of the development of 
human culture and its consequences for the — 
person. An understanding of the factors which 
led to the development of the city, social 
stratification, specialization of roles and occu- 
pations, statuses and powers, enlarge one’s ca- 
pacity to understand the conditions which have 
led to man as he is now. A book such as this 
should be obligatory reading for all students 
of the human mind. 

The book, a folio, has nearly a thousand 
illustrations, 172 in color, and among them 
many of the most beautiful I have ever seen. 
A goodly number were made especially for 
this book ; there are 110 original reconstruc- 
tions, and 48 maps and chronological charts. 
The book is a triumph of book design, beauti- 
ful in every way, and a bargain at the price at 
which it is published. 
AsHLEY Montacu, PH.D., 

Princeton, N. J. 


Tue Cuanomc Narore or Man. By J. H. van 
den Berg. (New York : W. W. Norton and 
Co., 1961, pp. 252. $4.50.) 
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most sensitive. Dr. Jan Hendrik van den Berg 
is a Dutch psychiatrist who is Professor of 
Psychology at the University of Leyden, and 
is also, in private practice, a psychotherapist. 
The book is subtitled “Introduction to a 
Historical Psychology (Metabletica),”—“Meta- 
-bletica” or “Metabletics” from the Greek 
metaballein, to change. What Dr. van den 
Berg is interested in is the history of the chang- 
ing nature of man. He challenges the wide- 
spread assumption that man’s nature remains 
essentially unchanged and that basically there 
is nothing new in human existence. On the 
KS, contrary, the authors shows with brilliant clar- 
~ ity that not only does human nature change, 
but that the changes produce essentially dif- 
ferent people, not only in the lapse of cen- 
turies, but virtually in the lapse of generations. 
The author inquires into the nature of these 


aa 


and, in- 
this book the author establishes 
himself as the Proust of contemporary psychi- 
atry. It is no wonder that his book has created 
something of a sensation in his own country. 
It is a work of art as well as a work of science, 
~ and a special word of thanks should go to the 
= translator Dr. H. F. Croes whose English 
_ translation is most excellent. 
__ This is a book that should be read as a 
breviary, if not constantly, then not less than 
once every 3 months, for it is one of the most 
~ original and stimulating works on the evolu- 
tion of contemporary man’s psychic structure in 
existence. 


ree 


ASHLEY MONTAGU, Pa.D., 
Princeton, N. J. 


Peorte or Cove anp Woopror. VoL. II, The 
Sterling County Study of Psychiatric Dis- 
order and Sociocultural Environment. By 
Charles C. Hughes, Marc-Adelard Trem- 
blay, Robert N. Rapaport, and Alexander 
H. Leighton. (New York: Basic Books, 
Inc., 1960, pp. 574. $10.00.) 


The Sterling County (Nova Scotia) study is 
one of the largest social psychiatric research 
projects ever undertaken, and this volume 
presents the information about the community 
setting. The reader awaiting the third and final 
_ volume containing the data on psychiatric 
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disturbances shares the excitement the authors 
must have felt while awaiting the final com- 
pilations from their 12 years of study. 

Fortunately, part of the broad picture was 
clear at the time of writing this volume. While 
ethnic comparisons are not yet presented, it is 
known that the better integrated, economically 
secure communities of homogeneous ethnic 
background had a lower rate of mental dis- 
turbance than the poorly integrated, eco- 
nomically insecure communities of mixed 
ethnic backgrounds in the same county. 

Of the two homogeneous economically 
secure communities, one was Acadian, the 
other Protestant-English. The Acadian com- 
munity, pop. 296, was the most highly inte- 
grated of all the communities. Most of the 
residents had lived there 80% or more of their 
lives, there was a community co-operative, and 
a great deal of interdependence of residents. 
While they felt like a minority in a pre- 
dominately English-Protestant area, the family 
businesses and lumbering work provided eco- 
nomic security to its inhabitants. 

The Protestant-English community, pop. 
432, had an economically secure base in fish- 
ing. Like the Acadian community it was iso- 
lated geographically, ethnically and religiously 
homogeneous, and highly integrated. Com- 
pared with the Acadian community, however, 
there is a sharper differentiation between the 
“upper” and “lower” groups in the community, 
the extended family has less functional sig- 
nificance, and the child-rearing and family 
patterns reflect individualistic values. 

Three depressed communities, combined 
Pop. 312, represented the pole of community 
disintegration, ethnic heterogeneity, poverty 
and economic insecurity. The people in these ' 
communities have a pessimism and despair, 
reflecting their position, and the attitudes of 
the community around them. 

The people in the largest community in the 
county, pop. 2025, have urban characteristics 
of relatively high educational level, frequent 
movement, and variety of occupations and 
social class, ethnic, and religious groups. In 
order to make these data comparable with 
those of small communities, the authors divide 
their sample of this community into 12 “clus- 
ters,” or groups of families within which there 
were unusually high rates of interaction. 

In its scope and size, the study is very im- 
pressive and the mammoth task of co-ordinat- 
ing changing personnel, a variety of sub- 
projects, and many kinds of questionnaires and 
other sources of data seem to have been 
handled admirably. Leighton’s level of com- 
petence and familiarity with psychiatry and 
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social science is rare, even among those work- 
ing on inter-disciplinary projects, and his per- 
sonnel are competent in their various special- 
ties. The brief accounts of the various aspects 
of these communities reflect a thorough famili- 
arity with the communities. But the community 
descriptions do not convey intimacy and 
subjective participation as much as a de- 
tached thoughtful account based primarily 
on standardized observations and question- 
naires. 

If with all the rare virtues of competent 
personnel and broad scope made possible by 
large foundation support, one had hoped for 
major break-throughs in our understanding of 
mental illness, the result is disappointing. Un- 
less volume III has many surprises, the ideas 
developed are no real advance over the work 
of sociologists at the University of Chicago 
studying social disorganization 30 years ago, 
despite the greater psychiatric sophistication 
of the present study. Nor, paradoxically, was 
the present study large or comprehensive 
enough to permit any kind of definitive state- 
ment about the relation between social disor- 
ganization and psychiatric development. Study- 
ing two integrated and three disintegrated 
communities with a combined sample of about 
900, there is only a small increment in the de- 
gree of certainty with which we can now say 
that social disorganization of a certain kind is 
related to extent and kind of psychiatric dis- 
order. If one is to be hard-headed about the 
value of research for knowledge about mental 
health, perhaps the time spent on systematical- 
ly gathered questionnaire data, and observa- 
tions on many topics such as financial history 
and geography (admirable for their thorough- 
ness and scholarliness but perhaps not for their 
relevance) might have been better spent either 
on studying more communities or concentrated 
more specifically on the position of problem 
families within the community, Perhaps the 
desire of a craftsman for completeness, bal- 
ance, humaneness and impeccable objectivity 
reflected here (and other studies as well) may 
not coincide with hard-headed evaluation of 
priorities and relevance for building knowledge 
about mental illness. 

Ezra Vocet, Pu.D., 
Yale University, 
New Haven, Conn. 


TREATMENT OF EMOTIONAL PROBLEMS IN 
Orrice Practice. By Frank F. Tallman, 
M.D. (New York : McGraw-Hill Book Co., 
1961, pp. 426. $11.00.) 


If there is an area in psychiatry which needs 
accentuation more than another, it is the treat- 


ment of the common, usual emotional proble 
of patients in general office practice. Dr. F. 
F. Tallman, a psychiatrist and teacher of broad 
experience, has written a book on this subject 
which could well be read by every doctor in 
the country, to his, and his patients’, advantage. 
The first portion is devoted to the discussion 
of Personality Growth and Function from in- 
fancy to old age. It requires little time to dis- 
cover that this book is not in the category of 
pedantic medical literature. Scientifically sound 
in every way, it is one of the most readable, 
interesting books available. 
The next chapters on Symptom Formation 
(history, neurophysiology, anxiety) are aug- 
mented with clinical examples which will be 
easily recognized as prototypes of the people 
who come to the doctors’ office every day in ~ 
the week—phobia, conversion hysteria, anxiety 
reaction, depression, and so on. sia 
In the latter part of the book under the 
heading of “Diagnosis and Treatment Meth- 
ods,” this reviewer found Chapter 15, “Treat- 
ment—Office Psychotherapy,” particularly ab- 
sorbing and was convinced that, after a careful 
study of the chapters dealing with essential 
background information, the general practi- 
tioner will be eager to read here about the 
practical use of psychotherapeutic techniques 
and begin to use them. To quote the author— 
“this chapter is written with the assumption — 
that the methods to be described will be used _ 
and that the user will soon be able to adapt — 
them to fit his own unique pattern of interper- 
sonal relationships.” 
This book should serve to renew the doc- 
tors’ interest in psychiatry, for it convincingly 
illustrates the value of the integration of psy- 
chiatry and medicine. 
Wu B. Trernune, M.D, 
Medical Director, 
The Silver Hill Foundation, 
New Canaan, Conn. — 


Mentau Hearta Book Review Inpex. Vol. 6, 
Compiled by the Editorial Committee and 
Contributing Librarians. (New York, 1961, 
pp. 62. $3.00 per year.) 


Published annually under the auspices of 
the American Foundation for Mental Hygiene, — 
this Book Review Index lists references to — 
signed book reviews appearing in 150 journals a 
in the English language, of which 133 are still — 
current and publish reviews, regularly or oc- 
casionally, The indexing begins with volumes 
current in January 1955. 

Send subscriptions to Miss. Lois Afflerbach, 
Paul Klapper Library, Queens College, Flush- 
ing 67, N. Y. 
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‘In Derense or Pusrc Onper. By Richard 
` Arens, and Harold D. Lasswell. (Palo Alto, 
Calif. : Columbia University Press, 1961, 
» pp. 314. $7.50.) 
a 


The title of this book would suggest that it 
_ would be of little interest to most psychiatrists. 
However, an examination of the content re- 
veals an extensive discussion of the relation- 
ships between law and psychiatry. The pre- 
sentation is likely to be of interest to any 
~ psychiatrist interested in forensic psychiatry. 
_ Possibly, this may be attributed to the profes- 
_ sional background of one of the authors, Rich- 
-ard Arens, who is director of the project on law 
and psychiatry at the William Alanson White 
Foundation and Washington School of Psy- 
chiatry. 
One illustration of the psychiatric material 
is (p. 48) : “Need one add that the ‘best’ of 
rules for the determination of criminal re- 
_ sponsibility is a sham without adequate psy- 
chiatric facilities for the defense in a system of 
adversarial justice?” 
_ Likewise (pp. 92 to 96), there is a down-to- 
; discussion of some of the deficiencies in 
the application of psychiatry to trial pro- 
~ cedures. 


Again in the chapter commencing at p. 102, 
this theme is exemplified, In this chapter there 
_ 18 some cogent criticism of legal safeguards in 
_ therapeutic procedures, particularly electric 
shock therapy and lobotomy, e.g., (p. 104) : 
_ When we inquire into the use to which cur- 
_ tent therapeutic resources are put, a rather 
_ disconcerting state of affairs soon makes itself 
manifest, It is extremely doubtful that the psy- 
chiatric profession, for example, has been kept 
under sufficient community control. Conditions 
have been permitted to occur on a large scale 
that endanger rather than protect the well- 
being of patients. 

In summary, the authors have included 
much material of interest to psychiatrists, This 
material, like most of the book, will be com- 
prehensible to readers outside the legal pro- 
- fession. 

K. G. Gray, Q.C., M.D., 
Toronto, Canada. 


LECTURES ON EXPERIMENTAL Psycuratry. Ed- 
ited by Henry W. Brosin, M.D. (Pitts- 
burgh, Pa. : University of Pittsburgh Press, 
1961, pp. 361. $7.50.) 


In publishing and editing the 17 lectures 
presented to commemorate the Pittsburgh Bi- 
centennial Year, Henry W. Brosin offers a 
rich and variegated menu of scholarly con- 
sideration, thoughtful humility, investigative 
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reporting, and soul searching relative to psy- 
chiatric research. The lectures are punctuated 
nicely from time to time by pungent stories and 
homilies of past experiences that have had a 
hand in the growth of the particular speaker. 

The contributors are all men known to the 

membership of this Association for their en- 
couragement, administrative interest or active 
contribution to research in psychiatry. They 
are: Franz Alexander, John D. Benjamin, Ray 
L. Birdwhistell, Joel J. Elkes, Jack R. Ewalt, 
Robert H. Felix, Ralph W. Gerard, Francis J. 
Gerty, Roy R. Grinker, Ernest R. Hilgard, 
Lawrence S. Kubie, Howard S. Liddell, Wil- 
liam Malamud, Amedeo S. Marrazzi, Warren 
S. McCulloch, Robert A. Patton, David McK. 
Rioch. 
From this list the reader may choose any of 
a series of provocative discussions which ex- 
tend from “Paralanguage” by Birdwhistell and 
Franz Alexander’s comments on the use of 
audiovisual methodology in modern psycho- 
analytic studies, through the theoretical dis- 
cussion by Roy Grinker on “Anxiety as a Sig- 
nificant Variable for a Unified Theory of 
Human Behavior” to Elkes, wide ranging re- 
view of the problems of study of the psycho- 
tropic drugs and those more personally 
oriented investigations of Hilgard on hypnosis, 
Howard Liddell on contributions of condition- 
ing to understanding stress, anxiety and illness, 
and Marrazzi on his work on the neuropharma- 
cological approach as a means of assessing the 
activity of the newer agents in effecting syn- 
aptic transmission in animals. 

The remainder of the articles are more gen- 
erally cast. Yet their contents and their ex- 
pressions of wisdom garnered from long per- 
sonal experience provide a series of useful 
illustrations of the present status of research 
in the field of psychiatry. 

As one might expect from the wide range of 
approaches represented, the reader may well 
leave the volume with the conviction that uni- 
fied theories for comprehending human be- 
havior are far in the offing. Certainly this series 
of lectures provides a broad view of the 
avenues of approach, their methodological 
problems, and the degree of sophistication 
which exists currently in psychiatric research. 

Lawrence C, Kore, M.D., 
New York, N. Y. 


DELINQUENCY AND PARENTAL Patuotocy. By 
Robert Andry, M.A., Ph.D. (Springfield, 
Ill. : Charles C Thomas, 1961, pp. 173. 
$5.50.) 


The hypothesis that maternal deprivation 
—separation of mother and child or affective 


bs 
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deficiency on the mother’s part—is a ‘salient 
factor in the etiology of juvenile delinquency 
has been prominent in the literature on youth- 
ful aberrancy for at least 20 years. Dr. Andry, 
clinical psychologist in St. Thomas’s Hospital 
and lecturer in psychopathology at the Uni- 
versity of London, now questions this emphasis 
on the mother’s influence, contending that in- 
sufficient attention has been given to the 
shortcomings of the father. He supports his 
thesis with the results of a sample study of 80 
delinquent boys and of a control group of 80 
nondelinquent boys. Data were obtained 
through an elaborate questionnaire submitted 
to the boys and their mothers. 

Summing up his conclusions, Dr. Andry de- 
clares : 

It is understandable that a growing child 
who has not been grossly deprived of his 
mother’s affection feels entitled to receive at 
least an equal amount of affection from his 
father—in other words from both parents 
equally. If paternal affection towards the child 
is lacking, ill balance in the family structure 
must result. Under such circumstances it 
might be found, for instance, that the mother 
may try to compensate and unduly to protect 
the child from the nonloving father. Thus, a 
child who perceives his father in a negative 
way over a period of years may gradually not 
only develop hostility towards the father but 
may also at a given time start to project such 
hostility beyond the family scene on to the 
world at large. Some delinquent acts would 
seem to be meaningful if interpreted in this 
light. 

The well-adjusted boy thus appears to be 
one who, in addition to other qualities, has 
identified himself with a positive father figure. 
Conversely, where a boy has difficulty in iden- 
tifying himself with the father, a conflict is 
likely to occur that compels the boy to act out 
negatively outside the home. On this basis a 
form of delinquency is envisaged as a battle 
ground in which relationships are fought out 
between a boy and his father or between the 
boy and figures of authority in society. At 
the same time the boy in this situation is con- 
sidered to maintain at least some measure of 
harmonious relationship with the mother. 

The indications deduced from the study are 
that the role of the father is of great signifi- 
cance in the etiology of delinquency and that 
the supremacy of the mother’s role is ques- 
tionable as a universal feature. Therefore it is 
recommended that clinical guidance be pro- 
vided for both parents of the delinquent. 

The book has several useful components 
in addition to its description of the study and 
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its results. The 12-page questionnaire ‘used as 
a medium is presented as a ready im ent 
for further testing elsewhere, and a survey of 
the relevant literature and a bibliography pro- 
Be a convenient reference guide in a moot _ 
eld. : ; 
Dr. Andry modestly acknowledges his book’s 
limitations by describing it as a localized em- i 
pirical approach to the study of the child's 
perception of the role of both parents, as well à 
as a study of the parents’ confirmation of their 
own role playing. He expresses the endorsable 
hope that it will demonstrate the need for fur- 
ther research in a field of primary importance, 
Ratru S. Banay, M.D, 
New York, N. Y. ~ 
x 


My Name 1s Lecion. By Alexander H, Leigh- ~ 
ton, M.D. (New York: Basic Books, Ine, 
pp. 425. $7.50.) E 


This is the first of a projected three-volume: 
report on the Sterling County Study of Psy- 
chiatric Disorder and Socio-Cultural Environ- 
ment. These first 425 pages describe the foun- 
dations for a theory of man in relation to 
culture, thus being in a sense only an intro- 
duction to the subsequent volumes which 
should contain the findings and conclusions of 
the study. This is unforunate because the ™ 
Sterling County Study is one of the outstand- 
ing epidemiological enterprises in mental 
health today, and the many interested readers 
already familiar with previous publications and 
reports of the Sterling County data may find 
this disappointing reading. At the end of this 
lengthy preview the reader will agree with the 
author: “Let us have done with for instance 
and begin with instance.” 

It is not clear to whom this book is directed 
in terms of professional sophistication. The 
author takes great care that no point remains 
unexplained or undocumented by lengthy chap- 
ter notes which makes for some redundancy. 
The reader occasionally gets lost in detail, for 
instance when in the concluding comment of  ~ 
Part I on psychiatric disorder three main de- 4 
rivatives for psychiatric illness are listed, name- 
ly heredity, physiological factors and psycho- 
logical experience. No social parameter is 
mentioned in this summarizing statement al- 
though the explanation of the socio-cultural 
environment as a dynamic force in mental 
health and illness, of course, remains the ma- 
jor focus of this book and of the study. Be- 
cause of the extraordinary care and circum- 
spection the author takes in specifying his 
viewpoint, wherever controversial potential 
exists, there is nothing in the book with which 
anybody can disagree, but the many thought- 


168% dane Hat: “B00. 
Wy or Mee = cae FS 
C tuses “ced “Astentents” db Aot cosleste 


easily into a meaningful whole. The more nar- 
rative passages, on the other hand, are very 
well done, and weaving a few case histories 
through the material was a most fortuitous in- 
spiration. The book instills awe for the diffi- 
culties and complexities of epidemiological 
mental health studies, and this is all to the 
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J 5 STEPHEN FLeck, M.D., 
PE New Haven, Conn. 


C THE HOSPITALIZATION OF MENTAL PATIENTS, 

Offprint from Vol. 6, No. 1, of the Inter- 
` national Digest of Health Legislation. 
_. (Geneva: World Health Organization, 
= 1955, pp. 100. $1.25.) 


This publication deals with terminology, 

"methods of admission to and discharge from 

psychiatric institutions, safeguards and a sur- 

_ vey of tendencies in laws being drafted at the 

s of the publication. There are tables show- 

the countries in which the legislation was 

eyed. There are some noteworthy omissions 
ding the U.S.S.R. and China. 

K. G. Gray, Q.C., M.D., 
Toronto, Canada. 


OGIE IN DER Scawerz. By Franziska Baum- 
fos) (Münsingen : B. Fischer, 1961, pp. 


The sudden, rapid and extensive develop- 
ment of psychology in Western Europe in the 
years 1910-1930 presents a unique phenome- 
non of scientific evolution and cultural muta- 
_. tion. During those years psychology invaded 

-all realms of life: education, religion, law, 
_ business, military, politics, etc. One of the rea- 
sons for this cultural mutation was the advent 
= of psychoanalysis, another the development of 
a applied psychology and “psychotechnics.” Of 
all countries, the one where this psychological 
revolution occurred most dramatically and 
completely was Switzerland. Dr. Baumgarten 
_ deals with this period of Swiss psychology, but 
_ her book is more than just the record of one 
= episode of the history of science ; it goes be- 
= yond*the bare facts and shows what actually 

happened behind the scene. 

The role of Claparéde is revealed in its true 
light. Not only was he the founder of the 
famed Institut des Sciences de FEducation in 


experimental study of testimony, vocational 
counselling and industrial psychology. After 
him, however, the evolution of applied psy- 
chology in Switzerland took a rather unex- 
pected turn. 

Wilhelm Ostwald had already told in his 
book Great Men of university professors be- 
coming envious of their more brilliant disciples 
and managing to “sterilize” them and ruin 
their career. The intrigues surrounding the ` 
beginnings of psychoanalysis are well-known. 
Dr. Baumgarten’s book now shows how the 
progress of a branch of science can be slowed 
down and hampered by the mad ambition, 
jealousy, intolerance and meanness of some of 
its leaders. Claparéde’s pioneer work was kept 
under silence by some of those who were 
exploiting the gold mine he had opened. The 
new science was also bitterly resented by aca- 
demic psychologists—mostly professors of phi- 
losophy—who hated to be awakened from their 
“dogmatic sleep,” an attitude shared by several 
prominent psychiatrists (one of whom always 
spoke of “psychologists and other quacks”). 
On the other hand it was commercialized by 
a number of “engineers” who hastily organized 
psychotechnic institutes in order to sell their 
services and advice to industrialists and busi- 
nessmen. The few adherents of applied psy- 
chology who endeavoured to keep their in- 
vestigations along the line set by Claparéde 
were the objects of venomous attacks or, still 
worse, a deathly silence surrounded their work. 
An amusing and sad story is that of the or- 
ganization of the International Congress for 
Psychotechniques in Bern after World War II, 
with the fierce struggle for the chairmanship 
and vice-chairmanships and the ruthless in- 
trigues to eliminate certain delegates. 

Although Dr. Baumgarten does not mention 
Hermann Rorschach, her book is interesting in 
that it makes it clear why his test was received 
with such hostility. Whereas university psy- 
chologists ignored Rorschach as an outsider, 
the “engineers” understood before the others 
the practical possibilities of the test, where- 
upon academic psychologists branded the 
Rorschach test as being one of the methods 
used by the “charlatans.” 

Let us hope that Dr. Baumgarten’s book 
will contribute to further the institution of 
professional ethics among scientists. 

H. Ex.ensercer, M.D., 


Montreal, Canada. k- 
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MALPRACTICE RISKS CONFRONTING THE PSYCHIATRIST : . 
A NATIONWIDE FIFTEEN-YEAR STUDY OF APPELLATE 
COURT CASES, 1946 TO 1961 ' J 


WILLIAM A. BELLAMY, M.D.? 


To the best of my knowledge, this is the 
first analysis that has been made of appel- 
Jate court cases involving psychiatrists, and 
perhaps the first such study of any low risk 
group in medical practice.? 


PURPOSE 


In this paper I shall present data from 
published legal cases involving psychiatrists 
and make some conclusions from the trends 
that are observable in this low risk group. 
It is hoped that this study will alert the psy- 
chiatrist to the variety of risks with which 
he can be confronted, remind him of the 
need for continuing care and thoughtful dis- 
crimination in dealing with patients, and en- 
courage him to communicate more freely 
with colleagues and legal counsel. 


METHOD AND SOURCES OF INFORMATION 


All appellate court cases in our nation are 
abstracted and published at regular inter- 
vals in permanent volumes as public knowl- 
edge. References to these cases are classified 
and republished semiannually and decen- 
nially. 


1Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Il., 
May 8-12, 1961. 

2 450 Sutter St., San Francisco, Calif. 

8 For background information on medico-legal 
problems see Hawkins(19) who presents hazards 
in anaesthesia, and Sadusk(20) writing on other 
high risk groups in medical practice. 

For various specific problems in medico-legal 
matters, see Hassard(21) writing on prevention 
of claims, Morris’ treatise(22) on res ipsa loqui- 
tur, Overton’s article(23) on respondeat superior, 
and the outstanding address by Associate Justice 
William O. Douglas(24) in which he describes 
how the law has changed in respect to criminal 
responsibility of persons who commit a crime but 
who are mentally ill. Douglas emphasizes the 
need for continuing change and growth of legal 
practices and concepts to avoid the stultification 
and injustice that can result from rigidity in the 
law. 


In the 15 years from 1946 to 1961, 
fied under the heading “Tort Action, P 
sicians and Surgeons,” there appear 400 
500 references * of malpractice claims hav- 
ing reached the appellate courts. These 
stracts vary in quality, depending upon tl 
appellate court judge who wrote the report 
most are fairly complete, especially as to the 
legal requirements involved in each case, — 

To supplement the information, I secured” 
a brief from the attorneys both for def 
ant and plaintiff, insofar as was possible. 
In the majority of cases, the attorneys hon- 
ored the request for a brief or other in 
formation. In no case did a defendant - 
sician or sanitarium honor request for 
formation so this approach was aban 
early in the study. 

The advantages of securing app 
court cases for this analysis are: 1. Th 
cases are readily available in published 
stracts; 2. They constitute the important 
cases in establishing precedents within their 
legal jurisdiction by which older precedent: 
become modified and the legal trends are 
established (consequently, these are the 
decisive cases in any medico-legal study) 
3. They are fewer in number and have b 
carefully scrutinized by physicians and. 
torneys; 4. These cases demonstrate 
careful considerations contributed to 
co-legal problems by judges, attorneys: 
physicians in the preparation for trial 
appeal. 

The main disadvantage is that only 
out of 100 claims reaches the appellate 
court, as estimated by Sandor(25). Perhaps 
a study of the larger case material would re- 
veal trends not observable in the more select 
sample. However, this method would be 

1 The overall number of cases was not counted 
because of overlapning EE claims against 
ancilliary groups, such as chiropractors, 
midwives and so forth, are also included under | 
the “Physicians and Surgeons” heading. 
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= costly and there is no assurance that it 
= would bring out additional data of signifi- 
= cance, 


| CLINICAL-LEGAL FINDINGS 


I. Incidence 


Chart 1 illustrates for each 5-year period 
of this 15-year study the increase in number 
of psychiatric claims reaching the appellate 
courts in relation to the increase in number 
= of psychiatrists (as measured by enroll- 
ment in the American Psychiatric Associa- 
tion). 


t 


CHART 1 
Rate of Growth of APA Membership in Relation 
To Rate of Increased Incidence of 
Psychiatric Claims in Appellate Courts 


__ MEMBERSHIP, AMER. PSYCHIATRIC ASSOC.* 


NUMBER OF 
APPELLATE 
EAR MEMBERS EACHS5-YEAR MEMBERS, CASES EACH 
PERIOD AVERAGE 5-YEAR PERIOD 
945 5,645 1946-1951 4,750 3 
2 aa eee 1951-1956 7,200 5 
1960 12000 19561961 10,240 10 
(approx.) (approx.) 


* Approximately 3⁄2% of the APA membership are not from 
the United States, e.g., Canada, Mexico and other countries. 


~ Not until the last 5-year period of this 

_ study is there an indication that the in- 
= cidence of psychiatric claims is increasing 
more rapidly than the growth of psychi- 
atrists in the nation, In a previous com- 
munication I predicted(26) that as psy- 
chiatrists dealt with increasingly difficult 
cases in medicine and law, including com- 
plex social problems, the incidence of mal- 
practice claims was sure to increase. 


Il. Who Is Being Sued ? 


Of these 18 cases, a psychiatrist was in- 
=- volved in 13 cases (of which 10 were Fel- 
¥ lows and 3 were Members of the APA) ; 
© non-psychiatric physicians were involved in 
= 8 cases; and hospitals were involved in 
~ 9 cases. One Fellow of the APA was a 
Professor Emeritus of a large Medical 
School. The only office in the United States 
which cannot be sued is that of the Presi- 


dent. 


Ill. Types of Risks Encountered 

The types of cases encountered fall read- 
ily into 3 main groups, with only 2 cases 
remaining miscellaneous. See Chart 2. 


CHART 2 
Types of Risks Encountered in Psychiatry 
NUMBER OF 
GROUP CASES 
A. Problems of Treatment gr 
B. Problems of Commitment 6 
C. Problems of Suicide 1 
D. Miscellaneous 2 


* Seven of these 9 cases concern shock therapies. 


IV. Clinical-Legal Data : Case Reports 


At least 1 case of each of the 4 groups 
will be presented in detail, and the remain- 
ing cases summarized. These 18 cases are 
listed in order of their appearance in the 
bibliography(1-18). 

The 2 cases that are not shock therapies 
will be presented first. 


A. Problems of Treatment : 


Case 1. Hammer v. Rosen 181 N.Y.S. 2d 
805 (1959). A schizophrenic girl died after 
extensive treatment for many years which 
cost the family $55,000. The mother and 
the executors of the estate brought suit for 
breach of warranty of cure and for mal- 
practice for allegedly assaulting the patient 
during treatment sessions. 

In the trial court, New York, Harry A. 
Gair and Benjamin H. Siff, attorneys for 
the defendant psychiatrist, declared that 
since the psychiatrist had resisted the 
mother’s urgent requests to treat her daugh- 
ter and had referred the patient to a col- 
league for the first few months of treatment, 
and that further since he knew the patient 
had had 150 shock treatments in the prior 
10 years without benefit, it was highly im- 
probable that he would promise a cure. 

The mother testified that her daughter 
was not combative. However, the mother’s 
own diary contained accounts of the daugh- 
ter throwing dishes, and injuring family or 
servants. The mother testified that she saw 
her daughter was black and blue after 4 of 
the treatment interviews and further, when 
questioned, the defendant psychiatrist 
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claimed self-defense or else said that his 
method of treating schizophrenic patients 
was to beat them and “get the devil out of 
their brains.” Mr. Gair emphasized the 
incredibility that the psychiatrist ever 
talked in such manner. 

Two other witnesses testified that the 
patient was seen to emerge from a treat- 
ment session black and blue and with torn 
clothing. In no case was the psychiatrist 
seen assaulting the patient, nor was damage 
to the patient proved. 

The psychiatrist never testified because 
a dismissal was granted upon completion 
of presentation of the plaintiffs case. The 
plaintiff appealed. 

Court action: The New York Supreme 
Court, Appellate Division, sustained the dis- 
missal of the trial court, but Judge McNally 
wrote a minority opinion that alleged beat- 
ing of a patient would be prima facie action- 
able (without requiring expert testimony ). 

The plaintiff appealed to a second, higher, 
appellate court. 

Final action: The Court of Appeals of 
New York concurred with the minority 
opinion and the dismissal action of the trial 
court was modified to allow for re-trial of 
this case, which is still pending. 

Case 2. Powell v. Risser 99 A. 2d 454 
(1953), Wet pack treatments were followed 
by blisters on both hands, severe pain and 
eventual serious disability of both upper 
extremities. 

Plaintiff's attorney alleged wet pack treat- 
ments were cruelly administered, bracing 
the foot against the chest and pulling the 
wet pack too tight. The blisters were lanced 
by an unsterile pocket knife. 

The defendant’s attorney produced expert 
testimony that the mild infection of the 
lanced blisters healed promptly and had 
no causative effect upon subsequent dis- 
ability, Also, the wet packs were adminis- 
tered in accordance with “standard prac- 
tice” as described in a military manual. The 
cause of the disability was unknown, and 
although regrettable, the serious damage 
present was not a result of negligence. 

‘The trial court in Pennsylvania entered 
judgment against certain physicians. 


5 From p. 487 of the trial record, as quoted on 
p. 32 of the brief by defendant's attorneys. 


Final action: The Supreme Court 
Pennsylvania reversed the judgment 
absolved the psychiatrists, physicians an 
State Hospital. : 

The remaining 7 cases relate to shock 
therapies. 

Case 3. Farber v. Olkon 254 P. 2d 
(1953). “Unauthorized consent” (authoriz: 
tion signed by patient's father) for EST re 
sulting in fracture of both femurs promp' 
suit for malpractice. a 

The patient became schizophrenic when — 
19, and at 31 years of age EST was done — 
under father’s consent as nearest relative. 

Final action: Supreme Court of Cali- 
fornia held that where no legal guardia: 
appointed, the right to consent rests wi 
the parent ; absolvement of psychiatrist su 
tained. pe 

Cases 4, 5 and 6 illustrate the complete — 
change in the law as regards “enlightened — 
consent” within the brief 15-year perio 
of this study. ; 

Case 4. Quinley v. Cooke 192 SW. 
992 (1946). Fracture of the right hip during 
EST with final gross disability due to nor 
union of the fracture. 


concerned 2 main legal points : 1. Does th 
doctrine of “res ispa loquitur”® apply 
(As an example : a burn that appears at the 
site of a treatment in which a heating 
had been used.) The court held (p. 997, 
ibid.) : 
If we apply this rule of presumed negligence 
. in cases of this kind, the physician and 

surgeon would always be in’ fear th 
result of a scientific treatment knowing that 
he might have to defend his professional repu: 
tation in open court. 

This is still the generally accepted vie 
in this country; namely, to bar res ip 
loquitur in cases of fracture during shock 
therapies. A ; 

2, The Appellate Court judge inves' 
gated EST in medical journals and foun 
(p. 997, ibid.) : 


_ 6 It speaks for itself. 


J 
pt 
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ia treatment is something new in medical 
science. It originated in Italy in 1938... 
Due to its very recent origin, all knowledge 
of .. . the principle is necessarily limited to 
only a few experts. 


ierefore, the trial court was correct in 
exercising its discretionary powers in ac- 
cepting expert testimony from an ortho- 
‘pedic surgeon and not from another psy- 
chiatrist. Furthermore, since the surgeon 
testified that fractures were a very frequent 
plication, no malpractice is presumed 
rom the fact that a fracture occurred. 
Thus, the attitude of the law in 1946 was 
hat if it is well known that fractures com- 
nly occur in connection with EST, then 
ne patient suffers the risk along with the 
eatment. Unenlightened consent was not 
onsidered in this case which occurred 
ck in 1946, 
Final action: Supreme Court of Ten- 
ee, judgment in favor of defendant psy- 
trist was upheld, 
‘ase 5. Johnston v. Rodis 251 F 2d 917 
958). EST resulted in a broken arm, Res 
a loquitur was not allowed in the pre- 
heading: upheld by appellate court. 
‘However, the court held that the alleged 
nent by the psychiatrist that shock 
tments were “perfectly safe” if made, 
qualified in any way, might proper- 
und to be a warranty, and so sum- 
judgment (without a trial) in favor 
e defendant-doctor should not have 
granted. ‘ 
Court action : United States Court of Ap- 
-peals, District of Columbia: plaintiff is 
ranted a trial on basis of possible existence 
of breach of warranty. : 
This trial was held, The psychiatrist 


likely to be true than that of the patient. 
Final action of trial court : No breach of 

‘warranty was committed, and the psy- 

chiatrist was absolved.? 

Case 6. Mitchell v. Robinson 334 S.W. 

2d 11 (1960). Fracture of the spine from un- 
intended convulsion during insulin sub- 


TMr. Cornelius H. Doherty, plaintiff's attorney, 

wrote to me that he never would have brought 
this claim to trial if the psychiatrist had answered 
his letters. 
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coma. Jury awarded $15,000 damages. The 
psychiatrist appealed. 

The appellate court deliberated 2 main 
legal points : 

1, Unenlightened consent: The plaintiff 
claimed the psychiatrist had not told of pos- 
sible fracture as complication. The psychi- 
atrist testified he had fully explained all 
possible complications. Judge Barrett re- 
ferred to the Salgo v. Stanford University 
(27) ruling as being inconsistent within it- 
self, but recommended a statement by Mc- 
Coid(28) (p. 427, ibid.). 


. . . Serious objections may be raised to denying 
recovery where the reason for bringing action 
is failure of communication by doctor to pa- 
tient. The proper solution of this problem . . . 
is to recognize that the doctor owes a duty 
to his patient to make reasonable disclosure of 
all significant facts, ie. the nature of the 
infirmity (so far as is reasonably possible), the 
nature of the operation and some of the 
more probable consequences and difficulties 
inherent in the proposed operation. It may be 
said that a doctor who fails to perform this 
duty is guilty of malpractice. 


See later comment on ambiguity of this 
point. 

2. The trial jury received misleading in- 
structions because the trial judge referred 
to “sole cause” incorrectly. 

Final action: For the latter reason, the 
Supreme Court of Missouri reversed the 
verdict and granted a re-trial, which is still 
pending. 

Case 7. Eisele v. Malone 157 N.Y.S. 2d 
155 (1956). Action for personal injuries al- 
legedly caused by the malpractice of a psy- 
chiatrist in administering ESTs despite 
symptoms of spinal fracture after the first 
of such treatments, and by the negligence 
of private sanitarium for failure to provide 
x-ray facilities, 

The Supreme Court, Trial Term, New 
York City, entered judgment against the 
psychiatrist for $5,000, and against the 
private sanitarium for $25,000. They ap- 
pealed. 

Bondy and Schloss, law firm representing 
plaintiff, wrote that the case was settled out 
of court before the new trial started, but 
the amount of that settlement is held in 
confidence. f : 
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Case 8. O'Rourke v. Halcyon Rest 118 
N.Y.S. 2d 693 (1953). A fracture occurred 
from EST prescribed by the private psychi- 
atrist, and administered in a private sani- 
tarium. 

The trial court entered a judgment of 
unknown amount against the sanitarium and 
the staff doctor employed by them, and ab- 
solved the prescribing psychiatrist, 

Court action : Supreme Court, Appellate 
Division, Second Department, New York 
City, judgment reversed and new trial al- 
lowed against the prescribing psychiatrist. 

Final action : New trial, in which the psy- 
chiatrist was absolved. 

The last case in this group illustrates what 
might be a trend toward suits against hos- 
pitals rather than the physician, 

Case 9. Brown v. Moore 143 F Supp. 816 
(1956). Suit for wrongful death. The jury 
awarded $60,000 against the owners of a 
sanitarium ($25,000 in wrongful death and 
$35,000 in survival action). The latter was 
calculated from the patient being a steel 
worker, at $665 a month salary, who in 36 
years life exceptancy would have earned 
$370,000, of which the $35,000 survival ac- 
tion is considered a fraction. He left a wife 
and 3 children. 

The patient was hospitalized for anxiety 
neurosis. On the fourth day an EST was 
administered and convulsions produced. In 
keeping with accepted standard practice in 
that community, protection was provided 
for 2 hours during post-shock mental con- 
fusion. 

About 7 hours after shock treatment, af- 
ter lunch and a nap, the patient fell down 
a flight of stairs. He was unattended at the 
time, and the fall was not observed. The 
small award indicates the jury believed the 
fall to be an accident and not negligence, 
but Judge Marsh believed otherwise be- 
cause the patient was confused about the 
fall. 

The patient immediately complained that 
his neck was broken and that he was dying. 
There was immediate paraplegia of both 
legs and intermittent paralysis of one or 
both arms. Later there developed quadrip- 
legia, distension of the abdomen, inability 
to defecate, projectile vomiting and re- 
spiratory embarrassment. He died 4 days af- 
ter the injury. 


The psychiatrist called the local phy 
in consultation. Both doctors diagn 
hysterical paralysis. The patient was n 
placed in traction, nor were x-rays 
nor was a spinal tap perfi 

Autopsy reports : X-ray, post-mortem, 1 
vealed an anterior dislocation of the fou 
cervical vertebrae, 8 mm., on the 
cervical vertebrae, and a depressed fracti 
of the fifth cervical vertebrae. No blood 
found in the subarachnoid space of 
brain or spinal cord, and the pathologist 
served no evidence of injury to the s 
cord down to the second cervical verte 
The pathologist admitted that his exami 
tion would not disclose injury at the area 
the fourth or fifth cervical vertebrae. 

Defendants’ attorneys, Harold E. 
Camey and Milton W. Lamproplos, emp 
sized the expert testimony of a plaintiff's ” 
witness that a hemorrhage within the spi 
cord could produce these symptoms 
death. No blood would appear in the s 
arachnoid space, and immobilization of th 
head and neck would not have prevent! 
death from intracord hemorrhage. 
they claimed the plaintiff failed to sh 
alleged negligence of the psychiatrist to b 
sole cause for damage to the patient as 
quired by law in negligence action. 

The main issue before the trial co 


vate practice during 
tiffs attorneys plainly considered 
chiatrist to be an employee. They did 
even name him as a defendant nor did # 
call him to testify as a witness. 
Pennsylvania law holds that only a 
censed physician can practice medicine 
that for the doctrine of “resp 
perior” to apply, the sanitarium must hi 
privilege of supervising or directin, 
medical activities of the employee. Ot 
wise, the psychiatrist would be an 
pendent contractor.” ' 
On this basis, attorneys for owner. 
sanitarium, including their third party | 
fendant psychiatrist, moved for a di 
verdict or at least for a new trial ag 


the psychiatrist. f 
After the jury returned a judgment o 


N 
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$60,000 against the owners, Judge Marsh 
deliberated on the merits of the above 
motion. He stated (p. 822, ibid.) : 


_ These owners did not have a duty to do that 
which the law forbade . . . Indeed, it would 
have been unlawful and reckless on their part 
if they had attempted to perform these (medi- 
cal) functions. 


Final action, Judge Marsh, trial court : 
Jury judgment against the owners is con- 
trary to law ; and it is not allowed to grant 

a new trial against the psychiatrist since the 
_ plaintiff did not name him as a defendant. 
_ Jury award is, therefore, set aside. 

_ The plaintiff appealed. 
_ Deliberations of the United States Court 
of Appeals, Third Circuit, Judge Biggs, are 
of great importance to medicine ; 247 F 2d 
711 (1957). In their brief the plaintiffs at- 
_ torneys, Edward O, Spotts, Melvin M. Belli, 
and Theodore M. Tracy argued on a dif- 
ferent principle : the sanitarium advertised 
_ and the patient came there because of the 
= reputation of the sanitarium whereas the 
_ psychiatrists name was not even known to 
the patient. One legal opinion expressed 8 
was that an organization that advertises and 
operates for a profit carries a duty to pro- 
vide good care whether via its employees or 
otherwise, (This brings the case under the 
law of warranty rather than the law of 
negligence, ) 
Judge Biggs stated (p. 719, ibid.) : 


_... (the psychiatrist) could be regarded as 

having the status of an independent contractor 
_ in his relation to (owners of) the sanitarium 
= but in his relation to the patient would be 
= deemed to be an employee of the sanitarium. 


_ He further cited the precedent being es- 
| tablished by decisions such as that of Judge 
_ Fuld in 1957 in Bing v. St. John’s Episcopal 
Hospital(29) but without mentioning the 
minority opinion of Judge Conway who 
made a case for the small voluntary hos- 
pital which often operates at a loss year 
after year, and makes an important con- 
tribution to the community. The alternative 
would be larger state or business supported 
hospitals, not favored by Judge Conway. 


8 Belli, Melvin M. : Personal communication. 


ant 


Final action, United States Court of Ap- 


peals : Judgment reversed ; jury award of 
$60,000 against owners reinstated. 


B. Problems of Commitment : 


Case 10. Daniels v. Finney 262 SW. 2d 


431 (1953). A psychiatrist was told by a wife 
in the company of a minister of the gospel 
that her husband was combative following 
her confession to adultery with a hired hand 
employed at the husband’s dairy. The hus- 
band took her to confront the hired hand, 
shot him in the hand, administered a beat- 
ing to his wife, and thereafter accused her 
at intervals of adulterous relations with his 
father, with negro men and forced her by 
beatings to admit that 2 of their children 
were not his. 

The psychiatrist saw only a fleeting 
glance of the patient as he came by the 
office. On the history from the wife and 
minister, he diagnosed schizophrenia with 
paranoid trends, and gave a written state- 
ment to that effect to the wife, knowing that 
it would be used by her to have the husband 
committed. 

The husband brought suit for malprac- 
tice, wrong diagnosis, and for malicious 
prosecution. 

In order to demonstrate malpractice on a 
mistaken diagnosis, the testimony is re- 
quired (p. 434, ibid.) “of a doctor of the 
same school of practice as the defendant” 
that diagnosis is in error. 

Since the plaintiff failed to produce ex- 
pert testimony to this effect, a directed ver- 
dict in favor of the psychiatrist was re- 
quested and granted. 

The plaintiff appealed on the basis that 
no doctor-patient relationship existed in this 
situation and so the rule governing the 
proof necessary in malpractice was not ap- 
plicable. 

Final action : The Court of Civil Appeals, 
Galveston, Texas, held that suits for mali- 
cious prosecution are not favored by law 
and the plaintiff failed to prove lack of 
grounds to believe that patient was mentally 
ill. Directed yerdict absolving the psy- 
chiatrist was sustained. 

Cases 11, 12, 13, 14 and 15 constitute the 
remainder of this group, and they are all 
similar in that the examining physician en- 
joys an absolute privilege when acting as an 


i 
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agent in court proceedings for commitment. 
All were absolved. 

In 1900, Judge Morton presented the le- 
gal opinion very well in the often quoted 
case of Niven v. Boland(30), summarized 
as follows: It is not the examining physi- 
cian, but the judge or clerk of the court that 
commits the patient. The physician is act- 
ing as a quasi official, or at least at the ex- 
press request of the court. The privilege is a 
compromise between competing rights : the 
rights of the public to be protected, and 
the right of the individual to be protected 
against false statements, in which public 
rights are considered the more important. 
Furthermore, in order to arrive at true 
facts, the witness must feel free to speak 
without fear of being held liable (for 
malicious slander or false imprisonment). 

Naturally, the appellate court judges 
make it very plain that the law does not 
sanction cursory examinations, In one of 
the above cases, both of the examining phy- 
sicians (not psychiatrists) made a statement 
without having examined the patient at all. 
Such false statements are felonies, prosecut- 
able under criminal law, and subject to 
exemplary damages as well as a fine or 
imprisonment. 

Representative of these 5 cases from 11-15 
is the following case : 

Case 11, Bailey v. McGill 100 S.E. 2d 
860 (1957). A patient suffering from hemo- 
philia was given sedatives by the family 
physician over a protracted period. A men- 
tal examination for commitment procedure 
was done by 2 physicians, one of whom was 
a brother of the family physician. 

Suit was brought alleging that the family 
physcian maliciously perverted commitment 
proceedings to rid himself of a patient who 
was not responding to his treatment, that 
sedatives had been prescribed for a long 
period, and that the mental examination 
was cursory, ie., 5 minutes of questioning 
without allowing the patient to come out of 
sedation to become mentally responsive. 
Suit was brought for $100,000 compensatory 
damages and $50,000 punitive damages. 

Trial court granted demurrer in favor 
of all 3 physicians. 

The Supreme Court of North Carolina 
upheld the demurrer for the examining phy- 


sicians, but granted re-trial against 
family physician. if 
Re-trial ; Family physician was absolved, 


C. Problems of Suicide : y 


Case 16. Tisinger et al. v, Wooley 50 S.E. 
2d 122 (1948). A husband brought suit 
against both the sanitarium and psychiatrist 
for death from suicide by the wife and ` 
mother. The patient jumped from her 
seventh-floor room in the sanitarium. The 
plaintiff was unable to prove that a nurse” 
was not in attendance at the time of the 
fatal action. The lower court absolved both ` 
the sanitarium and the psychiatrist. The ~ 
plaintiff appealed against the referring phy- — 
sician only, alleging that he erred in select- 
ing this hospital because of inadequate” 
facilities to care for mental patients (a ` 
university hospital). j 

Final action; The Court of Appeals of ~ 
Georgia ruled (p, 128, ibid.) : i 


. it alleged that in the absence of a nurse 
certain things occurred, but it is nowhere al- = 
leged as a fact that the absence of a nurse was 
due to the defendant's . . . negligence ; it was 
not alleged that at the time of the tragedy — 
there was no nurse or attendant assigned to 
the patient. The allegation that no nurse or 
attendant was assigned to constantly watch 
and guard the patient does not suffice. Failure 
to have the patient guarded at a time when — 
failure amounted to nothing would not be ac: ~ 
tionable negligence if the patient was guarded | 
at a critical time, and would not be negligence ~ 
as to the defendant (i.e., referring physician) 
if a guard was assigned for duty by the hospital 
and neglected it. ; 


Referring physician was absolved. 


D. Miscellaneous : 


Case 17. Gasperini v. Manganelli 92° 
N.Y.S. 2d 575 (1949). This case illustrates a 
variety of charges against which a physician 
may have to defend himself. The multiple 
allegations are enumerated with the legal 
opinion on each, by the Supreme Court, 
Queens County, New York. 

Page 577, ibid., “. . . defendant demanded 
$8,350 . . . for which he would render cer- 
tain services ; that he did not render such 
services.” The court held : Physician is en- 
titled to collect fees for services 
if the patient is able to pay. 
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Psychiatrist started treatment upon re- 
erral from the family physician without 
staining psychiatric consultation. Court 
held : Absence of consultation was not neg- 
ligent. 
Psychiatrist allegedly forced the pa- 
tient’s wife to sign a statement that she 
ould not interfere with the treatment 
ither by the psychiatrist or the hospital. 
‘ourt held ; Allegation unsubstantiated. 
Psychiatrist signed a written statement 
bout the son but omitted “Jr.” after the 
name. The father sued for libel and slander 
ecause the written statement was pub- 
ed by the son’s wife. Court held : Abso- 
lute privilege of examining psychiatrist (see 
‘Case 11). ] 
_ Psychiatrist filed a demurrer because one 
of the plaintiffs was mentally incompetent. 
he court held: There is provision by 
ch suit can be brought ; demurrer over- 
ed. 
Final action : Psychiatrist was absolved. 
Case 18. Bullock v. Parchester Hospital 
Y.S. 2d 117 (1957). Personal injuries 
ned by a practical nurse hired to 


ychosis resulting from fever and seda- 

The trial court awarded judgments, 

not stated, against both the phy- 

ian and the hospital. 

The Supreme Court of New York held 
that if the hospital and/or doctor did not 

the patient would become combative 


pect a higher duty of care from a psy- 
 chiatrist. 
_ Final action: The court absolved the 
hospital but granted a new trial against the 
physician. Physician’s attorney, Solomon Z. 
Ferziger, wrote that the plaintiffs are not 
yet ready for the new trial, after 3 years, and 
predicted that failing to prosecute would 
most likely bar this case from re-trial. 


V. Summary of Findings 
In Chart 3 the 18 cases are rearranged in 
chronological order and the essential find- 
ings are summarized. 


VI. Further Observations and Trends 


In the first 10 years of this 15-year study, 
all the psychiatrists and hospitals were ab- 
solved. Only in the last 5-year period do 
the appellate courts begin to sustain the 
judgments against defendants. 

Problems of therapy, especially shock 
therapies, still carry the greatest risks both 
as to psychiatrist and hospital. 

A higher duty of care is expected of a 
psychiatrist in psychiatric matters in recent 
years as his talents are more frequently 
utilized in difficult medical cases as well 
as in legal and social problems. 

Claimant’s attorneys have been attempt- 
ing in recent years to by-pass the law of 
negligence. Two such attempts are: 1. 
By invoking res ipsa loquitur® (generally 
unsuccessful as attempted in psychiatric 
cases); or 2. Employing “unenlightened 
consent” or “breach of warranty” as the 
basis for claims by which the case de- 
volves to the word of the patient against the 
word of the psychiatrist. Thus the need for 
expert testimony is by-passed. 

However, a note in the patient’s record 
describing the reasons for the course of 
treatment decided upon and outlining what 
was said to the patient, or relative, will be of 
great value in the physician’s defense, pro- 
vided that he uses due care according to the 
standards of usual practice in that com- 
munity. 

Hospitals are losing a certain degree of 
immunity from claims for damages which 
they enjoyed up until very recent years, 
contingent upon holding the hospital to a 
duty—a warranty—to provide competent em- 
ployees. 


CoMMENTS 


1. False assurance might be gained from 
the few, and the relatively low amount of 
awards among these 18 cases. It should be 
remembered that the more obvious errors, 
with resultant damage to the patient, are 
likely to be settled out of court and there- 
fore do not appear in this series of appellate 


Chronological List of 18 Cases, Indicating The Year, Jurisdiction, 
Nature of Claim and Action in Courts 


YEAR JURISDICTION NATURE OF SUIT TRIAL COURT 


1946 Tennessee Fracture, Absolved—Ho * 
negligence Allow appeal—Ps 
1948 Georgia — Suicide in Ho Absolved—Ps, Ho Sustained 
1949 New York Multiple misc. Absolved—Pn Sustained 
1953 New York Shock, Award: Pn, Ho Reversed : 
negligence Absolved—Ps Re-trial—Ps 
ji (amt. unknown) (absolved) 
1953 California Unauthorized Absolved—Ps Sustained 
consent } 
1953 Pennsylvania Injuries, Awards—Ps, Pn, Ho Absolved—all 
wet pack (amt. unknown) 
1953 Mass. Examination Absolved—Pn Sustained 
negligence 
1953 Texas Diagnosis from Absolved—Ps Sustained 
history by wife 
1956 U. S. (Penn.) Wrongful death $60,000—Ho $60,000—Ho _ 
1956 New York After fracture, $ 5,000—Ps Re-trial (settled 
shocks contin. $25,000—Ho out of court, 
amt. unknown) 
1956 Maine Examination Absolved Sustained 
negligence 
1957. New York Cardiac patient Awards—Pn, Ho Absolved—Ho 
assault nurse (amt. unknown) Re-trial—Pn 
(still pending) 
1957 N. Carolina Examination Absolved—Ps, Pn Sustained 
negligence 
1958 U. S. ` Warranty of Absolved in pre- Trial granted 
(Dist. Col.) no danger trial hearing Absolved—Ps 
1959 New York Alleged assault Absolved—Ps Ist: Sustained 
2nd : Reversed, 
; Re-trial (pending) 
1959 Maine Examination Absolved—Pn, Ho Sustained , 
negligence 
1959 U.S. Examination Absolved Sustained 
(Ohio) * negligence ; 
1960 Missouri Warranty of $15,000—Ps Re-trial granted 
no fracture "(still pending) 


* Code: Ps—Psychiatrist. 4 
Pn=Physician (i.e., not a member of APA nor a diplomate of American Board of Psychiatry and Neurology) 


Ho=Hospital or sanitarium. 


court cases.!° To the psychiatrist against 


Ra small comfort to know that he is 
10 The policy of the A.M.A. is expressed in a risk group in medical pra j 

statement endorsed by their “House of Delegates” 

in 1957 as follows: “In the interest of the public 

as well as the profession, physicians who have 

_demonstrated that they are careless, incompetent, 

or unethical in the treatment of patients should be 

dealt with effectively through medical society, state _ 

licensure and hospital disciplines to prevent the — 

recurrence of patient injury.” The APA ascribes _ pre 

to this same poli fees! ft sie 
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_ me that he would not have brought the case 
to court if the psychiatrist had answered 
his letters (although we do not know exact- 
ly what the psychiatrist or his counsel was 
_ requested to answer). Who can tell how big 
a price the physician or hospital owner may 
be paying when he fails to communicate 
with colleagues or legal counsel in areas of 
mutual concern? For years the physician 
has utilized the advantages that accrue from 
preventive medicine and it is hoped that 
this paper may encourage the utilization of 
_ “preventive law.” 

3. Generally, the courts have demon- 
strated sincere interest and considerable 
energies directed toward seeking justice in 
most, if not all, of these cases. In many 
_ instances the courts grasped the nature of 
particular problems confronting the psy- 
chiatrist, and have made some allowances. 

4. Nevertheless, I believe that in these 
8 cases there can be seen 2 areas of am- 
biguity in the law from which potential in- 
justice to the physician might accrue. Both, 
closely related, pertain to renewed attempts 
on the part of some attorneys to by-pass the 
law of negligence and will be discussed to- 
gether. 

(a) An implied promise of cure invites 
a claim for alleged breach of warranty 
(cases 5 and 6). 

(b) Suit for assault and battery may be 
brought for alleged unenlightened consent. 
The contention of the law is that if the 

patient did not possess sufficient knowledge 

upon which to base an intelligent consent, 
this amounts to no consent, and the phy- 
sician has “assaulted” the patient. 

In Case 6, a statement is quoted by Mc- 
Coid which Judge Barrett advances as clear 
instruction to the physician concerning his 
duty to the patient as regards enlightened 
consent, However, I believe that the quali- 
fying phrase “. . . in so far as possible. . .” 
unequivocally leaves the matter within the 

i discretion of the treating physician. I be- 
; lieve this is as it should be. 

It is tempting to declare that if the law 
is to expect from the physician a “higher 
duty of care,” it must provide a “higher duty 
of instruction.” But can the law do this ?!* 


Te oe 


11 Mr, Howard Hassard gives one legal opinion 
(personal communication ) that with each new 
trend in the law, it takes time before the ground 


If the law could do so, would not medicine ~ 
become less of a profession? For a phy- 
sician, who is a member of a profession, to 
carry discretionary powers is not asking too 
much. 

Ethics are closely related to the law. I 
believe that the issue discussed above 
emphasizes the constant need for the phy- — 
sician to be thoughtful of his patient’s indi- 
vidual needs, to exercise his best skill, good 
judgment and fine discrimination at all 
times, and to be tactful and considerate with 
each patient, including his relatives. Good 
judgment can not be legislated. ) 


CONCLUSIONS 


It is remarkable that this small series of + 
clinical-legal psychiatric cases reflects nearly 
all the legal trends relating to malpractice 
found within high risk groups in medical 
practice : eminence is no protection against | 
being sued for negligence ; the courts are 
expecting a higher duty of care from the 
psychiatrist as the specialty gains status in 
the eyes of medicine and law ; awards are 
beginning to appear against psychiatrists, 
and in increasing amounts ; claims on the — 
basis of unenlightened consent and breach ~ 
of warranty are beginning to appear; the ~ 
law of warranty, generally, is being applied ` 
in more cases ; and the relative immunity ~ 
from negligence action formerly enjoyed by — 
hospitals (including charitable organiza- 
tions) is rapidly being lost, if recent court — 
decisions continue to prevail. j 
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G. Wise Rosson, JR., M.D. (Kansas City, 
Mo.).—I have a personal interest in Dr. Bel- 
lamy’s paper because I am Case No. 6. For ~ 
further information, this case was retried or 
April 10, 1961 and the jury unanimously fe 

for the defense. Thus Case No. 6 joins No. 5 as 
a victory for the defendant psychiatrists, w] 

failure to tell patient of potential danger was 
the point of issue. 


second trial, where there was o 

namely: did we tell the plaintiff that there 

were dangers, the jury believed that we did 

The results may be appealed and Dr. K 

may have one more case for his records. > 
I wish to add that I also qualify as Case No 


X and Case No. Y, not included in this report. 
In 1952, we lost the case of Stallman vs. 
Robinson, a suicide case. The judgment was 
$9,000 to the husband of the deceased. It was 

ypealed and our Supreme Court ruled that it 


in Case No. 16. The problem in this case was 
that in Missouri, suicide of a mental patient 
is not a matter of malpractice but a matter of 
public liability. This was established in the 


door as my associate, Dr. Hines, was 
ving our maximum security ward, ran down 
half-flight of steps and dropped out a window 
ors up, to a concrete driveway. He suf- 

d multiple fractures and many other in- 
which for some reason not yet under- 

d were not fatal. The jury awarded $35,000 

e trial judge ruled that he could find no 

ity, reversed the jury and found for the 
ants. The plaintiff appealed. At the 
hearing before a panel of the Supreme 
jourt, the panel voted 2 to 1 to reverse the 
judge. But the minority opinion of one 


cerned, one win, one loss and one draw, a 

record not as good as Dr. Bellamy’s combined 
8 cases. 

While these 3 cases alone might qualify me 

the unenviable position of being the most 

trist in the United States, there 

a fourth case that never came to trial. 
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associates and partners took care of these ~ 
patients and I had no professional contact 
with them. My associates and partners were ~ 
not negligent in these cases, but the plaintiffs < 
t so. E 
The point is that as senior partner I was ` 
considered responsible for the actions of my ~ 
associates, even though I had never seen the 
patients. This is an important point to be re- | 
membered by every senior physician. The ~ 
senior officer in every organization is legally 
responsible for every act of his juniors, both ~ 
of omission and commission. b 
Dr. Bellamy has pointed out that these suits — 
may be increasing in number and certainly 
judgments against the defendant psychiatrists — 
are increasing. It behooves every psychiatrist 
to take a good hard look at his own modus ~ 
operandi and the techniques of his associates 


and juniors and to bring them into conformity ~ 


with modern legal practices. Things that were 
acceptable 20, or even 5 years ago, are no 


longer so in today’s courts. Every established A 


psychiatrist who has never retained an attorney 
to advise him as needed has a fool for an — 
advocate. f 

We are no longer immune. We are con- 
sidered in the eyes of the layman to be busi- 
ness men and, as such, we are responsible to 
the law. 

The Mitchell decision by the Missouri Su- 
preme Court, Case No. 6, and a similar one in 


Kansas, have created considerable consterna- 


tion in medical circles throughout the country. 
We made the front page of the A.M.A. News 
and have been referred to in several papers. 
Many doctors have interpreted these decisions 


to mean that we must go into all the gory — 


details of all possible complications. This is 


- not true. 


Dr. Bellamy is to be congratulated for bring- — 
ing this problem to our attention and for or- — 
ganizing his material so well. 


EVIDENCE FOR A CONGENITAL FACTOR IN 
MALADJUSTMENT AND DELINQUENCY 


D. H. STOTT, M.A., Pu.D.1 


The discrediting of Lombroso’s theory of 
a hereditary atavism as a factor in criminal- 
ism and the genetic implausibility of the 
simple inheritance of lawbreaking behav- 
iour have led to the assumption that “con- 
stitutional” or congenital factors may be dis- 
counted. This approach -has been strength- 
ened by the tendency over the past 
generation to write down the instinctive 
elements in human behaviour. 

The reopening of the question of innate 
propensity to delinquency requires first a 
clarification of the concepts and terms used. 
“Inherited” implies that the phenomenon 
appears as the fulfilment of a process of 
development prescribed by the genetic 
constitution of the individual, as determined 
at the fertilization of the ovum. On the 
other hand, “congenital” merely implies 
that the antecedents of the condition date 
from birth or before. That is to say, it 
embraces factors operating during gestation 
or delivery. It does not exclude hereditary 
factors: in effect there is an authoritative 
body of work in experimental biology show- 
ing that the manner and extent of prenatal 
insult depends upon the genetic constitu- 
tion both of the foetus and of the mother 
(Landauer and Bliss 1946, Clarke Fraser, 
et al., 1954), A genetic tendency to a par- 
ticular malformation may thus become 
manifest only undér conditions of gesta- 
tional stress; this form of interaction be- 
tween hereditary and environmental factors 
has been named facilitation (Malpas 1937). 
The facilitation of hereditary tendencies to 
behavioural abnormality has not been 
demonstrated, but there is no reason to 
suppose that it is an exception. 

In view of the close association in human 
beings of mental defect and behaviour dis- 
turbance there can be no doubt that the 
latter may also be congenital. One type of 
personality defect—that of “unforthcoming- 
ness” or impairment of motivation—has been 
found to be related to stress during the 


1 Psychology Department, Glasgow University, 
Glasgow, Scotland. 


pregnancy, and in particular to such as oc 
curred during the later months(17, 18). D 
organized motivation was similarly found by 
Pasamanick and co-workers(8) to be related 
to complications of pregnancy. Thomp- 
son(22) found that the offspring of rats” 
subjected to anxiety during pregnancy — 
suffered from poor motivation analogous to 
“unforthcomingness.” i 
The careful observational study of th 
behavioural concomitants of brain damag 
by Gollnitz(5, 6) is of importance for 
concept of a congenital propensity to de- 
linquent breakdown. Among the forms o; 
personality defect characteristic of such — 
children he mentions tendencies to excita 
bility, overreaction to unfavourable condi- — 
tions, impulsiveness, failure of the inhibitory 
mechanisms, loss of motivation and o: 
neural stamina. i 
In a study of the motivation of delinquent — 
acts among approved-school boys in Britain 
the writer(13) distinguished 5 “immediate — 
impulses or states of mind which drove the — 
boy to commit his offences.” These were ` 
avoidance excitement, or a retreat from un- ~ 
bearable anxiety into substitute emotio i 
hostility arising from feelings of being re 
jected ; delinquent attention—the teste 
parental loyalty by delinquency ra 
than continuing in a state of insecurity 
removal urge, or flight from the anxiety 
creating situation usually taking the form of ~ 
the commission of offences with the uncon- ~ 
scious purpose of being “put away”; and ~ 
inferiority compensatiogg arising from fe 
ings of being unwanted. The main con- 
clusion of this study was that “delinquent- 
breakdown is an escape from an emotional ~ 
situation which, for the particular individual 3 
with the various conditionings of his back- 
ground, becomes at least temporarily un- 
bearable.” At the time this study was made — 
the writer recognized that individual chil- 
dren may react differently to simil 
environmental vicissitudes, but, along with 
the general opinion of the time, regarded 
these individual differences as arising fro 
ši me 781 


__ yaried childhood experiences. On the other 
~ hand Burt insisted upon a factor of tem- 
perament or general emotionality which was 
innate, upon which, however, he did not 
elaborate. From the more recent studies by 
Géllnitz and others quoted above it would 
seem to follow that a child who has suffered 
congenital impairment of temperament 

would be more likely to find family inse- 
curity of a given degree unbearable than a 
~ child of stable and robust temperament. 
_ Among the forms of breakdown (hostility, 
anxiety displacement and avoidance, flight 
from the situation, etc.) many would lead 
o lawbreaking. Thus it is plausible to argue 
_ that certain children, by reason of con- 
_ genital damage of temperament, have been 
rendered delinquency prone. It should also 
be mentioned that the hypothesis put for- 
ward by Bowlby(1), that early separation 
from the mother often had the effect of 
making the child an “affectionless charac- 
ter” and thus delinquency prone, was not 
confirmed in the later study(2). The present 

writer found no preponderance of the sort 
of maladjustment which might be termed 
antisocial behaviour among children who 
had been in hospital during their first 2 


behaviour disturbance is the result of a 
faulty postnatal conditioning, and the pos- 
sibility of congenital factors, even among 
children of normal mental ability, must be 
considered, 

_ The difficulties involved in establishing 
_ the congenitality of behaviour disturbance 
are nevertheless very great. In the individu- 
„al case the likelihood of such is strength- 
ened if some sort of abnormality of behav- 
iour, not necessarily of the type observed 
in the later childhood, is reported during 
the first months of life and continuously 
thereafter. If the behaviour disturbance is 
seen as part of a syndrome either of preg- 
nancy, multiple impairment(15)—mental 
subnormality, susceptibility to common 
infections, delayed growth, congenital mal- 
formation—or of brain damage—epilepsy, 
motor impairment, strabismus, speech de- 
fect, organic dysfunction, failures of homeo- 
stasis—its organic origin (or congenitality 
in the absence of postnatal trauma) is 
rendered more likely. The present article, 
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however, is concerned with general epi- 
demiological evidence for a congenital fac- 
tor in the behaviour disturbance of boys 
nearly all of whom would be within the 
normal range of intelligence and attending 
state schools. 

From an analysis of official records of 
boys and young men appearing before the 
courts in England and Wales between 1949 
and 1957, Wilkins (1960) showed that 
those born between 1935 and 1942 had a 
heightened delinquency proneness. The 
percentages by which the crime rate for 
each 2-year group was greater or less than 
the expected rate are shown graphically in 
Figure 1. It is seen that the rates for females 
follow closely that for males, except at the 
extremes where the rate would be based 
on a single year at risk, Since the official 
returns merely reported that a child was 
so many years old at the time of the court 
appearance, which could occur at any time 
of the year, the dates of birth had to be 
given in the 2-year spans. 

The figures as calculated by Wilkins for 
all age groups give the impression that the 
wartime influence operated at its maximum 
postnatally, while the children were be- 
tween 3 and 7 years old. Closer examination 
of the figures shows that the higher rate 
among those males born between 1935 and 
1938 inclusive is accounted for almost en- 
tirely by their greatly increased delinquency 
proneness when they were 18 to 21 years 
old. It is hardly feasible to attribute such 
a late adolescent outbreak of unsettledness 
to the events of early childhood. With this 
view Wilkins agrees, pointing out that the 
phenomenon amounted to a greater ten- 
dency to crime among older adolescents 
during the years 1954-7. This was in fact 
the height of the “Teddy Boy” period, and 
the truth may be that this style of dress, 
which became associated in the popular 
mind with criminalism, led to more strin- 
gent measures being taken by the police 
and a consequent rise in convictions of 
older youths during this period. (There 
was also an anomalous fall in the crime 
rate for 8-year-old offenders from 1952 
onwards which was quite evidently due 
to a tendency to deal with such children 
under “fit person” orders or otherwise under 
the Children’s Committees rather than 


` Per cent divergence from expectation 


Year of birth Coverlapping two-year spans? 


bring them before the court. ) 

The effects of early neural lesion tend to 
lessen over the years of the childhood, 
especially when the damage or maldevelop- 
ment is relatively mild. If, therefore, con- 
genital damage or other impairment is a 
factor in delinquency one would expect 
this to be most evident among younger 
delinquents. To test this hypothesis the 
present writer recalculated from Wilkins’s 
tables the percentage divergence from the 
expected rates separately for males between 
their 8th and 14th birthdays, and from 
then until their 21st. The results are shown 
in Figure 2. (It was not possible to do the 
same for females as Wilkins does not pub- 
lish the detailed tables for them.) It is 
seen that for the 14-21 year group there is 
no tendency at all for those born during 
the war years to be more delinquency 
prone ; the greater proneness of the 1935-7 
group has already been explained. For the 
younger group the rate for the years 1935-7 
years was below expectation. That the rise 
for them seems to begin, even though in 
a small way, during 1937-8 is understand- 
able when it is borne in mind that about 
half of these delinquents would have been 


born during the latter year, which was 
of semi-war conditions. The p 

of 1940-1 corresponded to the worst 
of the war as far as Britain was con 
And whereas the peak rise above exp 
tion as calculated by Wilkins for the 
age range of 8-21 years was only 
that for the 8-14 year group was 


This points to a much more specific in 


fluence confined to children born 
severe war conditions. Such a distribu 
is therefore consistent with the hypo' 
that the greater delinquency pronene: 
males born then was due to their 
suffered congenital impairment of tem 
ment. fi 
This hypothesis would be stren 

if it could be shown that other el 

the pregnancy/multiple impairment — 
drome have been found more freq 
among children born d 1 
years. In Britain relevant aes 


mingham hospitals rose sharply wine 
1938-9, reached their highest level 
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-calculated from Wilkins 1960. 
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+40- 
+30- 


+20- 


_ the years 1940-1943, and fell thereafter 
steadily to below the prewar level, They 
inted out that this wartime rise could 
t be explained by 
the birth rank of the children born during 


death rates from malformation of infants 
during their first 4 weeks of life per 1000 
births of each sex, These are shown graphi- 
cally in Figure 3. The peak during the 
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early war years is very similar to that of 
delinquency proneness in boys from 8-14 
years as seen in Figure 2; since the mal- 
formations were congenital, this similarity 
makes more feasible a congenital origin 
for the delinquency proneness. 

If the behaviour disturbance of which 
delinquency is a feature has in part a con- 
genital origin, one could postulate, on the 
basis of a syndrome of pregnancy/multiple 
impairment, that disturbed delinquents 
would be more likely than the stable to 
suffer physical ill health, defect or abnor- 
malities of growth. Ferguson(4) found sig- 
ificantly more undersized boys in his de- 
uent group compared with his controls, 
even among those coming from good stand- 
ard homes. Of this he could offer no 
explanation, the observation that delin- 
quents tend to be shorter in stature being 
previously attributed to their coming from 
underprivileged social groups. 

The study of those boys put on probation 
during 1957 in Glasgow(19, 20) offered an 


opportunity for testing this relationship be- 
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tween behaviour disturbance and physical showed that some 46% of the probati 

inadequacy. The former was assessed by but only 7.7% of the controls, were n 
the Bristol Social Adjustment Guides(14, justed. The criterion for maladjustm 

16) filled in by the school teachers. These 20 or more adverse behavioural ind 


TABLE 1 
A. Probationers 


Score on Bristol 
Social Adjustment Guides 
(high for poor adjustment) 


10-19 


Total in group (414) 

No. with respiratory 
disease t 

No. with other 
ailments 


1269<.001 
631<02 o 


No. with physical 
defects 


- No. with bad eyesight 
(other than squint) 


No. with growth 
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Between 10 and 19 indications were held malformation. “Bad eyesight” included all 
_ to indicate “unsettledness,” and 0-4 stable forms of such, apart from squint, of which ~ 
personality. The intermediate zone of 5-9 the school had knowledge. “Abnormality | 
= was also regarded as within the normal of growth” included all boys marked by | 
‘range. the teacher as “diminutive, very fat, very — 
__ Data as to physical ill health, defect and. thin.” As with the physical illnesses and — 
abnormality of growth were similarly pro- defects no child was counted more than 
vided by the schools. Similar information once in this general category even though — 
_ was obtained for control boys born on the both “diminutive” and “very thin.” 
same or nearest dates attending the same The number of children affected within ` 
schools. Ill health was grouped under two each category and the percentage incidence _ 
main headings, “respiratory disease” and by social adjustment grades is given for — 
‘other ailments.” “Physical defects” covered the 414 probationers and 404 controls in 
quint, bad hearing, poor co-ordination, Table 1 and Figure 4. Since the first sig- 
pastic conditions, speech defect, congenital nificant differences uniformly occur from 


B. Controls 


5-9 10 or over 


104 114 
No. with respiratory 7 21 26 11.61<.001 2.37 
disease 9.1% 20.2% 18.1% 
No, with other 9 13 18 9.91<.01 2.94 
ailments 4.8% 14.2% 15.8% 


No. with physical 8 8 19 8.30<.01 2.88 
k 4.3% 717% 16.7% 
y not 
o. with bad eyesight 11 13 10 2.81 sig. 179 
5.9% 12.5% 8.8% 
6 8 17 9.64<.01 3.55 


7.7% 14.9% 


C. Probationers and Controls 


0-4 


10-19 20 or over 


Total in group (818) 231 157 213 217 
No. with respiratory 21 26 40 68 36.60 <.001 


disease 9.1% 16.6% 18.8% 31.3% 

No. with other 13 18 28 55 37.53 <.001 
ailments 5.6% 11.5% 13.2% -25.4% 

No. with physical 8 10 16 31 18.96 <.001 
defects 3.5% 6.4% 75% 14.3% 

No. with bad eyesight 12 17 22 31 10.46 <01 
other than squint) 5.2% 10.8% 10.3% 14.3% 

No. with growth 10 10 25 32 14.25 <.001 
abnormality 4.3% 6.4% 11.7% 14.8% 


* Social Adjustment Scores grouped as follows : 

j probationers, 0-9 and 10 or over, 
controls, 0-4 and 5 or over, 
both combined 0-4, 5-19, 20 or over. 
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FIGURE 4 
Behaviour Disturbance and Physical Conditions 
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a social adjustment score of 10 for proba- 
tioners but of 5 for the controls, different 
groupings are used for each, but for both 
combined the 0-4 and 5-9 categories are 
shown separately. 

It is seen that the incidences of all the 
above conditions rise consistently with the 
number of symptoms of behaviour dis- 
turbance. The tendency is equally apparent 
in the delinquents and in the controls, and 
with both combined the trends are highly 
significant. Even where for each group 
separately the x? falls below the level of 
formal significance, this is due to insufficient 
numbers, The last column in each table 
gives the relative proportion of boys affect- 
ed above and below the critical social ad- 
justment score (e.g, for the probationers 
the percentage incidence of the defect 
found at a score of 10 or more divided by 
that found between 0 and 9). Only in one 
instance—that of bad eyesight among. the 
controls—is the defect less than twice as fre- 
quent among the poorly adjusted. 

Before these associations between physi- 


FIGURE 5 =i 
Behaviour Disturbance and Physical Conditions in Homes 
of Adequate Standard Only 
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cal conditions and behaviour disturbance 
can be accepted as evidence of a congenit 
factor in the latter, some alternative €. 
planations must be considered. The first is 
that inadequate living conditions or cultura 
background were the common factor. In | 
so far as such tended to produce congenital 
damage in the form of malformation or 
impairment of health and growth, and also 
congenital neural impairment likely to 
produce behavioural aberration, this would. 
be in accordance with the hypothesis. Th 
true alternative would be i 
conditions rendered these 
etc., and also maladjusted, postnatally. 

In order to have the basis for an ob- 
jective assessment of the cultural grouping, 
in the anthropological sense, to which 


tural group earlier used by the present —— 


I Family are getting along on a low stand- 
d, “instinctual” mode of life. 


ing-class standards but does not aspire to 
_ rise in social scale. 
Standard conscious and socially aspiring. 
_ Groups I and II may be described as 
aving inadequate, and groups III and IV 
adequate, standards of hygiene, home man- 
gement and budgeting. A family was 
placed in a cultural category either when 
the majority (5 out of a possible 9) of the 
lications fell in one of the above 4 
categories. Any remaining unclassified were 
"treated as “inadequate” if 7 indications fell 
in I and II, or if all 9 fell in I, II and 
[II ; the “adequate” grade was composed of 
those families qualifying for III or IV or 
combination of the two. Within the latter 
_ were 231 probationers, and the above as- 
sociations were calculated for them alone, 
thus eliminating the factor of adverse living 
standards. Comparison of Table 2 with 


observed among probationers irrespective 
of social group. It is somewhat less marked < 
for the two categories of ill health, although © 
the ratio of poorly to well adjusted boys 
affected remains above 2:1. There were ~ 
remarkably few physical defects among the ~ 
“adequate” group, but these were concen- ~ 
trated among the behaviourally disturbed, = 
which is consistent with the hypothesis tha 
both the physical defects, and the behav- ~ 
iour disturbances were mainly the result of — 
prenatal factors. The percentage incidences 
of the various physical conditions for all ~ 
probationers and for those living in an ~ 
adequate social environment are illustrated ~ 
in Figure 5. ' 

A second alternative explanation might 
be that the behaviour disturbance repre- — 
sented a compensation, on Adlerian lines, 
for the inferiorities and frustrations gener- 
ated by the physical impairments. That 
such reactions are sometimes observed 
cannot be denied, and indeed the teachers 
completing the Bristol Guides described — 
two typical cases in their supplementary — 
notes. 


TABLE 2 
Probationers Living in Homes of Adequate 
Social Standard 


Score on Bristol Social 
Adjustment Guides 
10-19 


77 92 
15 22 
vane nts 19.5% 23.9% 
with other 7 12 16, 
ailments 15.5% 17.4% 
4 6 
; 5.2% 6.5% 
< No. with bad eyesight 6 10 
7.8% 10.9% 
No. with growth 4 7 16 
abnormality 9.1% 17.4% 


2.26 


2.06 


3.68 


1.96 


2.12 


_ Table 1 shows that there is a generally 


The first was of tally subnormal boy 
lower incidence of ill health among the EL Aaa 


of 12% who was a cripple as a result of cerebral 


probationers coming from the “adequate” 
or superior homes. But within this group 
“the tendency for poorly adjusted boys to 
suffer from the above physical conditions 
holds good, and is of the same order as that 


palsy. His class teacher wrote of him: “This 
boy is pathetic in his desire to get on, in spite 
of both mental and physical handicap . . + 
Equally pathetic is his desire to play football- 
and to do so as well as the strongest, most fit 
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boy.” Not only was he not delinquent, but 
was rated as “very stable” on the Bristol Guides, 
the only two adverse behavioural indications 
marked for him being “over-eager to greet” 
and “very anxious to do jobs,” which by them- 
selves would not suggest unsettledness. The 
second boy, of 15 years, was also mentally 
subnormal, and unable to play any ball games 
owing to his poor muscular co-ordination. He 
reacted rather differently, by avoiding the 
frustrating situation, but compensated by serv- 
ing as secretary to the school football club. 
With a total adverse score of two items of 
“unfor hee he was also rated as “very 
stable.” 


It would seem, then, that if there are no 
other elements of instability present the feel- 
ings of frustration are kept within the limits 
of normality. Since the Bristol Guides are 
not framed to differentiate the various types 
of good or satisfactory adjustment, such 
compensations would not be detected by 
them and so would not enter into the scores 
for poor adjustment with which the physical 
impairments were found to be associated. 
Inferiority compensations may however 
take a pathological form ; in this case they 
appear in the Guides in the XC syndrome 
(anxiety for approval of and acceptance by 
other children), typical items in which are : 
“Can't resist playing to the crowd,” “Brags 
to other children,” “Damage to public prop- 
erty,” “Foolish pranks when with a gang,” 
“Follower in mischief.” This type of be- 
haviour disturbance was represented by 
only 15 out of the 161 adverse items. Table 
3 shows that these tended to be less associ- 
ated with ill health than some other types 
of behaviour disturbance, in that the pro- 


TABLE 3 
Physical Conditions and Type of Behaviour Disturbance 
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portion of unhealthy children showing 
(24.1%) was below the mean incide 
(31.0%) for all syndromes. Inferiority co 
pensation could therefore hardly be t 
reason for the association in question. 
A third explanation is that the  stresse: 
of the maladjustment sometimes took a p 
chosomatie form. The extent to which t 
can be a cause or part cause of resp 
and other ailments is not known. The co 
mon attribution of a psychosomatic o 
to asthma is founded on the clinical observa- 
tion of its frequent association with anxiety, 
tenseness and other abnormalities of be- — 
haviour and motivation, Since a common 
congenital origin of both conditions is 
dom entertained, the assumption is 


poor 

co-ordination, deafness, bad eyesight and ~ 
congenital malformation, or for abnormal- ~ 
ities of physical growth, and these ha 
been seen to be as closely associated with 
behaviour disturbance as the respiratory 
and other diseases, In short, the psychoso- ~ 
matic explanation only fits some of the asso- 
ciations, whereas the congenital explanation 
is consistent with them all, and is therefore 
to be preferred on grounds of parsimony, Thm 
may be added that respiratory and other 
common ailments, and abnormalities 
growth in early childhood, have been fou 


Boys with four or more items marked in any 
syndrome (probationers and controls) 


w XA HA K R 


ue k 
iai TS eee 
No, with some ill health i 
(respiratory + other ailments) 27 77 19 21 43 62 2 

Per cent of all scoring 4+ In 
each syndrome 220 456 475 362 355 286 121 


* U=Unforthcomingness, D=Depression, W=Withdrawal, 
XA =Anxiety for adult affection and attention, 

HA=Hostility to adults, 
XC =Anxiety for attention and approval of other children. 


Indifference to adult affection and approval, R=Restlessness, 


One boy may qualify for more than one syndrome of behavior disturbance. 
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stress boi 
subnormal children(15). 


ý 


"prevalence of ill health among the malad- 
justed. To test this possibility, all boys show- 
_ ing 4 or more items indicating depression 
were excluded from the figures given in 
_ Table 1C. From the resulting Table 4 it 


ae s 


to be significantly related to pregnancy 
among mentally normal and 


In an earlier publication in which an 
association between maladjustment and ill 
health was reported the writer(14) ex- 
plained this on psychosomatic lines, on the 
__ basis of the observation that depression, i.e., 
-neurophysical exhaustion, tends to accom- 
pany other types of maladjustment. Such 
seemed particularly to be the case with the 
highly emotional types, hostility and anxi- 
ety, characteristic of delinquency. In Table 
3 it is seen that nearly half (45.6%) of 
the considerable number of depressed boys 
suffered some kind of ill. health, and that 
i this, apart from the small number of the 
= withdrawn, was considerably higher than 
o for any other behavioural syndrome. It 
might therefore be that neurophysical ex- 
haustion accounted entirely for the greater 


separately. It is therefore reasonable to con- 
clude that the element of exhaustion in 
certain types of behavior disturbance does 
not in the main account for the greater 
liability of maladjusted children to ill health. 
Even less feasibly could it explain the phys- 
ical defects and abnormalities of growth. 
One can never be sure that every alterna- 
tive explanation has been considered be- 
cause of the inevitable imperfections of 
knowledge ; but it would seem as if the 
hypothesis of a factor of congenital im- 
pairment common to the behaviour disturb- 
ance and the physical conditions is the only 
one at present available which explains the 
above data. 

It remains in parenthesis to consider 
whether, if the association between be- 
haviour disturbance and the physical condi- 
tions makes a common congenital origin 
likely, one can infer a congenital factor in 
delinquency as such. The association be- 
tween delinquency and other types of be- 
haviour disturbance is so close(19, 20) that 
the two cannot be separated. (Only 23% 
even of probationers, who were mostly first 


TABLE 4 
Probationers and Controls 
(Excluding those with 4 or more indications of depression) 


0-4 5-9 10-19 204 aes s P 
Total in group 230 155 160 105 4 
No. with respiratory 21 26 28 28 17.52 
disease 9.1% 16.8% 175% 26.7% : a 
No. with other 13 17 19 22 17. 
.88 .001 
ailments 5.7% 11.0% 11.9% 21.0% Si 


* Social Adjustment Scores grouped as follows : 
4 Probationers, 0-9 and 10 or over, 
controls, 0-4 and 5 or over, 
both combined 0-4, 5-19, 20 or over. 


__ is seen that the incidences of both respira- 
_ tory and other ailments still increase con- 
_ Sistently with the severity of the behaviour 
` disturbance, The rise in each case between 
the stable (0-4) and the maladjusted 
(20-+) is not quite so steep as when the 
_ depressed boys are included, so that a slight 
Psychosomatic factor can be allowed. 
Nevertheless, the association remains sig- 
nificant at a risk of less than 1 in 1000 in 
respect of respiratory and other illnesses 


offenders, were of reasonably stable per- 
sonality. ) Nevertheless, it is useful to set out 
the incidence of the physical conditions 
among the delinquents and controls respec- 
tively (Table 5), Only “respiratory disease” 
and “other ailments” are significantly more 
prevalent among the delinquents ; but the 
others, except for physical defects, show a 
egree of preponderance of the same order 
which is not significant because of the 
small numbers, The exception may be due _ 
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TABLE 5 
Physical Conditions in Delinquents and Controls 


Delinquents 


Controls 


No. % No. % x? 

Respiratory disease 92 22.2 64 15.8 5.34 1.38 F 
p<.05 F 

Other ailments 73 17.6 40 9.9 6.31 1.78 
p<.02 

Physical defects 838 9.2 35 87 not sig. 1.06 

Bad eyesight 48 11.6 34 8.4 not sig. 1.38 

Growth abnormality 46 ar: 31 6.7 not sig. 1.66 


to the disadvantages which boys who suf- 
fer from poor co-ordination, spastic condi- 
tions, deafness or speech defects would find 
in delinquent activities or in planning such 
with other boys. The lower associations in 
general are a reflection of the fact that not 
all delinquents, especially first offenders 
put on probation, are disturbed individuals. 

The above conclusions are in agreement 
with the much greater concordance of cer- 
tain types of mental disorder—schizo- 
phrenia, manic-depressive and involutional 
psychoses, and epilepsy—among identical 
compared with fraternal twins. This, sug- 
gests a genetic basis for these diseases, but 
attempts to calculate the form of the in- 
heritance along Mendelian lines have been 
unconvincing. The most that can be legiti- 
mately inferred is that development up to 
the point of birth has something to do with 
the liability to the mental disorder in ques- 
tion. There is no justification for assuming 
that the tendency i$ inherited in the tradi- 
tional sense, and still less that the types of 
behavior disturbance studied above tend to 
be passed on from parent to child. Notably 
there can be no suggestion that a boy may 
inherit a tendency to be a criminal if his 
father is one. The intrauterine environment 
is more similar for monozygotic than for 
dizygotic twins, since the former mostly 
share the same amniotic membrane and the 
same placenta; what effects this might 
have in terms of foetal nutrition, antibody 
reaction with the mother or transplacental 
infection are quite unknown. It is possible 
that the fact of sharing a placenta may be a 
general cause of maldevelopment, especially 
of the nervous system, which would be 


elaborated during the later stages of gesi 
tion when nutritive demands would be | 
greatest. Nevertheless, twin studies can be 
held to establish that susceptibility to b 
haviour disorder may often originate con- — 
genitally. Š 
Such a postulate in no way detracts from 
the postnatal determinants of behavioui 
disturbance, and these must no doubt still 
be reckoned as the main ones in the great 
majority of cases. But, as the writer(20) has 
suggested for “intelligence,” it is quite un- ~ 
realistic to attempt to estimate the relative 
contributions of heredity and environment 
in general. In one case, mental defect or 
behavioural aberration may be due entirely 
to congenital or even a hereditary factor, 
another be entirely environmental. Develo 
ment is the result of an interaction of genet- 
ically prescribed modes of development — 
with the environment as it exists at each 
stage. Moreover, each individual seems to 
be equipped with alternative genetic “blue 
prints” to suit different types of prenatal 
or postnatal environment. To take an e: 
treme instance, at a certain degree of o 
crowding locusts change their body colo: 
and other morphological features, and fro! 
being solitary begin to swarm and emigrate 
(23). In many species of animal overcrow 
ing induces infertility, poor viability of the 
young and behaviour disturbance(21). As i 
a result of his studies of a population de- — 
cline in the common vole Chitty ( 3) after 
examining every other possible explanation, 
was driven to the conclusion that at times 
of high population density the young suf- 
fered damage at the foetal stage. There 
would thus seem to be a regular genetic 


Provision for poor viability at such times, 
which would have survival value by re- 
ucing numbers to a safer level before there 
was an actual shortage of food. In several 
pecies of birds and among mammals in 
certain rodents, notably the muskrat and 
the lemming, reduction of numbers is ef- 
ected by suicidal emigrations of the year- 
_ ling animals. These in themselves must rank 
_ as aberrations in that they are qualitatively 
distinct from seasonal migrations, and are 
aecompanied by a breakdown of the typical 
instinctive behaviour of the species. 
A genetic susceptibility to behaviour dis- 
turbance may therefore be one of these 
alternative genetic provisions which come 
_ into play under certain environmental con- 
ions. Since it is the survival of the popu- 
ation rather than of particular individuals 
_ that matters from an evolutionary point of 
view(12), it is no contradiction that such a 
genetic provision takes an incapacitating or 
suicidal” form. It would mean that in times 
of stress, which in nature are mostly times 
of high population, a certain number of 
dividuals are born with a susceptibility to 
elf annihilation. Whether or not this comes 


_ of the postnatal environment, Such a hy- 
pothesis is consistent with the highly varia- 


heightened susceptibili observed b; 
 Göllnitz in brali damea Mb : 
When the child’s postnatal environment 
favourable, congenital impairment of 
temperament may.show itself only in slight 

tions. It is interesting that the in- 
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ment syndrome is that none is a necessary 
consequence of prenatal stress. For example, 
in boys of normal mental ability, non- 
epidemic infantile ill health was the sequel 
to disturbed pregnancy in 41% of the cases 
(15). Among subnormals such ill health 
tended to be associated with malformations, 
but to be independent of behaviour disturb- 
ance(17, 18), the stage at which the preg- 
nancy was disturbed being apparently a 
factor. If the same holds true of the physical 
conditions and behaviour disturbance in the 
present samples of boys, the cases where 
both are found would be those in which the 
stress was of sufficient duration to cause 
impairment of both types, and where the 
genotypes of the mother and foetus pre- 
scribed the sorts of impairment in question. 
In other cases there would be physical im- 
pairment without behaviour disturbance, or 
conversely, Thus, if this argument is correct, 
there would be many more children suf- 
fering a congenital susceptibility to be- 
haviour disturbance than is shown by the 
proportion who were unhealthy, 

The above suggestion of a fairly wide- 
spread, even though mild, damage or mal- 
development of the central nervous system 
lends itself to experimental confirmation in 
a number of ways. For example, the theory 
would predict that individuals with physical 
defects and/or a record of juvenile ill health 
would tend to show abnormal psychogal- 
vanic reflexes, reaction times, body temper- 
atures, etc., and that such associations would 
be closer where behaviour disturbance was 
also present. All these factors should more- 
over show a matrix of intercorrelations. 
With his laboratory tests of “neuroticism” 
Eysenck may indeed have lighted on a not 
uncommon mild congenital impairment of 
the central nervous system. 


SUMMARY 


A congenital factor in behaviour disturb- 
ance, including those types thereof related 
to delinquency, was inferred from data 
drawn from two sources, 

3 A recomputation was made of the de- 
linquency proneness of boys by year of 
birth, as published by Wilkins. This showed 
that when limited to those committing of- 
fences between their 8th and 14th birth- 
days, the proneness was highly specific to 
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those boys born during the early war years. 
This wartime peak closely resembled that 
for children dying from congenital mal- 
formation in the first 4 weeks of life. There 
was no such tendency among those com- 
mitting offences after their 14th birthday. 

Among Glasgow boys put on probation 
in 1957 and non-delinquent controls, a close 
relationship was found between a number 
of physical conditions—respiratory and other 
ailments, physical defects, bad eyesight and 
abnormality of growth—and indications of 
behaviour disturbance as recorded on the 
Bristol Social Adjustment Guides. With the 
exception of bad eyesight among the con- 
trols, the incidence of these conditions was 
never less than twice as high among the 
maladjusted compared with stable group ; 
and among probationers and controls com- 
bined the difference was significant for all 
5 conditions at a risk of chance of less 
than 1 in a 1000. 

Three possible alternatives were consid- 
ered to the hypothesis of a congenital factor 
common to the physical conditions and the 
behaviour disturbance. Inadequate living 
standards could not be the explanation since 
the associations held good among those pro- 
bationers coming from adequate standard 
homes. Compensation for feelings of in- 
feriority or frustration was similarly ruled 
out, because boys showing this type of be- 
haviour disturbance had lower than average 
physical illness or defect. Finally a psycho- 
somatic explanation—that the maladjust- 
ment produced exhaustion which under- 
mined health—was rejected, first because 
the associations held good when the de- 
pressed children were excluded, and second 
because it could not feasibly account for the 
defects as distinct from the illnesses. 

It was consequently argued that the only 
explanation known which could account for 
the associations was that of congenital in- 
sult which in some cases was seen both 
somatically and in impairment of that part 
of the nervous system controlling behaviour. 
The latter might induce a greater delin- 
quency proneness by reducing resistance to 
stress, and thus more frequent breakdown 
under adverse environmental conditions. 
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To the 18th century physician—and_ to 
the philosopher as well—sanity was that 
condition in which an individual's reason re- 
mained master over his other faculties. Al- 


though no generally accepted definition of 


insanity existed, physicians agreed that the 
disease in all cases involved deranged rea- 
son. No matter what the condition of the 
other faculties, notably emotion and will, 
the reason had to be affected for the pa- 
tient to be deemed insane. 

Toward the end of the 18th century, how- 
ever, this view lost its former unquestioned 
dominance. On the basis of clinical experi- 
ence, leading physicians specializing in 
mental illness—Pinel, Esquirol, Georget, 
Gall, and Rush(1), for example—came to 
accept the idea that a person could be in- 
sane if his faculties of emotion and will 
were unbalanced, even though his reason 
remained intact. In 1801 Philippe Pinel, the 
famous French aliéniste, called this form of 
mental disturbance manie sans délire(2), 
and in 1835 the English physician James C., 
Prichard gave this illness its English name, 
“moral insanity.” Prichard also wrote the 
classic description of this form of mental 
disease(3) : 


. , the intellectual faculties appear to have 
sustained little or no injury, while the disorder 
is manifested principally or alone, in the state 
of the feelings, temper, or habits. In cases of 
this description the moral and active principles 
of the mind are strangely perverted and de- 
praved ; the power of self-government is lost or 
greatly impaired ; and the individual is found 
to be incapable, not of talking or reasoning 
upon any subject proposed to him, for this he 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Il., 
May 8-12, 1961. 
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will often do with great shrewdness and volubil- 
ity, but of conducting himself with decency 


understanding itself may seem to have sus- 
tained, and even in some instances to fo 
throughout the sole manifestation of the 
ease. 


Since it could explain certain cases whit 
did not really fit into the oversimplified tra- 
ditional psychiatric categories, Prichard’s 
concept of “moral insanity” served for 
decades as a diagnostic catchall. It em- | 
braced the many forms of mental illness in 
which the patient’s intellectual powers 
seemed to be partially or wholly intact, and 
consequently encompassed a class of indi- 
viduals formerly regarded as merely vicious 
rather than mentally disturbed—individu- — 
als who, though rational, committed hor- — 
rible crimes, Moral insanity accounted for 
these crimes as the acts of persons who had 
lost their ability to accept society’s judg- 
ments about what constituted moral be- 
havior. They might know that society con- | 
demned certain actions, but fail themselv 
to condemn them, or they might intellectual- — 
ly accept conventional moral values but be | 
unable to resist the drive of their emotio 
to some antisocial act. In brief, they lac 
a moral sense, or rather, possessed o 
a warped one, despite their intellectual 
awareness or acceptance of conventional — 
moral values. A 

Because it expanded 
what might be considered 
the concept of moral insanity significantly 
influenced psychiatric thought, for it led to 
the concept of neurotic character and psy- 
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philosophical, religious, and legal traditions 
played in determining the attitude of psy- 
chiatrists toward the concept of moral in- 
sanity. 
_ Before the 1830s the concept of a form of 
insanity unmarked by intellectual disturb- 
ance encountered relatively little attention 
in this country and even less opposition, 
Shortly after Prichard’s work appeared, how- 
ever, moral insanity became an important 
and controversial issue in American psychi- 
atry. At that time, a growing number of 
s in which the defense pleaded insanity 
—often moral insanity—appeared in the 
courts and psychiatrists frequently testified 
as expert witnesses. Thus moral insanity be- 
came a public issue upon which psychi- 
ists had to take a position. 
‘oncerning the stands American psychi- 
atrists took, two leading authorities on psy- 
chiatric history, Henry M. Hurd and Greg- 
ory Zilboorg(4), indicate that few American 
ychiatrists accepted the concept of moral 
insanity. Hurd and Zilboorg contend that 
Isaac Ray, superintendent of Butler Hos- 
_ pital in Providence, expert on the juris- 


‘ominence to the role of 

formation, the con- 

ity had special attraction 

the numerous psychiatrists who were be- 
ig More aware of 


We do not wish to undervalue the intellect 
- . . but we wish’ that all might alles the 


superiority of our moral nature over intellect it- 
self. The intellectual faculties are but a part 
of our mental powers, and contribute but little 
in fact towards forming what we call the char- 
acter of an individual . . . Without these pro- 
Ppensities or moral faculties, the intellectual 
powers would not be exerted at all, or but 
feebly. The stimulus or agency of the impulse 
of our moral nature, of benevolence, love, ava- 
rice, etc., impel men to action—to gratify these 
human race have forever toiled (7). 


Usually associated with this concern with 
the emotions was a strong commitment to 
moral treatment, the revolutionary ap- 
proach to mental illness initiated in the 
last decades of the eighteenth century and 
practiced in the better American mental in- 
stitutions at least until the 1860s. Moral 
treatment prescribed a regimen of kind- 
ness, consideration of each patient's needs, 
and occupational and recreational therapy. 
Since it emphasized psychological factors 
in the etiology and therapy of mental illness, 
it consequently encouraged interest in the 
role of emotions in insanity. For the most 
part, those physicians most committed to 
the practice of moral treatment, especially 
its psychotherapeutic aspects, embraced the 
concept of moral insanity(8). 

Although many American psychiatrists in- 
creasingly recognized the significance of the 
emotions in human psychology, they did not 
adopt the “romantic” or “mystical” concept 
of life which gained so many converts, both 
artistic and medical, in Germany before 
the 1840s and which in the United States 
found its fullest expression in transcenden- 
talism. It was rather the enduring spirit of 
the rationalistic Enlightenment, together 
with “scientific” phrenology, that provided 
the broad theoretical framework for accept- 
ing the concept of the derangement of the 
emotions, or moral insanity. 

For different reasons both the philosophy 
of the Enlightenment and _phrenological 
theory tended to view antisocial acts as ` 
aberrations for which the perpetrator was 
not ultimately responsible. Eighteenth-cen- 
tury Enlightenment thinkers, stressing hu- 
man equality at birth, often maintained 
that differences were environmental in ori- 
gin and that therefore a Person who com- 
mitted antisocial acts was responding to 
forces which he neither created nor con- 
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trolled. By limiting and even denying the 
existence of personal responsibility or free 
will, the Enlightenment opened the way to 
regarding habitual, unprovoked, or sense- 
less criminal behavior as the product of 
mental illness, Phrenology, which had wide- 
spread influence among American psychi- 
atrists, localized the various faculties of the 
“mind” in specific regions of the brain ; each 
section was the seat of a different be- 
havioral, emotional, or cognitive trait, any 
one of which might be under- or over- 
developed in relation to the others. Such a 
theory could embrace without difficulty the 
notion that the moral faculties might be 
deranged while those of the reason re- 
mained intact. 

The second half of the nineteenth century 
witnessed a decline in the influence of ra- 
tionalism and phrenology and the rise of a 
more pessimistic and moralistic approach 
to man among American psychiatrists. This 
altered philosophical climate favored an in- 
creased opposition to the concept of moral 
insanity. In addition, a new generation of 
physicians was entering the field, and their 
orientation was somatic rather than psycho- 
logical. The advocates of moral insanity, by 
viewing it as fundamentally a disturbance 
of the emotions or morals and ignoring so- 
matic aspects, laid themselves open to the 
charge that they believed this form of men- 
tal illness to be primarily psychologically 
produced. Such a non-somatic approach 
smacked of medical heresy. Not only did 
‘American psychiatrists as a rule hold that 
insanity, whatever jts original cause, in- 
variably involved physical damage to the 
brain, but some of these younger men, 
noting European pathological researches, 
denied even that any of the factors causing 
insanity (moral or any other kind) could 
be psychological. 

It was non-medical considerations rather 
than any commitment to somaticism, how- 
ever, which prompted rejection of the con- 
cept of moral insanity. The American psy- 
chiatrists who condemned the concept, like 
many jurists, churchmen, and educators of 
the last century, could not accept the idea 
that there might exist a form of insanity 
which exhibited itself in immoral acts while 
the intellect remained in perfect or near 
perfect functioning order. Among psychi- 


atrists, the most influential and imp 
foe of moral insanity was the strict so: 
cist John P. Gray, superintendent of | 
New York State Lunatic Asylum at Ui 
and editor of the American Journal of 
sanity from 1855 to 1885. Gray equated th 
concept of moral insanity with that of ir 
resistable impulse and based his opposit 
in part upon the supposed undesirable 

sequences its acceptance would have upo 
religious beliefs, moral standards, and 
gal practices. He wrote(9) : 


The general tendency of the doctrine of 
moral insanity is bad, whatever show or ! 
feeling of humanity there may be in it. It. 
bad, in a religious view, because it temp 


generally governabl 
son, and that, therefore, 

guilt in indulging them. This is fatalism. 
bad in a legal view, because it protects from 
due punishment offenses which, with the self- 
denial and self-control that men rightly tra 
and rightly disposed are quite capable of exe: 
cising, might be avoided. It tends to give to 
education, loose habits, vicious indulgence, 
lected parental control, and disobedience 
God, an immunity . . . not warranted by t 
Scriptures, the law of reason, or any codes «€ 
human law that assume to be founded on | 
law of reason or the law of God. iit 


Gray insisted that, according to the Bibl 
the so-called moral insanity was not a dis- 
ease. Cain, who killed his brother Abel fo: 
no good reason, such as personal advanta; 
might be adjudged by some to be mor: 
insane. God knew better and called 
act murder, for which Cain had to suf 
punishment. The term “moral insanity” Gray. 
considered a dubious defense for miscon 
duct and crime. He warned that if this 
of appeal could succeed, the time was no 
far off when each particular form o n- 
sanity, real or simulated, would be 
sented as a plea in order to ward off pu 
ment(10). ; 

The theoretical basis for Gray's positio 
hared, was in- 
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art in reaction to Locke’s sensationalism and 
_ Hume’s skepticism, common sense philoso- 
phy greatly influenced physicians, lawyers, 
and academicians in Great Britain and the 
United States and pervaded American psy- 
chiatry, philosophy, and psychology until 
late in the nineteenth century. Like the 
Puritans, the Scottish philosophers believed 
_ that with Adam’s fall man lost his capacity 
-for wholly rational thinking. In a sense, 
~ then, he was partially insane to begin with. 
_ What guided him with a surer hand than 
~ reason and experience was his innate moral 
faculty, which did not depend for its oper- 
ations upon the intellect or learning. Man 
knew right from wrong independently of 
reason or experience ; this knowledge was 
inborn and came directly from God. Crime, 
_ therefore, was the result of willful violation 
of moral law. 
= On the other hand, according to the 
~ Scottish philosophers, if a person’s intellect 
or faculty of reason became diseased, he 
= Was free from moral responsibility and pun- 
_ ishment because no one could tell whether 
_ his criminal act was committed from a 
morally corrupt or a pure heart. One could 
_ ascertain the true desire of a human soul 
only by observing external acts that ema- 
nated from a properly functioning brain, A 
deranged faculty of reason might lead a 
person to go against his own desires or to 
act immorally even if his motives were 
morally good. Thus, if murder was com- 
mitted in obedience to the supposed com- 
mand of God, some judges deemed the act 
that of a good man and therefore not pun- 
_ ishable, but if the crime was done for gain, 
an insane defendant might receive the death 
penalty, 
= Many psychiatrists 
= Pressed concern about the social and legal 


tions of insanity, and warned against “every 
attempt . . . to put crime on a footing with 


of our race”(11). 

Choate also agreed with Gray that li- 
centiousness should not be confused with 
insanity. His asylum, he reported, had some 
sane patients accepted for safekeeping be- 
cause their addiction to bad habits placed 
them beyond the control of their friends, 
Some of these unfortunates appeared to 
have lost “in a measure their self control” 
and voluntarily committed themselves in 
order to be removed from temptation. 
Choate contended, however, that intemper- 
ance, unbridled licentiousness, and pro- 
pensities to vice were not synonymous with 
mental illness(12). Apparently, so long as 
the patient remained rational, Choate would 
not recognize that he might be mentally ill. 

Some psychiatrists, while not fully ac- 
cepting the concept of moral insanity, did 
not wholly reject it either, William M. A wl, 
head of the Lunatic Asylum of Ohio at 
Columbus, for example, commented that a 
patient who had attempted to murder Dr. 
Kirkbride at the Pennsylvania Hospital be- 
longed to a troublesome and mischievous 
class, “part mad—part knave, and rather 
more than two-thirds downright old fash- 
ionedly wicked in heart and head.” At Co- 
lumbus also they had this type of patient, 
and it was doubtful “if an insane hospital 
is exactly the right place for them nea (13). 

An extensive discussion of moral insanity 
took place at the 1863 meeting of the As- 
sociation of Medical Superintendents of 
American Institutions for the Insane, pred- 
cessor of the American Psychiatric Associ- 
ation, Of the 13 Superintendents who ven- 
tured an opinion, 5 supported and 8 re- 
jected the concept of moral insanity ; one 
of the 8 had previously accepted it. The 
opponents of the concept made their ob- 
Jections on moralistic grounds primarily : 
the discussion centered around its legal and 
social implications, and its validity as a 
medical entity was little debated. The real 
issue was whether psychiatrists should sup- 
Port the use of the term “moral insanity” as 
a defense in court, 

vany worried about the bad light in 
which it would place the Psychiatric profes- 
sion to condone moral insanity as a de- 


one speaker, 
grounds for believing that Psychiatrists were 


- 
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“contending that cases of enormous and ex- 
traordinary turpitude are kindred to dis- 
ease”(14). Isaac Ray, who argued against 
the ne admonished his colleagues 
(15) : 


I am sorry to have seen here, as I have else- 
where, so much apprehension manifested as to 
the effect which our teachings, our doctrines, 
and our opinions, are going to have upon the 
popular voice. Now, gentlemen, it strikes me 
that this is hardly maintaining the dignity of 
our office. Before we can adopt any conclusion 
to which the facts lead us, are we to inquire 
how it is going to suit the jury, or the court ; 
what the lawyers are going to make of it, or 
how it is going to strike them ? 


Uncertain about their sociological role as 
members of a new profession, treating pa- 
tients only recently regarded as worthy of 
medical attention, and afraid to flout public 
opinion and legal tradition, these psychi- 
atrists sought acceptance by giving unques- 
tioning support to existing laws and pre- 
judices. They did so to a point where some 
of them were willing to give law rather 
than medicine the right to determine 
whether an individual was mentally re- 
sponsible for his acts(16). 

The remarks of John Van Buren, a Presi- 
dent’s son, New York State Attorney Gen- 
eral, and prosecutor at the famous Freeman 
trial where the defense was insanity, in- 
dicate the kind of opposition psychiatrists 
might meet(17) : 


Insanity, as constituting legal incompetency 
or irresponsibility, must, be within the compre- 
hension of any ordinary man of fair capacity. I 

` deny and resist the theory of the [psychiatrists] 
that an ordinary man can’t comprehend it—a 
theory which substitutes the testimony of a 
physician, as to legal responsibility, for the law 
of the land—expels the Judge from the bench 
and the Jury from the box—overturns the gov- 
ernment, and places the Property, Liberty, and 
Life of any citizen in the hands of the Trustees 
and Superintendents of Lunatic Asylums. 

No legal act can be done by a person of un- 
sound mind. Does an individual execute a 
deed ? His legal capacity is disputed, and medi- 
cal gentlemen deny it. Does he make a will? 
His dissatisfied connections seek to set it aside 
_. . The jury thus see [sic] the infinite extent 
to which a surrender of their individual judg- 
ments might lead, and the absolute control of 
Property, Liberty, and Life, that might thus be 


transferred to men of scientific pursuits. 


Van Buren gave this warning in 1846, 
when most leading psychiatrists were vigor- 
ously demanding that the courts accept 
medical criteria for determining what con- — 
stituted legal insanity. By the close of the — 
Civil War this crusading spirit no longer — 
moved psychiatrists, especially where the — 
concept of moral insanity was concerned. — 
Although Ray was still alive, many other 
advocates of Prichard’s theory, including ~ 
Bell, Brigham, White, and Woodward, had 
died during the intervening years, and the 
younger men who had taken their places 
showed little interest in battling the courts. 
In 1866 W. S. Chipley, superintendent of 
the Eastern Lunatic Asylum at Lexington, 
Kentucky, estimated that although “many 
honest, capable and faithful observers” con- 
tinued to advocate the concept of moral 
insanity, it was “repudiated, as a false doc- 
trine, fraught with great evil to society, by 
a majority of the practical psychologists, 
known .. . to be gentlemen of fidelity, in- 
tegrity, and experience”(18). 


CONCLUSION 


Before the 1860s many leading American 
psychiatrists accepted the concept of moral 
insanity as defined by Prichard. These men 
also emphasized the psychological element 
in the etiology, pathology, and treatment 
of mental illness and were in advance of 
their colleagues on most psychiatric ques- 
tions. They tried to take a purely clinical 
and scientific view of mental illness and to 
broaden its confines to include largely emo- 
tional disorders. Some psychiatrists, how- 
ever, had reservations about the theory of 
moral insanity, and a few, like Gray, con- 
demned it outright. Fear of public opinion, 
reluctance to take an independent stand on 
controversial issues, and attachment to con- — 
ventional moral precepts, combined with — 
an increasing stress on somaticism, led ais 
growing number of American psychiatrists — 
eventually to reject the concept of moral 
insanity. This trend reflected the passing 
of the first and more venturesome genera- 
tion of the new profession. The problems 
that moral insanity dealt with and the 
controversy that it inspired, however, re- 
main with us to this day. 
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DISCUSSION 


Taco Gatpston, M.D. (New York, N. Y.).— 
No one could possibly disagree with the con- 
cluding remarks of the authors to the effect _ 
that “the problems that moral insanity dealt 7 
with and the controversy it inspired, remain 
with us to this day.” Furthermore they are 
likely to abide with us until we effectively 
analyze and restate the issues involved. 

Historically, as the authors have so clearly 
indicated, moral insanity represents a noso- 
logical advance. Stated simply, it affirmed that 
a man did not need to be crazy to be legally 
asocial. He could, in other words, be intel- 
lectually competent, and behaviorally defec- 
tive. This recognition “led to the concept of 
neurotie character and psychopathic person- — 

ity” 


Psychiatrists, however, have not been con- 
tent to rest with moral insanity as a nosological 
refinement, but developed its implications in 
terms of “responsibility.” This, so to say, cata- 
pulted the psychiatrist into the legal arena, 
and, “that’s where the trouble began.” For the © 
Psychiatrist henceforth was not simply an ami- 
cus curae but became the protagonist of a 
definitive point of view intrusive on the pre- 
Togatives of judge and jury. 

The problem of responsibility is, at its higher 
levels, a moral, and, at its lower levels, a legal 
issue. In the ultimate, the degrees and dimen- 
sions of responsibility are arbitrated by the 

ial group, Under what circumstances, and 
to what extent the individual is to be held 
responsible is decided by his peers, the limits 

being defined by law, and determined 


, in the juridical process. 
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“wild-beast state defense.” Still later, a defense 
based on the accused’s incapacity to differenti- 
ate between right and wrong in general, or in 
the abstract, or, as it was otherwise phrased, 
good and evil was allowed (Cardozo). 

Only in 1843 did we reach the present and 
prevailing definition of responsibility in in- 
sanity. This was crystallized in the answer 
made by the House of Lords to questions sub- 
mitted by the judges in the famous case of 
M’Naghten who was tried for the murder of 
one Drummond, the secretary of Sir Robert 
Peel. In that historic answer the crucial refer- 
ence is to “such a defect a reason from disease 
of the mind, as not to know the nature and 
quality of the act he was doing, or, if he did 
know it, that he did not know he was doing 
what was wrong.” 

A strict reading of this ruling shows clearly 
that it refers to the classical concept of in- 
sanity, namely as disease of the mind, which 
results in a defect of reason. It does not give 
sanction or validity to “moral insanity,” which, 
again by strict definition is a disease of the 
personality rather than a disease of the brain 
and its reasoning competences. 

That the plea of moral insanity has gained 
some acceptance in the courts is due, I be- 
lieve, not to the fact that the law has been so 
much impressed or persuaded by the psychi- 
atrists’ contentions as by the fact that the law 
itself has become less rigorous and exacting in 
its interpretations of moral and legal responsi- 
bility. 

Recent experiences have confronted both the 
law and mankind with some perplexing issues 
as to the limits of moral responsibility. I have 
in mind the behavior of brainwashed indi- 
viduals and that of the individuals subject to 
torture and other forms of extreme duress. No 
less perplexing is the issue of moral responsi- 
bility involving a people who gave support to 
an atrocious government and participated in 
its heinous crimes. 

As a nosological refinement, moral insanity 
is sound and unassailable, but it is of dubious 
merit when advanced as a plea for “legal in- 
nocence.” 

The Penal Law in the State of New York 
(34) specifically affirms “A morbid propensity 
to commit prohibited acts existing in the mind 
of a person who is not shown to have been 
incapable of knowing the wrongfulness of such 
acts, forms no defense to a prosecution there- 
for.” Again, “it matters not that some un- 
controllable impulse, the product of mental 
disease, may have driven the defendant to the 
commission of the murderous act. The law 


knows nothing of such excuses.” 

Justice Cardozo, who was renowned for his 
liberality and humaneness, wrote: “Punish- 
ment is necessary, indeed, not only to deter — 
the man who is a criminal at heart, who has — 
felt the criminal impulse, who is on the brink 
of indecision, but also to deter others who i 
our existing social organization have never felt 
the criminal impulse and shrink from crime in 
horror.” He further affirmed: “One takes a 
large order when one offers to re-shape from its 
foundations a scheme of penal justice.” 

Referring to the plea of moral insanity, 
Cardozo wrote : “The present distinction is so _ 
obscure that no jury hearing it for the first 
time can fairly be expected to assimilate and 
understand it. I am not at all sure that I un- — 
derstand it myself after trying to apply it for — 
many years and after diligent study of what — 
has been written in the books.” 

By indirection Cardozo underscores the dis- — 
tinction between moral insanity as a nosologi- 
cal refinement, and moral insanity as a con- 
sideration of legal pertinence. Responsibility 
is, he affirms, an issue of legislation not of 
psychiatry. : 

“Physicians,” wrote Cardozo, “time and again 
rail at the courts for applying a test of mental 
responsibility so narrow and inadequate. There 
is no good in railing at us. You should rail at — 
the legislature. The judges have no option in 
the matter. They are bound, hand and foot, — 
by the shackles of a statute. Every one con- — 
cedes that the present definition of insanity 
has little relation to the truths of mental life.” _ 

The authors attribute the rejection by some — 
psychiatrists of the legal plea of moral in- — 
sanity to “their fear to flout public opinion — 
and legal tradition.” “They were willing”-so 
the authors state, “to give law rather than — 
medicine, the right to determine whether an — 
individual was mentally responsible for his 
acts.” But the right and the power to deter- — 
mine rests with the judge and jury—and may — 
not be delegated. Psychiatrists may advise and ` 
inform. They cannot in the ultimate determine 
responsibility in the juridical sense. Great as 
psychiatry is—it has not yet attained the sta- 
ture of the Sovereign Science. + 

You will have observed, I am sure, that I 
have commented but very little on the his- 
torical features of this fine paper. On that — 
score, the authors deserve applause, rather — 
than expanded comment. There was, however 
in this paper, an undercurrent of partiality, in 
favor of those who saw in moral insanity a — 
juridical lever. This, I thought, merited discus- 
sion and exploration. 


__ Psychiatry has long sought a clearly de- 
fined method for applying psychological 
insights to the treatment of criminally devi- 
ant behavior. As a group we have become 
“increasingly aware that many criminals 
are mentally ill and can respond favorably 
to psychiatric treatment. To many, a pro- 
gressive correctional approach would in- 
clude indeterminate sentencing for all 
riminals with provision for psychiatric 
eatment(1, 2, 6, 9, 18), The expectation 
of such a program would be that release 


In July 1951, the State of Wisconsin in- 
stituted a sex crimes program structured in 
a manner which embodies the major con- 
cepts of this ideal psychological approach 
4, 7, 12). This program is based on the 
Wisconsin Sex Crimes Law which specifical- 
ly recognizes the psychological nature of 
‘many sex offenses. The law establishes legal 
and administrative machinery to both identi- 
fy and provide specialized treatment for the 
“deviated” sex offender. It is operated by 
a psychiatric and psychological staff which 
has the enthusiastic support of the cor- 
rectional administrators and legal authori- 
of the state. An evaluation of 9 years 


problems and shortcomings of a psychiatric 
approach to one type of offender. The pur- 
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tempted rape, or indecent sexual behavior 
with a child must be committed to the 
State Department of Public Welfare for 
a pre-sentence, social, physical and mental 
examination, The law provides further that 
if the person is convicted of any other 
offense which, in the opinion of the court, 
is prompted by a desire for sexual gratifica- 
tion, the court may commit him to the De- 
partment for a pre-sentence examination if 
the Department is willing to accept him(3). 
Following commitment, the Department 
has 60 days in which to complete the pre- 
sentence examination and must at the ex- 
piration of this time submit a report of its 
findings and recommendations to the court. 

If as a result of this examination, the 
Department finds that the individual is 
not in need of specialized treatment for 
“mental or physical aberrations,” the court 
must impose sentence as provided by the 
criminal code. If, however, the individual 
is found in need of specialized treatment, 
the court must either place him on proba- 
tion with the condition that he receive 
Outpatient treatment, or the court must 
recommit him to the Department of Public 
Welfare for an indefinite period as provided 
by the Sex Crimes Law. 

The law itself is two-pronged : providing 
treatment for those who can benefit from 
it, and maximum custody for life, if neces- 
sary, for those who cannot utilize treatment 
and who will remain a danger to society. 
Once recommitted under this law, the sex 
offender may be administratively handled 
in several different ways. Parole may be 
granted to the individual who responds 
to treatment and is felt to be capable of 

ing an acceptable adjustment in society. 
Parole is granted only upon the recom- 
mendation of a Special Review Board, con- 
sisting of a psychiatrist, an attorney, and 
a social worker, which is entrusted with the 
responsibility of evaluating the individual's 
capabilities of again adjusting to society. 
This Board receives specific reports from 
the psychiatric staff as well as information 
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from other areas of the institution treatment 
program. All individuals granted parole 
receive extra-institutional supervision from 
trained social workers. 

Under the law an offender may be dis- 
charged at the expiration of the maximum 
term prescribed by law for the offense for 
which he is committed, or earlier if there 
is a reasonable probability that he can be 
released without danger to the public. 
Where, however, discharge of an offender 
would be dangerous to the public, continu- 
ance of control beyond the maximum 
term may be granted to the Department 
upon application to the committing court. 
Continuation of control is granted for a 
5-year period at the end of which, if 
necessary, application can again be made 
to the court for further continuation. Thus, 
with the court’s permission, an individual 
may be kept indeterminately. 

In every instance the law provides for 
the protection of the individual's legal 
rights and has been found to be constitu- 
tional by the Wisconsin Supreme Court. 
The operation of the law is broken down 
into 2 phases: the 60-day diagnostic and 
evaluative period and the recommitment 
following recommendation for treatment. 


THE DIAGNOSTIC PHASE OF THE LAW 
The majority of individuals committed 
for pre-sentence diagnostic examination are 
sent directly to the Wisconsin State Prison. 
During the 60-day pre-sentence period at 
the State Prison, the individual is segregated 
from the general inmate population. He is 
oriented with respect to the operation of 
the law and is seen by a psychiatric social 
worker who compiles a detailed history. 
In addition a social history is received from 
the field which includes information based 
on interviews with the offender's relatives, 
local officials and other interested parties. 
Each offender receives a battery of psycho- 
logical tests including both psychometrics 
and projective techniques. He has a series 
of interviews with a psychiatrist. A medical 
examination is performed and, where in- 
dicated, neurological consultation is avail- 
able. 
When the various examinations have 
been completed, the offender is discussed 
at a staff conference and a group decision 
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is made with respect to his diagnosis 
his proper commitability under the 
Crimes Law. A report of the staff decisi 
is then submitted to the Departmeni 
Public Welfare and from there to the 
committing court. The decision of the 
chiatric staff is definitive with regar ; 
whether the man is recommitted under the _ 
Sex Crimes Law, sentenced under the 
Criminal Code, or handled under 
Mental Health Act. Decisions as to prob: 
tion with outpatient treatment as opposed 
to treatment in a confined institutional si 
ting are, however, entirely the province 
the legal authorities. The staff does hi 
the responsibility of providing inform 
which the judge can use in making 
decision. pa 
A description of the mechanics of the | 
diagnostic phase of the operation does n 
take cognizance of the extraordinary 
sponsibilities involved in committing a 
under this law. This is a program un 


a 


this 


it 
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for treatment or whether he is processed 
through usual correctional procedures ani 

given a definitive sentence. Decisions an 
made, therefore, that markedly effect th b 


be undertaken with humility(11). Const 
vigilance must be exercised to keep whe 
might be termed a “dream” correctional 


we benefit from one ano e 
are better able to control any tende: 
toward a capricious use of the extraordinary 


+ 


í 


Tar -AiR 


PNEUEN N E AEON SETAN 


804 


DIAGNOSIS AND TREATMENT OF THE SEXUAL OFFENDER 


aaa PON! eee. a a 


[ March 


law does not require such a fixed test, it per- 
mits a more meaningful and scientific 
application of psychodynamic principles. 
The staff is therefore free to recommend 
sentencing under the Criminal Code for 
those sex offenders who can more readily 
respond to ordinary correctional techniques. 
The staff is also free to develop their own 
criteria for selecting the most suitable 
candidates for recommitment into the 
treatment program. 
Over the 9 years of operation of the law 
many different criteria have been used 
in an effort to identify those who require 
indeterminate sentencing and treatment. At 
one point, efforts were made to arrive at a 
clear and rigorous definition of sexual 
deviation. A number of such definitions 
have been used and were later discarded 
as being too inflexible or unwieldy. Our 
current operational concept is based on à 
-Conviction that criminal sexual behavior oc- 
 Cupies a point on a continuum which is 
bounded on one side by the crime com- 
mitted primarily as a result of sociological 
or cultural factors, and bounded on the 
other extreme by crimes committed almost 
entirely because of psychological determi- 
nants, On the one end of this continuum is 
the criminal who shows no evidence of 
mental illness and who commits a crime 
because of inadequate moral standards or 
controls in his social milieu. At the other 
end is the individual who is obviously 
mentally ill and whose criminal sexual act 
appears clearly to be a product of that 
illness. We have little difficulty in making 


decisions with respect to these two ex- 
tremes of 


_ handled under the Sex Crimes Law or, oc- 
- casionally when the 


category or another(5, 13). 

In practice we recommend commitment 
under the Sex Crimes Law for those who 
Present two basic qualities in their per- 
sonality and behavior. First, we look for 
an immaturity in the development of sexual 
functions. This is almost always a broad 
immaturity which also encompasses other 
areas of the individual's personality and 
social behavior. Second, we look for a devi- 
ation of the individual’s normal sexual aim 
or object which he has little ability to 
control by conscious rational thought. We 
then speak of this individual as having a 
compulsive need to live out his sexual 
immaturities. Most psychiatrists agree that 
when an individual shows a combination 
of sexual immaturity and a compulsive need 
to act out his immature sexual cravings, he 
is likely to continue to be involved in sexual 
offenses unless he receives treatment( 14). 
For this type of individual, recommitment 
under the Sex Crimes Law appears to be 
most appropriate. For clarity in our com- 
munication to one another we speak of 
these individuals as “sexually deviated.” 

Although we occasionally see deviates 
with relatively intact personalities, the 
majority of our patients demonstrate few 
ego strengths and few conflict-free areas 
in their lives. Most of our patients come 
from lower socio-economic groups. Their 
histories often reveal severe trauma and 
emotional deprivation during early child- 
hood, Broken homes as well as excessive 

inking and promiscuity on the part of 
their parents are commonplace. Approxi- 
mately 40% of our population has had 
Previous correctional experience and many 
others have been wards of the state. Our 
experience indicates that sex deviates, as 
a group, function in the world as inade- 
quate individuals, They are impulse-ridden, 
show poor controls in most areas of their 

ves, and have considerable difficulty in 
experiencing the Possibility that they have 
some role in their own destinies. We have 
been impressed by the overwhelming pas- 
sive needs of our population. They con- 
stantly verbalize their lack of responsibility 
for their behavior and express a desire for 
somebody to provide direction for them. 

The overwhelming passivity of these in- 
dividuals is accentuated by arrest and 
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commitment. The impact of arrest on the 
sex deviate leads to feelings of shame 
and humiliation. When the passive inade- 
quate individual encounters these emotions, 
he becomes even more helpless. He seeks 
easily grasped concepts or structures that 
will afford, him an explanation for his 
behavior. He often rationalizes that he was 
seduced by sexually aggressive, precocious 
young boys or girls. Some sex offenders pre- 
sumptuously dismiss their deviant behavior 
as being entirely the product of overin- 
dulgence in alcohol. Another common de- 
fense is the total denial of the offense both 
to the authorities and sometimes even to 
themselves. This type of denial is deeply 
fixed and may be seen even in the presence 
of a long record of similar offenses docu- 
mented by reliable witnesses. 

While a complete discussion of the 
psychodynamics involved in sexual devia- 
tion is beyond the scope of this paper, a 
few observations may be relevant. Although 
there are elements of unresolved Oedipal 
conflicts in most of our cases, these prob- 
lems are contaminated by earlier experi- 
ences of oral deprivation. Sexual behavior, 
for most of our patients, is tied in with 
tremendous needs to satisfy passive wishes, 
bolster self-esteem, find identity and, in a 
figurative sense, be fed. Many of these 
individuals would fall into the category 
of ambulatory schizophrenic or borderline 
states (15, 21). 

Because sexual deviants, generally, do 
not fall into meaningful diagnostic group- 
ings, we have found that it is extremely 
difficult to diagnose our patients in terms of 
the standard APA nomenclature. For this 
reason, we attempt to focus on a careful 
examination of the dynamic factors in 
the personality with the goal of obtain- 
ing descriptive information that will be 
useful in the treatment process. 


THE TREATMENT PHASE OF THE LAW 


Since only a small portion of those re- 
committed under the law for treatment re- 
ceive probation with outpatient therapy, 
our major treatment efforts are directed to- 
wards those confined at the State Prison. 
‘After the individual has been recommitted 
under this law, he becomes involved in the 
rehabilitation program of the institution. He 


is oriented with respect to regulations, 
sified, and given a job assignment. 
important, however, he is entered int 
specific program of treatment based on 
results of our diagnostic studies. His prog: 
ress in treatment is reviewed periodica 
by the staff and changes in the program are 
made when appropriate. As with diagnosti 
appraisals, program changes are based 0 
staff decisions. 

Our experiences have led us to the co 
clusion that at the present time there is 
small percentage of sex offenders who 
not respond to psychological procedures 
We, nevertheless, feel that this group 
properly placed under the law since thes 
are persons who are driven by impulsiv 
immature sexual drives and are totally un 
reachable by ordinary correctional method 
In the case of these offenders the law fun 
tions primarily to protect society. Some 
these individuals will be committed fi 
longer than they would have been had th 
been sentenced under the Criminal Cod 
We feel that the failure of ordinary psych 
logical treatment techniques with tl 
group represents an inadequacy of psy 
atric knowledge, and that until our tech- — 
niques are more refined, treatment must — 
consist of indeterminate custodial care. This 
is analogous to the case of the chronically — 
psychotic patient in a mental hospital w! 
often must be institutionalized even thou; 
there is little definitive treatment availab 

The majority of offenders committed un- 
der the law are amenable to some form ol 
psychological treatment. We currently pro- 
vide both individual and group psycho- 
therapies ranging from insight therap’ 

r even didactic approaches: 
m we. feel 


major goal of tre 

ficient self-unders 

solve or control their 
motivations. For those who do 


rt. 
aed on their needs, many individual: 
are recommended for expressive individu 
or group psychotherapy. Individual ps 
therapy is conducted by a number 0} 


ce P 


Ci pists of varying orientations. All tend to use 


» i 


techniques directed at uncovering un- 
conscious material when working with pa- 
tients who are appropriately motivated and 
can tolerate anxiety. Group therapy was 
originally inaugurated to provide for a max- 
imum number of contacts with a limited 
professional staff, It has, however, proved so 
markedly effective in helping these indi- 
viduals to establish positive self-identifica- 
tion quickly, and to bring about the de- 
velopment of social and interpersonal 
insights, that we now regard it as the treat- 
ment of choice for many individuals. 

Psychotherapeutic contact is less frequent 
than we feel to be optimal, An attempt is 
made to establish weekly or twice-weekly 
contacts with all individuals in group thera- 
py. Individual therapy contacts run the 
‘gamut in terms of frequency from a limited 
number of individuals who receive twice-a- 
week therapy to a greater number who are 
seen weekly or biweekly. The average 
length of treatment for both group and in- 
dividual therapy is approximately 14 
months. 

The combination of a correctional setting, 
an indeterminate sentence, and the in- 
adequate personality of the sexual de- 
viate tend to produce specific problems 
in psychotherapy which may not be en- 
countered in other settings. The most out- 
standing of these is a type of resistance in 
which the patient eagerly grasps onto a psy- 
chological or moralistic formula which pro- 
vides him a rationalization for his behavior, 
This serves as a superficial explanation for 
his difficulties which may also lead him to a 
conviction that he will not repeat the of- 
apa ais on gcd that he is go- 
ing p repeating his aberrant behavi 
and holds to his belief on the basis of an 
alleged change in his morals or an alleged 
understanding of his difficulties, he sets up 
a tremendous road-block to treatment, The 
patient who clings to such a position ef- 
fectively removes the need for the therapist 
ter h further oy Soe ee The most 

factory wa: a resistance i 
for the therapist to be of 


any 

a psychiatric “party-line” which the thas 
can learn and parrot back to him. The in- 
mate must be constantly questioned as to 
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what he actually does understand about 
himself and both he and the therapist must 
realize that the areas involved are so com- 
plex that they can never be treated with 
certainty, Optimally, therapy should be con- 
ducted in a situation where the offender is 
moderately anxious and both uncertain and 
concerned about his propensity to repeat his 
offense. The inmate who leaves the institu- 
tion with doubt and apprehension is per- 
haps a better risk than the one who leaves 
with an ultimate assurance of being cured. 

A sizeable number of offenders are not 
selected for expressive therapy primarily 
because they either show little motivation 
or do not have sufficient ego strength to co- 
operate in this type of treatment. For this 
group we have been experimenting with a 
variety of other techniques including sup- 
portive educational sessions, environmental 
manipulations, and even exhortative ap- 
proaches. Many of these offenders have 
been unable to tolerate close contact with 
another person without feeling aroused by 
all sorts of infantile sexual and aggressive 
feelings. Few are able to appreciate that a 
close benevolent relationship with another 
individual is a possibility. These men are 
provided therapeutic contacts ranging from 
“friendly chats” to specific didactic sessions 
on sexual problems. Through such tech- 
niques many offenders are able to dis- 
cover a new type of interpersonal relation- 
ship and to markedly strengthen their 
internal controls. Adjunctive services such 
as religious, occupational and educational 
counseling are available, 

Our experience has taught us to be flexi- 
ble in our thinking, daring in our experi- 
mentation with new techniques, and realis- 
tic with respect to the establishment of 
meaningful goals. Only by modifying our 
orthodox concepts have we been able to 
produce encouraging results, 


A STATISTICAL SUMMARY OF THE PROGRAM 


From the inception of the Sex Crimes 
Law on July 26, 1951, detailed statistics on 
its operation have been maintained by the 
Bureau of Research and Statistics of the 
Wisconsin Department of Public Welfare 
(20). It is possible, therefore, to offer a good 
statistical picture of the law. During the 
period July 26, 1951 through May 31, 1960, 


a total of 1,605 male sex offenders were 
committed to the Department for diagnostic 
purposes. From Figure 1 it can be seen that 
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of this total 783 (49%) were found to be 
deviated, 66 (4%) were found to be psy- 
chotic, mentally deficient or epileptic and 
handled under the provisions of the Mental 
Health Act, and 751 (47%) were found to 
be non-deviated. Of the 783 individuals 
found to be deviated, 146 were given pro- 
bation with outpatient psychiatric treatment 
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Department for evaluation were found to 
be in need of specialized treatment and the 
vast majority were recommitted to the 
Prison for that treatment. 

As shown in Figure 2, parole ence 
with this special group of offenders has 
been found to be excellent. Of the 475 in- 
dividuals who have been granted parole 
through May 31, 1960, only 81 have violated. 
that parole. This is a violation rate of 17% 
and is considerably lower than that found 
with parole granted to the general prison 
population. It is particularly noteworthy — 
that only 43 (9%) of the total paroled vio- 
lated their parole by commission of a fur- 
ther sex offense. 7 

Figure 3 reveals the outstanding nature of 
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FROM FURTHER CONTROL AND NUMBER OF 
REPEAT VIOLATIONS BY THESE INDIVIOUALS, 
the discharge record of individuals who 
have been committed under the law. In — 
most instances individuals were discharged 
following bom peligro rea 
and a period under parole supervision. — 
Pi 1960, 414 individuals 
m departmental con- 
committed 
new offense following 
experience and the discharg 4 
dividuals who have received treatment un- 
der the law is encouraging. Statistically it 


‘would appear that this law has been most 
effective not only in providing protection 
to the public, but also in demonstrating 
_ that the majority of this group is capable of 
responding to treatment. 


i CONCLUSION 

_ After 9 years of experience with this law, 
We are convinced that a program which 
embodies the principles of indeterminate 
sentencing and psychiatric treatment is 
-both workable and useful. We feel that it 
the best approach currently available 
through which society can deal with the 
gonizing problem of the sex offender. We 
would be negligent, however, if we did not 
emphasize some of the problems and short- 
omings of our own program. Obviously 
ven an enlightened prison setting is not an 
ideal environment in which to conduct a 
exible treatment program(8, 16). Until we 
ean build our own “prison-hospital” for this 
group of offenders, we are forced to make 


justice, we must be prepared to assume the 
erwhelming responsibilities with sincere 
humility as well as scientific fervor. 
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Since 1953, undergraduates of Harvard 
and Radcliffe have been carrying on thera- 
peutic activities, largely of their own de- 
sign, with chronic patients at Metropolitan 
State Hospital in Waltham, Mass. This re- 
markable program(1, 2), originated by an 
undergraduate, J. L. Dohan, with guidance 
from psychiatrists at Massachusetts Mental 
Health Center and Metropolitan State Hos- 
pital, has spread to 9 local colleges and uni- 
versities, and engaged the energies and 
talents of some 2,000 students. Table 1 pre- 


TABLE 1(1) 

PARTICIPATING COLLEGES NUMBER OF VISITS * 
(SEPT. 1954—JUNE 1955) 3 TIMES 10 TIMES 

OR MORE OR MORE 
Harvard University 120 100(+ 5) 
Radcliffe College 100(+10) 75(+ 5) 
Brandeis University 90(£10) 10(+ 5) 
Sargent College 10 8(+ 2) 
Wheelock College 6 4(+ 2) 
Simmons College 4 4(+ 1) 
Mass, Institute of Technology 2 0 
Boston University 1 0 
Regis College 1 0 
TOTALS : 9 Colleges 334(+ 20) 201 (+ 20) 


* Each visit by a volunteer was for a period of from 114 to 
4 hours, 


sents the colleges and universities in the 
Greater Boston area that have contributed 
students during the academic year Septem- 
ber 1954 to June 1955, together with the 
number of students from each college and 
the number of times they have given service 
at the hospital. Table 2 presents the dis- 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
May 8-12, 1961. 

2 Asst. Supt. and Director of Research and 
Laboratories, Massachusetts Mental Health Cen- 
; ter; and Assoc. Clinical Prof. of Psychiatry, Har- 

as Medical School. 
$ 3 Project Director, “Study of Student Volun- 
“teers,” NIMH Grant No. OM-233 ; also of OVR 
Grant No. RD-713; Research Assoc., Dept. of 
-Social Relations, Harvard University. 
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TABLE 2(1) 


DISTRIBUTION IN PROJECTS 


NUMBER OF VISITS ’ 
3 TIMES 40TI 
OR MORE oR 


220(+ 10) 110 
$52) 


Children’s unit 
G-3 Ward improvement project 


E-2 Ward improvement project  30(+ 3) 

Boston Psychopathic Hospital 20(+ 5) 

Social casework, Group 1 ll u 
Social casework, Group 2 RB, 8 

Music program 3 1 
Foreign language service 3 Rie 

No. 3 Ward improvement project 2 ay 


2 
195 (+ 


TOTALS : 9 projects 332 (+ 20) 


* Each visit by a volunteer was for a period of from 1⁄2 t 
4 hours. 5 


tribution of projects and the time spent 
these activities. an 

Since the very great potentialities of un 
dergraduate and university participation 
state hospital programs are just begin 
to be realized, we are reporting our exp 
ences in the hope that this development ' 
be exploited nationally to the utmost. ’ 
recent final report of the Joint Commissio 
on Mental Illness and Health(3) wisel) 
grasped the significance of this movem 
for the partial alleviation of the manpowe 
shortage in hospitals, for recruitment 0 
future personnel in the mental health 
for education of undergraduates, and 
ization of college life. 


I. ORGANIZATION 


The organization of the program is enti 
ly in student hands, A student ex 
committee makes policy and coordinates a 
tivities, From amongst experienced volun- 
teers, the committee appoints project lead s 
who are responsible for the integration 
different student groups around prearran; 
programs. The project leader is assisted 
daily coordinators who are responsible 
transportation and services on any gi 
day. (Transportation was formerly a seri 
problem because of inadequate c fa 
cilities, but lately has been greatl 
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through private foundation funds obtained 


by the students.) The individual student 


signs in at the beginning of the year with 
the particular project and continues with 
that project throughout the school year. He 
joins a group of 5 to 15 colleagues who work 
at the hospital one afternoon or evening per 
week, Sufficient numbers of students are at 
work in any school year to insure service to 
patients 5 days and 3 evenings a week. Dur- 
ing the summers, new groups may be or- 
ganized by students attending summer ses- 
sions at Harvard. 

The program, then, is a well-organized, 


usually smooth running affair, concerning 
itself with all aspects of recruitment, trans- 
portation, planning and execution of serv- 


ices, collection and distribution of material, 
liaison with hospital and university, and 
development of new frontiers. An overall 
oint advisory committee, made up of stu- 


_ dent leaders, hospital administrative and 


clinical officers, paid professional staff con- 


nected with the student research program, 


and special consultants, helps coordinate the 


' multiple activities at the levels of service, 


education and research. 


I, ACTIVITIES : WARD WORK AND CASE AID 
At the hospital, students may be assigned 


either to ward work or case aid. Ward work 


aims at decreasing patient apathy and isola- 
tion and increasing social interaction, It 
consists of fostering recreational, occupa- 
tional and’social activities, including games, 
sports, gardening; taking patients out of 
doors or on shopping trips ; helping them to 
upgrade the physical and social environ- 
ment in which they live ; improving self- 


_ care and personal appearance, and partici- 


pating meaningfully in small activity or 
club’ groups. In effect, the students are 
quasi-recreational and occupational thera- 
pists, working under supervision of staff ; 
and where professional staff is hard pressed 
or unavailable, they show an extraordinary 
ability to function intelligently on their 
Own, causing remarkably little disturbance 


_ or disruption in the ongoing system. 


Our impression as to the value of student 


~ volunteers in the ward setting is affirmed by 


a recently conducted controlled study of 2 
comparable wards at Metropolitan State 
Hospital—one a control ward, and the 


other activated by volunteers. To put the 
problem to severe test, wards with re- 
gressed, apathetic patients were selected. 
After a 2-year experimental period, the 
ward with the volunteers showed significant : 
advance in the following areas : conceptual 
disorganization (p .05) ; activity level (p 
01); withdrawal (p .01); whereas the 
control ward showed no significant changes. 
In addition, 10 of the patients from the ex- 
perimental ward earned ground privileges 
and 3 of these were improved enough to be 
recommended to case aid program, often a 
precursor to discharge. Thus, the research ‘ 
study supports the clinical hypothesis 
student volunteers can be useful therapeutic 
| 
; 
| 
: 


agents with chronic patients. 

The case aid program, carried out under 
close supervision of a social worker, involves 
8 to 10 students per case aid unit, each 
student assigned to a given patient for the 
whole academic year. The goal is to make a 
relationship with that patient, to introduce 
him systematically to essentially non-patient 
activities through planned excursions off 
the ward and into the community, to help 
him achieve a better adjustment within the 
hospital, or to catalyze discharge and com- 
munity resettlement. In this respect, stu- 
dents are quasi-social workers specializing 
mainly in problems of transition from hos- 
pital to community. Since their relationship 
with patients is on an intensive one-to-one 
basis, these students are selected with par- 
ticular care, and both individual and group f 
supervision are provided by the professional | 
leaders. Five such groups are operating at 
the present time, 1 with children, and 4 with 
adults. 

An example of successful case aid work 
with 1 patient is as follows(4) : 


Case B. H.—A 77-year-old woman, hospital- 
ized 2 years, had shown symptoms of senility, 
confusion, disorientation, and memory impair- 
ment for several months before admission, 
which had become more pronounced after an 
automobile accident. The patient was particu- 
larly eager for a relationship and, quickly trans- 
ferring to the student, cooperated immediately 
with plans for discharge. The aide established 
eligibility for public assistance, and found a 
nursing home where the patient could reside. ; 
After the patient left the hospital (within 2 4 
weeks), the aide continued in a supportive and l 
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reassuring way to help her adjust to the home 
and to relate to other residents there. The 
student took her for walks, brought her maga- 
zines, and, when the patient slipped into a 
confused state, which occurred periodically, 
visited more often and gave more reassurance. 
Also, through frequent meetings with the nurs- 
ing staff, the aide helped staff to accept the 
patient and work with her more effectively. 
When the contact was terminated the student 
arranged with a relative of the patient and with 
individuals in the nursing home to substitute 
for her in meeting the needs of the patient. 


Quantitative results of the case aid pro- 
gram indicate that, of 55 chronic patients 
hospitalized at least 5 consecutive years 
since last admission, and considered by staff 
to be unsuitable for early release from the 
hospital or for assignment to regular psy- 
chiatric or social service, 20% were suffi- 
ciently benefited by the case aid program 
to leave the hospital. Discharge of 20% of a 
group through case aid work who would 
otherwise certainly remain hospitalized is 
significant ; however, the full story would 
also include the clinical improvement 
achieved in many of the others, and the sub- 
stantial benefits to the patient from the de- 
voted friendship of a young enthusiastic 
person representing the outside community 
and working for the patient without thought 
of monetary recompense. 

In addition to the above activities which 
are outside the formal academic arena at 
Harvard, a specific course on volunteering 
was approved by the curriculum committee 
3 years ago for credits and has since been 
offered yearly by the Department of Social 
Relations to qualified undergraduates. Thus 
the University administration has given its 
stamp of approval to the volunteer program 
and has recognized its significance in the 
moral and intellectual development of the 
undergraduate. In the 7 years of its exist- 
ence, volunteering has proved to have a 
singularly impressive effect on the partici- 
pants. Not a few students have said that it 
was more significant than any course at 
Harvard, and some have even claimed that 
it was altogether their most important ex- 
perience during undergraduate years, 


II. SOME CHARACTERISTICS 
OF THE MOVEMENT 

It is difficult to characterize adequately : 
multi-faceted program of this type; how. 
ever, two characteristics may be mentione 
The first is the driving urge of the students 
to get to the heart of the problems of mental 
illness and to take action with least dela: 


intellectuality of academic life with pra 
tical realities and substantial programs 
action. In addition, many students express 
sense of debt, if not guilt, at having been 
recipients of so many emoluments thus far ~ 
in their lives—a debt which they are moms 
eager to repay when they witness the stark 
living conditions of the chronic psychotic 
individual in the hospital ward. This ac- — 
counts too for their enthusiasm for working 
with back ward mentally ill, whom they re- 
gard as presenting the greatest challeng 
and for their desire to make close personal 
relationships with the patients, Unlike older 
volunteers with whom we have had ex- 
perience, who seem to be repelled 
bizarre conduct and impoverished enviro 
ment, students prefer to work directly on 
the wards. Thus, last year a group of un- 
dergraduates sought permission to live with 
the patients on the wards of the hospital in 
order to understand their situation more ful- ~ 
ly; and, based on this experience, decided 
to establish a cooperative “halfway” house ~ 
in Cambridge wherein both patients and | 
students would live together under the same 
roof, sharing all the problems incident to 
such group relations. This enterprise, unique 
in the annals of psychiatry, now rounding — 
its first successful year of operation, is worth — 
reporting. 
The Cooperative Halfway House, “Well- 
met"—It was chiefly those students who had 
been inspired by their experience of living 
on the wards who formulated the original — i 
plans for the cooperative house, “Wellmet.” 
In the summer of 1960, they began to raise 
money to rent a home in Cambridge and 
employ a house couple as supervisors, & 
psychiatrist, and a psychologist. Soon a 
group of students moved in, and arrange- — 
ments were made for admission of 4 chronic 
psychotic patients—3 women and 1 man— 
whom the students had already befriended — 


a 


recreational activities evolved through ef- 
forts of the residents together with help 
_ from students of the general volunteer pool. 
A Considerable effort was expended in voca- 
af nal rehabilitation so that whilst these pa- 


tients initially were unable to work, they 


running the house are being solved by pub- 
ie contributions, income from residents, 
tate support of patients under “family care” 
rovision, and Rehabilitation Commission 
pport based on their potential for occupa- 
ional rehabilitation. This collaboration of 
tate Department, Rehabilitation Commis- 
ion, hospital, university, community, and 
_ undergraduates—all initiated and organized 
` by students—represents a fine example of 
‘Yankee ingenuity and enterprise in the 
" cause of mental health, 

A case vignette will illustrate how the 
atient utilizes opportunities presented by 
e house : 


ked to, and who “just sat” looking out of the 
ai oe of the ward. 

e hospitals rehabilitation goals were 
frustrated by the patient’s lack of organized 
motivation as well as the persistent apathy and 
. Student volunteers 


“she and’ onl 
gradually accepted “work” from students, peed 


» and is making 


The second quality characterizing the 
rogram is the resourceful problem solving 


orientation and ability of the students, 
Whether it be transportation problems, col- 
lection of hundreds of items of clothing, 
decorating the bare wards, raising money 
for case aid leaders, or for setting up a 
halfway house, stimulation of other groups 
by lectures or conferences, or the writing of 
publicity and progress reports—there is a 
typical quality of creative imaginativeness 
which, together with the high drive, makes 
up a formidable and welcome force for 
progress. 


IV. RECRUITMENT VALUE OF THE PROGRAM 


In view of the great shortage of man- 
power in the mental hospitals of the nation, 
it is important to discuss the volunteer pro- 
gram as a potential instrument for recruit- 
ment of students to the mental health pro- 
fessions. When we speak of mental health 
professions, we include careers in psychi- 
atry, social work, clinical psychology, occu- 
pational therapy, laboratory and research. 
Data collected before and after the case 


TABLE 3(5) 
Career Plans Before and After 


CAREER BEFORE AFTER 
CATEGORY NUMBER PERCENT NUMBER PERCENT 
Mental health ll 31.4 21 60.0 
Non-mental health 11 31.4 11 31.4 
Undecided 13 37.1 3 8.6 
TOTALS 35 99.9 35 


100.0 


aid experience are especially interesting. 
Of 35 students, 11 had professed an interest 
in a mental health career before case aid 
experience, and 21 after, as shown in Table 
3. Altogether 19 students underwent changes 
in their career preferences during the 
course of the experience, of whom 13 
changed in the direction of selecting mental 
health careers. Those not interested in a 
mental health career nevertheless credited 
the program with a powerful educational 
impact which influenced their lives although 
not necessarily their career choice. Thus al- 
though the project proved an important re- 
cruitment device to attract desirable young 
people into the mental health field, perhaps 
an eyen greater consequence is its overall 
educational value which will pay off in 
greater understanding, involvement and in- 
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terest in mental health on the part of a 
potential leadership group. Indeed, as we 
have seen, a considerable impact has al- 
ready been felt by the hospital, the univer- 
sity community, the families and friends of 
student volunteers (including legislators), 
and in the formation of volunteer move- 
ments elsewhere. 


V. THE NATIONAL PICTURE 


An attempt is being made to obtain a 
picture of the extent to which college stu- 
dents across the nation are being used as 
volunteers in mental hospitals. During the 
years of the existence of this project, we 
have attempted, wherever feasible, to stimu- 
late or consult on the formation of programs 
elsewhere. Thus, we have reason to believe 
that the Middletown-Wesleyan program in 
Connecticut, Lehigh in Pennsylvania, Cen- 
tral Lake Hospital in Kentucky, and one in 
Amsterdam, Holland, have been greatly 
assisted by local efforts ; and, through con- 
sultation and information sharing, Kansas, 
South Dakota, California, Colorado and 
Washington have been positively influ- 
enced, Recently, Dr. Warren Vaughn or- 
ganized a regional conference on student 
volunteering in Colorado with emphasis on 
activities of the Western Interstate Commis- 
sion for Higher Education and with con- 
sultants from other areas. 

Of an initial sample of 139 colleges con- 
tacted by questionnaire, 89 (64%) have re- 
plied, and of the respondents, 37% have in- 
dicated that they do have a volunteer pro- 
gram ; 14 additional colleges known to have 
programs have not responded. Combining 
the mail survey with extensive correspond- 
ence, we find that a total of 87 colleges 
either have functioning programs on cam- 
pus (37%) or have students participating in 
programs run by outside organizations 
(50%). 

Although the achievements are consider- 
able, lack of close coordination of student 
program with faculty and hospital person- 
nel, and lack of adequate supervision from 
these sources are often listed as dissatis- 
factions, and account for many drop outs. 
This too has been the experience of the 
Boston program. Apparently considerable 
attention will be needed from faculty and 


hospital personnel to counteract the tension 


and confusion felt by mam 

ing with severely re me individu 
though students feel very strongly th 
of the work they are doing, the stress 
sufficient that many are often un 
repeat the experience during another yi 
There are also new interests and distracti 
coming up in successive college year: 
compete with volunteering for the stu 
attention. However, the fact that 87 
leges (and this out of a sample of onl: 
colleges) have permitted or fostered 
dent volunteer relationships with m 
hospitals is encouraging and suggests 
hospital-university collaboration is alr 
well on its way with new manpower, 
thusiasm and hope for the mentally ill. 


SuMMARY 


Briefly described is the student volun 
movement initiated 7 years ago by 
graduates of Harvard and Radcliffe, whic 
has organized services to the mentally ill 
the Metropolitan State Hospital in Mas 
chusetts, by mobilizing 9 colleges and un 
versities in the Boston area, and altog 
over 2,000 students. Two major forms 
activities are prosecuted : ward work ¢ 
case aid. The former concerns a variety 
services to patients on the ward essent 
in groups in which volunteers act as quas 
recreational and occupational therapis 
The latter concerns one-to-one relationsh 
between volunteer and patient in which | 
volunteer functioning as quasi-social w 
attempts to aid patient in transition fi 
hospital to community, 

The movement is characterized b 
tense eagerness of students to get to. 
the problems faced by the patient and | 
hospital, high motivation to do some 
about these, and considerable creativi 
working out solutions. An example 
latter is the recent establishment of 
operative halfway house in which stu 
live together with chronic patients sel 
for discharge and rehabilitation in the coi n- 
munity. This unique enterprise appears to 
have therapeutic assets somewhat differe 
from the conventional halfway house a 
deserves serious consideration as a 
sitional model for similar faciliti 
where. : nhl i 
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STUDENT VOLUNTEER MOVEMENT 


be an effective means of recruiting promis- 
ing young people into the mental health 
field. It has definite possibilities for at least 
artial relief of the serious manpower 
shortage in our mental hospitals. 
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CLINICAL OBSERVATIONS OF SIMULTANEOUS HALLUCINOGEN 
ADMINISTRATION IN IDENTICAL TWINS * 


BERNARD WILKENS, M.D., SIDNEY MALITZ, M.D., 
anp HAROLD ESECOVER, M.D? 


This study presented a unique oppor- 
tunity for documenting the effects of the 
hallucinogens lysergic acid diethylamide 
(d-LSD-25) and psilocybin on identical 
twins with similar environmental back- 
grounds. Interest in this study centered on 
the following areas : 

1. Effects of environmental influences 
and personality interaction during the drug 
induced state ; 

2. Relation of behavioral patterns to the 
specific pharmacological actions of the 
drugs. 

Clarification of the action of hallucino- 
gens has been important because of their 
potential value in controlled psychiatric re- 
search, recent interest in their therapeutic 
application, and problems developing from 
their indiscriminate use by individuals ob- 
taining these drugs illegally. 


DESCRIPTION OF TWINS 


The subjects were 26-year-old white male 
monozygotic twins whose origin was es- 
tablished on the basis of identical appear- 
ance, finger prints and blood groups. Hos- 
pitalization resulted from a long history of 
psychopathic acting out behavior. Repeated 
conflicts with the law brought them to Belle- 
vue where the diagnosis of schizophrenia, 
undifferentiated type was made and they 
were then committed to a state hospital. 
Following this, they were transferred to 
Psychiatric Institute as part of a twin re- 
search study project. 

They were born in Kentucky and placed 
in a foundling home shortly thereafter. 
Twin B was several hours younger than 
twin A. The mother has been in a state 
hospital for many years. The father’s where- 
abouts is unknown. No further information 
is available about either parent. At 10 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
May 8-12, 1961. 

2From the Dept. of Experimental Psychiatry, 
N. Y. State Psychiatric Institute. 
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months they were adopted by a young 
couple living in a marginal slum area of 
Brooklyn, New York who raised them in the 
Jewish faith. A sparse, inadequate history 
was obtained from the foster mother in 
which she described herself as the more — 
stable of the 2 foster parents. The foster 
father was described as an itinerant trucker, 
luncheonette worker and butcher who drank 
heavily for many years. He often beat th 
foster mother in the presence of the twin: 
He favored twin B, who would go to him 
in time of trouble. Twin A was closer to his 
foster mother and spent more time with he 
A step-sister and brother were born 4 and 
11 years after the adoption. The siblin 
were all reported to have gotten along well 
together. From a very early age the twins 
proved difficult to manage. They were fre- 
quently rebellious, hostile and antisocial 
When they reached their late teens the 
foster parents began to tire of their be- — 
havior and disclaimed responsibility for 
them. Both twins married in their early — 
twenties and fathered children. They wer 
repeatedly separated from their wives. Twin 
A became an apprentice painter for a foster 
uncle while twin B earned his living through 
a series of odd jobs. Throughout their lives 
they had been inseparable except for a short 
period in the armed services. Both received 
undesirable discharges. a 
After hospitalization at Psychiatric Insti- 
tute, some differences in their basic per 
sonality structures were noted (Figure 1 
Twin A was better looking and, when i 
itially encountered, quieter, better integra 
ed and more sophisticated. Twin B was 
more primitive in appearance, and, when 
first seen, appeared more hostile, less ri 
served and with less social veneer than 
brother. It soon became apparent on thi 
ward that twin B would act out the aggres: 
sive and antisocial impulses of twin A. For 
example, one day twin A expressed a strong” 
desire to visit a bar, became aggressive and 
hostile when his impulse was thwarted and 
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FIGURE 1 
Comparison of Personality and Behavior Patterns 
TWIN A TWIN B 
i Appearance—Better looking Appearance—Primitive 
Integrated Hostile 
Quieter Less reserved 
i Sophisticated Unsophisticated 
Traits—Depressed Traits—Cooperative 
Demanding Cheerful 
Surly Passive 


Frequent aggressive outbursts. 
Poor psychotherapy candidate 


Fewer aggressive outbursts 
Fair psychotherapy candidate 


d to be transferred to a more restricted 
ward, A short time later twin B who had 
eard of the incident slipped out of the 
hospital, got drunk, started a fight, and had 
to be subdued by the police and forcibly 
returned. This situation bears a resem- 
blance to the behavior of the twins de- 
“scribed by Dumas in his novel The Corsican 
rothers, 
_ After seyeral weeks’ separation, twin B 
became less disturbed and better integrated 
_ than twin A. It was felt also that he began 
_ working better in psychotherapy. Twin A, 
on the other hand, had frequent aggressive 
and destructive outbursts and could not be 
gaged in sustained psychotherapy. His 
‘usual behavior was demanding, hostile and 
slightly depressed. 
On psychological tests, twin A had an 
Q. of 101 and twin B of 95. Both showed 
arked immaturity of social judgment, 
great difficulty in controlling aggression, 
disturbed body image, confused psycho- 
sexual orientation but in the absence of a 
rmal thinking disorder. 


METHOD 


Each twin was put in an identical room 
on adjoining wards. An observer was as- 
signed to each and kept records of their 
verbal productions. The project supervisor 
checked each subject at 15-minute intervals. 
Each subject received 61 micrograms of 
d-LSD-25 orally in the first study and 24 
. of psilocybin orally in the second, The 
trials were 2 months apart. 
ei ; 
OBSERVATIONS AND CONCLUSIONS 


2 
| It was observed that the affective re- 
sponse most characteristic of each twin was 


initially intensified after administration of a 
hallucinogen. It was also noted that the 
affectivity of one twin was communicated to 
the other irrespective of the initial affective 
response of either, For example, the tenden- 
cy for twin A to be depressed was intensified 
by the hallucinogen d-LSD-25, whereas twin 
B, who usually tended to react with sardonic 
humor, became euphoric. It was possible for 
twin B to communicate his euphoria to twin 
A against his sibling’s will. In this instance, 
twin A was demonstrating an affective re- 
sponse unrelated to the chemical action of 
LSD but directly related to the interactional 
process with his twin. The film demonstrates 
how, through an interactional process, the 
affectivity of one individual can be commu- 
nicated to another. In the psilocybin study 
the reverse occurred with the deep depres- 
sion of twin A being communicated to twin 
B, who initially reacted to the drug stress 
with mild irritability and sardonic humor. 

The chief reason for choosing identical 
twins for this study was that it presented a 
unique opportunity to administer an identi- 
cal amount of drug in the same time interval 
and setting to 2 individuals with identical 
genetic make-up. If the resulting behavior 
were due solely to the action of the drug, 
we would have expected it to be the same 
in both twins. Since it was not, any explana- 
tion of the behavioral differences had to 
take into account extra-chemical factors. 

A marked variability of affect, rapidly 
altered by interactional factors but difficult 
or impossible to control, was frequently ob- 
served, 

The main advantage of filming these hal- 
lucinogen studies lay in the production ofa 
permanent graphic record of behavior 
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F which can be studied at leisure for investi- 
_ gation and teaching purposes. Such films 
can be shown to large groups who would 
ordinarily, because of practical reasons, be 
unable to view these studies. In addition, 
subtle aspects of non-verbal communication 
may be studied through repeated viewing of 
selected segments of the film. Among the 
disadvantagés encountered was the inability 
to depict the proprioceptive and perceptual 
disturbances adequately on film. For ex- 
ample, visual hallucinations could not be 
demonstrated and unless the patient made 
some attempt to draw or outline them in the 
| air they remained undescribed. Even then 
f the result was inadequate. The lack of 
f sound too was a serious shortcoming which 
we hope to rectify in the future. This would 
lead to more effective correlation of verbal 
productions with behavioral changes. 


SUMMARY 


1. Different initial affective responses oc- 
curred in identical twins under the influence 
of d-LSD-25 and psilocybin. 

; 2, These affective displays were related 
to the differences in personality between the 
twins, 

3. It was possible for the affectivity of 
each twin to influence the affective response 
of the other at various times during the 

studies. 

p 4. This communication of affect sub- 
stantiates the hypothesis that affective re- 
sponses associated with hallucinogen ad- 
ministration are personality specific rather 

than drug specific(1, 2, 3, 4, 5). 

5. The drug specific changes in the au- 

i tonomic, proprioceptive and perceptual 

, spheres were similar in both twins and not 

; modified to any noticeable extent by en- 

i vironmental influences. 

2 6. Because of their profound effects, hal- 

F lucinogens should be restricted to research 
use exclusively in a hospital setting. In our 
opinion, their use at this time for any other 
purpose or in any other setting is dangerous. 
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DISCUSSION 


Ian Grecory, M.D. (Minneapolis, Minn. 
This paper raises 2 important questions : How 
much can we learn from the administration 
hallucinogenic drugs to man ? How much’ 
we learn from the study of human twins ? 

The administration of psychotomimeti 
agents has sometimes been undertaken in | 
hope of obtaining further information about the 
causation. of naturally occurring psychiatri 
disorders. However, the experimental rep! 
tion of such disorders, or of various hypothetic: 
causal situations, is usually not possible. 4 
tempts to reproduce so-called “functional” ps 
chiatric syndromes such as the schizophrer 
by means of various toxic agents or by 
logical deprivation (e.g., of oxygen, vi 
or sleep) result in the development of org 
brain syndromes, having some similarity v 
“functional” disorders but not identical with 
them. Deductions about “functional” psych 
atric disorders, from observations made on pa: 
tients with naturally occurring or artificially 
induced brain syndromes, constitute one form 
of argument by analogy, which may sugg $ 
further lines of investigation but provide 
definitive evidence as to etiology. wf 

Of recent years, interest in the psychoto- 
mimetic drugs has been revived by their 
pirical application to the treatment of | 
chiatric patients, but well controlled 
parisons between series of patients recel 
hallucinogens and other forms of treatm 


deduction concerning possible mechal 
inheritance. Moreover, reliable estimates . 
hereditary and environmental 3 


accurate specification of the characteristic un- 
der investigation, accurate diagnosis of zygosity 
by modern serological techniques, and reason- 
_ ably large series of twins for comparison. Even 
_ should these criteria be met, there exist certain 
biological biases of unknown magnitude which 
have led competent human geneticists to ques- 
tion how much reliable information may be ex- 
pected from further studies of this nature. 
Neither the administration of hallucinogens 


nor the study of twins have hitherto provided 
conclusive evidence concerning the etiology of 
“functional” psychiatric disorders. However, the 
presentation under discussion contains interest- 
ing narrative material on the simultaneous de- 
velopment of artificially induced toxic brain 
syndromes in 2 individuals presumed to have 
identical biological potentialities, but differing 
to an unknown extent in their pre-natal and 
post-natal experiential background. 


STUART M. FINCH, M.D., an» JOHN H. HESS, M.D.” 


INTRODUCTION 

Ulcerative colitis in both children and 
adults has been an enigma for years in spite 
of many proposed hypotheses as to its etio- 
logy and treatment. It remains a serious ill- 
ness and our treatment is only partially 
successful whether we be internists, pedia- 
tricians, surgeons or psychiatrists. Since 
Murray’s(8) paper in 1930 first delving into 
the psychological aspects of this disease, 
many others have tried to elucidate the 
emotional factors and their contribution to 
ulcerative colitis. The majority of work has 
been done with adult patients and probably 
the most useful and comprehensive is con- 
tained in Engel’s papers. Others have 
studied children with this disease in the 
hope of getting a firsthand view of its 
origin and early development. It is our pur- 
pose in this paper to review a series of 17 
children with ulcerative colitis studied at 
Children’s Psychiatric Hospital and relate 
our findings to the previous work of others ; 
to offer certain dynamic and genetic specu- 
lations, and also to draw some tentative 
conclusions regarding therapeutic principles. 


BACKGROUND 

For a review of the literature the reader 
is referred to Engel’s excellent work(3). In 
these studies Engel attempts to organize 
certain psychological formulations concern- 
ing ulcerative colitis into a single construct, 
taking into account pathophysiological data. 
He develops a hierarchy of gastrointestinal 
function beginning with the bowel as a 
limiting membrane in early life, and extend- 
ing to its highly integrated, learned, and 
symbolic activities of later life. He suggests 
that different levels of physiological integra- 
tion are associated with specific levels of 
psychological integration. Engel’s observa- 
tions of patients lead him to believe that a 


PeT OE 
IRead at the 117th annual meeting of The 
„American Psychiatry Association, Chicago, Il., 
May 8-12, 1961. 
2 Respectively, Professor and Instructor, Dept. 
of Psychiatry, University of Michigan Medi 
School. 
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state of anxious hopelessness and despair 
based on the disturbance of a “key relation- 
ship” (usually between mother and child) 
may be accompanied by altered physio- 
logical phenomena in the gastrointestinal — 
tract, characteristic of ulcerative colitis, 
The mother (or mother surrogate )-child 
relationship is described as “transactional,” 
in which the child develops a “surrogate ‘ 
ego,” i.e., an ego which is functionally and 
permanently dependent on the mother. The 
mechanism by which the bowel is affected 
in such a process is not clearly described by 
Engel ; however, he suggests some type of 
constitutional or congenital bowel defect. 

The personality characteristics which 
have been most frequently described for 
the adult ulcerative colitis patient include 
an obsessive-compulsive character with 
guarded affectivity and rigidity ; immaturity 
with a pseudomature veneer, put underly- 
ing petulant infantilism ; a difficulty in ef. eam 
fectively expressing aggression; a hyper- 
sensitivity; a marked use of denial, and 
disturbed object relationships with inade- 
quate sexual identification and underlying 
depressive trends. 

The literature specifically related to ul- 
cerative colitis in children reveals person- 
ality descriptions similar to those elaborated 
for adults. Prugh(9) describes the child 
with ulcerative colitis as “passive, rigid, de= 59 
pendent on parental figures, especially the ee 
mother, socially inhibited, narcissistic, and 
emotionally immature,” with “compulsive ` 
needs to conform exaggeratedly to s 
dictates.” Prugh further states : “There is a 


Again one finds considerable agreement 
among investigators regarding the possible 
genesis of this illness in children (as well 


and anal stages of psychosexual develop- 
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ment. Hence, Prugh, while recognizing the 
pathogenic nature of the mother-child rela- 
tionship, indites difficulties in toilet training 
as the primary etiological agent in ulcera- 
tive colitis, Sperling(10) points out the 
conflict between the mother’s needs to keep 
the child dependent upon her and her own 
unconscious destructive impulses toward the 
_ child. She feels that the mother is rejecting 
~ only the healthy child and that in response 
; to this condition of acceptance, the child 
becomes ill, It should be noted that Sperling 
feels that the maternal rejection of the 
healthy child in the “psychosomatic mother” 
is to be contrasted with the complete re- 
jection of the child in the “psychotic moth- 
er.” Benedek(2) describes the mother-child 
symbiosis as a “primary psychosomatic 
unit” and believes that inadequate mother- 
‘ing during the early months of life has a 
definite relationship to the depressive con- 
stellation which she considers of pri 
importance in the psychopathology of this 
disease. Gerard(5) says, “Adequate mother- 
liness offers a healthy environment in which 
the adaptive tasks remain within the infant's 
capacity, and ego habits become those 
which keep the infant physically comfort- 
“able in a maximum and acceptable relation- 
ship to the environment.” She goes on to 
state, “Since early adaptation is mainly that 
of an adjustment of the various body organs 
to their various functions in extra-uterine 
conditions, it is reasonable to suspect that 
Tater maladaptions of the organ due to emo- 
tional causes may arise from emotional diffi- 
joanes ae Siti in the first months of 
_ fe, when patterns of responses are in- 
itiated.” Somewhat similarly Garner and 
fenar(4) conclude that the “psychosomatic 
mother” clearly demonstrates negative feel- 


mothers then tend 
in a solicitous and over-controlling fashion 


yet a constant insecurity in their children. 
According to this concept; such a relation- 
ship leads to the development of the psy- 
chosomatic disease due to the “disarticula- 


tion of the basic physiological responses of 
the child from the smoothly integrated de- 
velopment of bodily and psychic com- 
ponents seen in the healthy individual.” 


PRESENT STUDY 

Our report is based on a study of 17 
children suffering from idiopathic ulcerative 
colitis. There were 9 males and 8 females 
ranging in age from 4 to 14 years. The in- 
vestigation included a detailed case history 
and family evaluation by the social case- 
worker, psychological testing and psychia- 
tric evaluation of each child. In addition, 
11 of the patients were followed in therapy 
over periods varying from 4 months to 3 
years. 


SOCIAL DATA ® 

In regard to the case histories, no signi- 
ficant patterns could be elucidated with re- 
gard to such factors as age, sex, race, re- 
ligion, number of siblings, sibling position, 
socio-economic status * or apparent external 
precipitating stress. On the contrary, the 
variation in these factors was extremely 
wide. Four of the 17 children were only 
children; one was a twin; one was an 
adopted child. In 2 cases an older sibling 
had had ulcerative colitis—the only cases of 
positive family history. Two children had 
stepfathers and one a stepmother. In 2 
families the natural father had died, and in 
one family there had been a divorce. 

However, in all cases, the parental rela- 
tionships revealed a passive, ineffectual 
father and an aggressive, dominating moth- 
er. Superficially the fathers might initially 
appear effectual and the mothers occasional- 
ly feminine, but closer scrutiny proved 
otherwise. A striking observation by the 
social worker was the inability of all these 
parents to express overt hostility in an ap- 
propriate manner. The relationships be- 
tween the fathers and sons seemed to show 
little emotional involvement, while on the 
contrary, that between fathers and daugh- 
ters was deep and best described as seduc- 
tive. In all cases, the mothers appeared 


3 This material was prepared by Roscoe Miller, 
MSW, formerly of the Social Service staff, Chil- 
Gren re ee Hospital. 

one of our patients was from the lower social 
strata, but this may be due to selective factors 
rather than a characteristic of the disease, 
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dominating and controlling toward the pa~ 
tient, regardless of sex. The child was the 
object of hostility and rejection by the 
mother, but this was rarely overtly ex- 
pressed. The mothers reacted consciously in 
the opposite fashion, demonstrating ex- 
treme, though superficial, concern for the 
child and demanding complete submissive- 
ness from him. The mothers also had a tend- 
ency toward seductiveness for their sons. 
In many cases, the mother’s negative at- 
titude was shown in her apparent need for 
illness in the child; thus providing an op- 
portunity for her to demonstrate her con- 
cern for the youngster. 

Intense sibling rivalry was frequently de- 
scribed, and other siblings were usually 
reported to be more outgoing, spontaneous, 
and aggressive than the patient. 

Most of these families tried to present a 
picture of normal, healthy, family life. The 
patient's early history was usually presented 
as insignificant. However, in all cases there 
was ample evidence of previous emotional 
disturbances such as feeding problems, dif- 
ficulty in toilet training, temper tantrums, 
enuresis, extreme shyness, school maladjust- 
ment and poor peer relationships. 


PSYCHOLOGICAL TEST DATA 


Due to wide age ranges of the patients, a 
variety of family constellations, sex dif- 
ferences, and a variation in the time of 
onset of the disease with respect to the 
time of psychological testing, a great deal of 
heterogeneity of material was obtained on 
projective tests. The following can be con- 
sidered only as broad, general trends, ob- 
served in the fantasy and free associations 
of these patients on such projective instru- 
ments as the Rorschach, TAT or CAT, 
Figure Drawings, and the Sentence Com- 
pletion Test. 

The mean chronological age for the total 
group of children was 11 years and 5 
months, The mean I.Q. was 116, with a 
range of 91 to 147. 

Despite minor variations, all the males 
were essentially passive, and all had mark- 


5 The authors are indebted to Bettie Arthur, 
Ph.D. for this material which is to be published 
under the title “Parent-Child Interaction in the 
Fantasy Productions of Children with Ulcerative 


Colitis,” 


essence of the mother-son relationship is 
the castrated role played by the son; this 
relationship is hypercathected to the extent 
that father figures are seldom mentioned. 
The boys are seen as intensely dependent 
upon their mothers, whom they regard as ~ 
infallible. Achievement is viewed as a key 
to maternal approval. All males had mark: 
edly impaired capacities to relate to other — 
people ; all were constricted ; and all were 
more or less resigned to their fates. What 
was lacking in these boys was a direct and — 
open manifestation of the underlying hos- z 
tility and willingness to face the fact that 
they had such intense dependency needs. 
All showed depressive trends. In every 
male, evidence indicated marked stimula- 
tion by the external environment, but simu- 
taneously controlled affective responses to — 
it. Sado-masochistic material appeared in all 
records. Many records showed evidence of 
borderline thinking. 

The females, like the boys, were involved 
in an intense relationship with their mother. 
The younger girls seemed to have identified 
with this dominant mother figure, and were 
involved in an intensely competitive inter- 
action with her. The older girls had tended 
to withdraw into a preoccupation with 
fantasy material designed to resolve their 
conflicts over their hostile feelings toward 
the mother by virtue of an idyllic, romantic 7 
union with a Prince Charming. All records 
indicated pseudo-maturity. While the girls, 
unlike the boys, dreamed of escape from the | 
hated mother figure, if forced to accept < 
maternal domination, the girls, too, reacted 4 
depressively. All females perceived their E 
mothers as intensely narcissistic, the manip- 
ulation of which was necessary to insure — 
limited dependent supplies. Direct expres- 
sions of hostility toward the mother are not 
sanctioned, and again approval is obtained a 
by achievement. The girls vie with the — 
mother for control of males, who are seen as 
inferior to females. A subtle, seductive re- 
lationship exists between father and daugh- | 
ter. All of the girls showed a primary oral 
fixation covered by compulsive-like de-  — 
fenses. Sado-masochistic trends are com- — 
mon. Beneath a facade of narcissistic ade- 
quacy, the self-percepts are exceedingly 
poor. Generally, the females are poised, 
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bland and affectless. However, some showed 

marked hysterical qualities and others deep- 
seated and severe borderline states, 

It is possible to specify certain similarities 

the personality structures of all the chil- 

dren. The most important finding is the 

_ hypercathexis of the mother-child relation- 


inadequate relationships aside from that 
with the mother. All children are torn be- 
tween their needs to express hostility and 
their need for a close dependent relationship 
with the mother, resulting in conformity and 
compliance. Sado-masochism is found in 
every child. Depressive reactions are ob- 
_ served in all children. The defensive struc- 
ture is essentially compulsive, consisting 
x the most part of isolation, intellectual. 
ation, displacement, reaction formation, 
a generalized constriction of the per- 
mality. All children manifested poor sexual 
‘tole identification, All view the mothers as 
dominating and inconsistent, varying be- 
tween a hostile and/or over-protective fig- 
ure. All children view their mothers as bas- 


el pe requiring conformance to strict 
ards, 


ineffective in all roles, and truly an unim- 
Portant member of the family. 
XCHIATRIC DATA 


Despite the sex differences and rather 
wide age variation, the psychiatric evalua- 
ions of the 17 children were strikingly 


~ present in 15 children, 
_ illness could be related in Most cases to a 
~ real or fantasied disruption of a close and 


important relationship, usually with the 
_ mother. This disruption could be brought 


about by such external events as the birth 
of a sibling, beginning school, illness, or 
divorce; or by such symbolic phenomena 
as extreme hostility, independent accom- 
plishment, or the onset of puberty. 

The personality characteristics of these 
children are strongly reminiscent of those 
ascribed to adult ulcerative colitis patients. 
The children exhibited obsessive-compulsive 
character traits and were constricted, de- 
fensive, guilty, and covertly hostile. All had 
problems involving sexual identification. 
They tended to behave in a pseudo-mature 
fashion, but their inability to handle stress 
revealed the “brittle” nature of the person- 
ality structure. Under even minor stress the 


` precarious defensive operations gave way to 


infantile responses, and the child would be 
thrown back upon denial as the primary 
defense. 

Primitive fantasies involving the patient’s 
body (sexual and digestive organs) were 
common, and there was repeated concern 
that the body was somehow faulty or de- 
fective. Perhaps related to this deeply in- 
grained self-concept was the constant need 
on the part of these children to achieve, and 
to think and behave “like a good child.” 

Two of the older girls showed some hys- 
terical features in addition to the character- 
istics described above, including hyper- 
emotion reactions, active oedipal problems, 
and a tendency toward conversion phe- 
nomena. There were 4 patients, the young- 
est (ages, 5 to 7), who presented somewhat 
contrasting personalities. These were overt- 
ly immature, petulant, dependent, omni- 
potent, demanding, and manipulatory. 

All of the patients were considered to 
have difficulty regarding independent striv- 
ings, and revealed extreme conflicts in deal- 
ing with aggressive impulses. As might then 
be expected, all were felt to be chronically 
depressed, though this was frequently coy- 
ered with a thin veneer of happiness and 
contentment. An interesting finding was 
that these children seemed to be free of 
certain more florid psychological illnesses, 
such as full-blown neuroses or psychoses, It 
was as if the ulcerative colitis served in 
ao way to protect them from such dis- 

es, 


An attempt was made to relate the psy- 
chopathological findings described abo 
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to the developmental stages of the per- 
sonality. It seemed clear that the infantilism 
and omnipotence, the demanding depend- 
ency, and the narcissism and bodily concern 
stemmed from conflicts in the oral period 
of psychosexual development. The marked 
compulsive characteristics, the guilt, the 
problems with hostility and independence, 
and the prominent sado-masochistic trends 
could be related to difficulties experienced 
during the anal stage. However, no specific 
(symbolic or otherwise) relationship could 
be established between these characteristics 
and the disease process. Frequently, the 
bowel and its contents appeared to have 
achieved secondary symbolic significance, 
but no primary connection could be estab- 
lished between anal conflicts and the bowel 
symptoms, such as might be seen in the 
encopretic, who in response to his tremen- 
dous aggressiveness goes around “crapping” 
on, everybody. In general, the characterolog- 
ical distortions and the psychodynamic con- 
flicts seemed in no way different from sim- 
ilar disturbances which might be observed 
in a child without ulcerative colitis. 


DISCUSSION 

Our studies of these children suffering 
from ulcerative colitis have led us to some 
limited conclusions and some speculative 


concepts. 

Despite our hopé, no clues could be 
found to indicate why, from the psycho- 
logical point of view, these children de- 
veloped ulcerative colitis. No primary re- 
lationships could be established between 
the nature or extent of the psychological 
disturbance and the gastrointestinal symp- 
tomatology. No specific or unique factors 
could be found in the psychological 
development of the children. No specific 
family patterns existed to account for the 
child’s developing ulcerative colitis, as con- 
trasted to bronchial asthma or an obsessive- 
compulsive neurosis, ete. No unique find- 
ings were elicited from psychological test- 
ing. No specific or consistent clinical picture 
presented itself which could explain the 
colitis. 

The problem of organ choice in psycho- 
physiological illnesses has been discussed 
by Kubie(7), Gerard, and others. These 
authors suggest that a multitude of factors, 


some known, some unknown, and some 
haps unknowable, may influence the speci 
organ involved. It is apparent that 
numerable experiences occur in the life of 
any organism between conception and the 
time at which its psychophysiological ap- 
paratus has achieved a certain degree of 
fixation. Hence, it is suggested, psycho- 
somatic diseases may be multiply deter 
mined and varying factors may have vary 
ing influences in any one patient. Such 


fluences acting on 
Another possibility is 
“psychic inheritance,” 
acteristics and attitudes toward physiolog; 
ical functions are handed down from one 
generation to another. In addition, ther: 
are a host of possible coincidental or con: 
tingent factors such as physical trauma or 
diseases at critical periods in the organism’ í 
development. One must consider psychic 
traumata based not necessarily on patholo; 
ical interrelationships, but simply on ignor- 
ance of parents or those caring for the 
child. Finally, one must take into accoun 
the specific 
we have described, 


ment, 
The characteristics of ulcerative colitis. 
(1), namely the wide age variation, th 
inconsistency in severity and clinical course, 
and the ubiquitousness suggest that we are. 
dealing with a disease having a broad 
netic, constitutional, or congenital base, per- 
haps affecting a large segment of the pop 
lation. However, the relatively low inci- 
dence of the disease, its constancy amon 
members of all socio-economic groups 
definite psychological 
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nificant social setting, rather than attempt- 
_ ing to force the patient and his illness into a 


_ preconceived framework, whether it be 


“psychological,” “organic,” or both. 

We might at this time hypothecate the 
development of a “typical” case of a psycho- 
somatic illness, taking into account the con- 
cepts derived from the literature, as well as 
our own experiences and observations, 

A child is brought into existence with, by 
virtue of some constitutional or intra-uterine 


factor, a capacity to respond in a specific 


pathological fashion based on a specific 


y _ pathophysiologic defect. This child then 


Ý 


z 


finds himself dependent for his existence 


_ and gratification on another individual 


(mother figure) who is not only rejecting, 
but is perhaps unconsciously seeking his 
destruction, or at least a state of ill health 
which engenders extreme dependency. Due 
to the narcissistic needs of this mother figure 


which she is unable to satisfy due to specific 


pathological dynamic family interactions, 
the child is required to maintain an unflag- 
ging dependence and total loyalty to her. 
In addition, the very physiological func- 
tions vital to the life of the child are held in 


lowest esteem by the mother figure. In such 
_ a family system and within such a maternal 
relationship, the child is deprived of any 


= adequate gratification of even the most 
asic needs and develops a suspicious exist- 
ence which is found in a negative symbiotic 
relationship. As development proceeds, ac- 
cidental or coincidental experiences could 
occur to further sensitize the physiological 
maladaption and serve to intensify disturb- 


ances of the psychologic-physiologic union, 


__ As the child reaches toward his independ- 
_ ence and autonomy, the incapacity for per- 
p sonal adequacy is magnified and he may 
_ despair of success and fall back on the con- 
_ ditional surrogate existence of his earlier 

months. The rage herein engendered, act- 


ing as a threat to this conditional existence, 


_ must be suppressed, Any discharge of such 
= aggression would necessarily be regarded as 
dangerous and be accompanied by anxiety, 
The development of an objective physical 
disease would then tTepresent a rather suc- 
cessful and impregnable compromise for the 
child, the mother and the rest of the family.6 
Following this, further elaboration and dis- 
tortion of both the psychic and somatic com- 


ponents of this pathological state could take 
place. With such an “excellent” solution to 
the mutual psychopathology of mother and 
child and family, the pathologic process 
need not progress to more florid stages of 
mental illness, such as specific neuroses or 
psychoses, 


TREATMENT 
In the course of treatment of the children 
we studied, certain findings were noted, 


Transference relationships were intensely 
dependent and demanding, but readily dis- 
rupted. It would appear that despite the im- 
mense emotional investment made, this 
could be withdrawn with comparative ease. 
Furthermore, the patients were remarkably 
free in their relationships, tending to be- 
come closely attached to nurses and staff. 
It was as if they had a bottomless pit into 
which endless amounts of love could dis- 
appear. The typical patient approached 
therapy in a highly intellectual and defen- 
sive orientation. It was difficult for them to 
speak of feelings, at times so difficult that 
one suspected they were incapable of recog- 
nizing and identifying their own feelings. 
It seemed impossible for these children 
to exist except in terms good or bad. Every 
thought, feeling, or piece of behavior was 
judged in this light, Everything that was 
considered bad had to be atoned for, and 
the good served only tò cause concern that 
they would not be able to live up to it in 
the future. The most bland comments by 
the therapist were also viewed in this con- 
text. Apparently, due to the exceedingly 
poor self-concept, anything viewed as 
criticism was accepted as absolute and 
desolating truth, while praise was received 
tentatively and suspiciously. Independent 
competition with the therapist was strictly 
avoided on the supposition that the therapist 
could not possibly love such a presumptuous 
Person. Direct expressions of hostility were 
rare, and when they occurred they were fol- 
lowed by almost panicky efforts to undo and 
to atone. Hostility was for the most part 
seen in infantile and ineffective maneuvers, 
such as Pouting, petulance, and Passive ag- 
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gressiveness. Frequently, hopeless and des- 
pairing depressive reactions would replace 
expected aggressive responses, The child 
conceived himself as peculiar and damaged, 
unworthy of being loved and incapable of 
ever fulfilling the awesome criteria for being 
loved. Often the illness was utilized as a 
means of omnipotently controlling the ther- 
apist and to frighten him into avoiding any- 
thing which would upset the patient. Be- 
cause of the enormous need for oral de- 
pendent supplies, the patient continually 
felt disappointed in the therapist and exer- 
cised demands which could never be met. 
Our experience had led us to certain 
tentative conclusions regarding broad thera- 
peutic principles. First, that no single 
branch of medicine has the answer to this 
complex disease. The treatment of these 
youngsters today is determined in most 
cases by the specialist to whom he is re- 
ferred, Unfortunately, complete cooperation 
between these various specialists exists only 
in rare instances. We would, therefore, sug- 
gest initially the close cooperation of a team 
of well-trained physicians who are capable 
of recognizing the multiple facets of this 
disease and reaching mutually understood 
decisions regarding the patient's care. 
Next, we would propose that all con- 
cerned in the treatment of these children 
recognize them as suffering from severe psy- 
chopathology, often close to psychosis and 
that all possible measures, including work 
with the family, are essential. These young- 
sters must be considered as long-term thera- 
peutic cases in much the same way as a 
youngster who has suffered a schizophrenic 
psychosis, who, while the overt psychosis 
may have disappeared, needs assistance for 
a long period in regulating his life and 
handling his emotional stresses, 
The actual psychotherapy of these chil- 
dren rarely can follow strict psychoanalytic 
principles. The intense involvement be- 
tween parent and child and the function of 
the illness as a problem-solving device for 
intrapsychic, intrafamilial, and social con- 
flict, often dictates the necessity for a thera- 
pist to assume a strong and active treatment 
“role both with the parents and the child. 

He must, in a sense, intervene emotionally 
and be prepared to remain a strong force in 
‘the intrafamily dynamics for a long period 
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of time. In the majority of cases, n 
and unique psychic conflict will be eli ‘ 
which, if resolved, will produce a “cure.” 


to accept a less dependent rel; 
assume greater independence and 
and to express more openly the tremendous 
and sadistically-oriented aggressiveness. 
this to occur, the patient must be mad 
feel safe and secure, and the therapist must 
be unusually careful to avoid retaliation and 
condemnation. It should be recognized that ~ 
“permissiveness” does not fulfill these re- 
quirements. In some instances, such a thera- 
peutic program can be accomplished on an 

outpatient basis, while in other instances. 
hospitalization is essential; this may at 
times be on a pediatric ward, at other times 
in a psychiatric service. 3 4 


SUMMARY ; 
A brief review of the literature regar g 
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MENTAL CAPACITY AND INCOMPETENCY : 
A PSYCHO-LEGAL PROBLEM * 


ROBERT ROSS MEZER, M.D., anv PAUL D. RHEINGOLD, LL.B? 


The psychiatric literature contains many 
papers which deal with mental capacity in 
specific legal areas. Usdin(18) recently 
considered testamentary capacity, as did 
Szasz(17) and Aschaffenberg(1). Craw- 
fis(4) wrote on the relationship between 
discharge from state hospitals and compe- 
tency, and many papers have been written 
on criminal responsibility. The legal litera- 
ture likewise tends to consider only specific 
legal areas of mental capacity. Curran(5), 
for example, wrote about the tort liability 
of the mentally ill, the Michigan Law Re- 
view(13) had a note on the effect of mental 
illness on contracts, the Cornell Law Quar- 
terly(12) had a note on civil insanity in New 
York, and Slough(14) has written several 
articles, including one on the capacity to 
stand trial. A few attempts have been made 
to consider the problem from an overall 
point of view; note especially articles by 
Green(7, 8) and Cady(3). The reader 
might also consult Guttmacher and Wei- 
hofen’s Psychiatry and Law(9), Davidson's 
Forensic Phychiatry(6), ox Mezers Dy- 
namic Psychiatry in Simple Terms(11). 

In practice, the psychiatrist and the at- 
torney usually meet to consider the question 
of some one particular capacity arising in a 
specific case. However, we thought that 
an overall view of the problem might in- 
crease the psychiatrist's understanding of 
the task involved and thereby make him 
more effective and valuable to the legal 
system. To present this broad view we con- 
sulted not only the legal and psychiatric 
literature, but also surveyed the leading 
appellate cases over the last half century, 
as well as state statutes and selected trial 
transcripts. 

Before proceeding further, a word should 
be said about legal terminology. The terms 
“incapacity” and “incompetency” are often 


1Read at the 117th annual meeting of the 
American Psychiatric Association, Chicago, Ill., 
May 8-12, 1961. 

2 Respectively, 270 Commonwealth Ave., Boston, 
Mass., and 124 Pond St., Nahant, Mass. 
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used interchangeably by the law. They 
refer, generally, to an individual's fitness 
to behave or act in certain situations(20). 
In reading cases one also encounters such 
terms as “non compos mentis,” “insanity,” — 
“lunacy,” and “weakness of mind,” all of © 
which are holdovers from previous days — 
and have roughly the same meaning as in- 
competency. 


INCIDENCE OF THE PROBLEM 


Legal actions can occur only between 
people, so that the law can be regarded as 
interpersonal in nature, The question of the 
mental competency of any individual in- 
volved in any legal action can always po- 
tentially be raised, and, indeed, the ques- 
tion has arisen in every type of legal 
transaction, whether civil or criminal, 
whether judicial, administrative, or negotia- 
tory. Table 1 lists some of the specific legal 
areas involving mental capacity. 


TABLE 1 
Legal Areas Involving Competency 


. Making a will (testamentary capacity) 
Making a contract, deed, sale ai 
Being responsible for a criminal act a 
Standing trial for a criminal charge k 
Being punished for a criminal act i 
Being married : 
Being divorced 
Adopting a child 

. Being a fit parent 

10. Suing and being sued 
11. Receiving property 
12. Holding property 
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appointed 


16, Being discharged from a mental institution — 

17. Being paroled or put upon probation 

18. Being responsible for a tortious civil wrong 

19. Being fit for military service > zi 

20. Being subject to discharge from military $ 
service Si 

21, Operating a vehicle 

22. Giving a valid consent ; 

23. Giving a binding release or waiver 
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24. Voting : 

25, Being a witness (testimonial capacity) 

26. Being a judge or juror 

27. Acting in a professional capacity—as a 
lawyer, teacher, physician 

. Acting in a public representative capacity 

_ —as a governor, legislator 

, Acting in a fiduciary capacity—as a trustee, 

executor 

. Managing or participating in business—as a 

director, stockholder 

31. Receiving compensation for inability to 

„work as a result of an injury 


Although only a few of these areas, e.g., 
‘criminal responsibility and testamentary 
‘capacity, have become well known and 
‘amiliar to most psychiatrists, a perusal of 


the list will reveal the significance of just 
about every area. For example, it may now 
be time to give more thonght to the mental 
capacity involved in voting or in driving an 
automobile. 


THE LEGAL TESTS 


Legal tests exist to differentiate the com- 
petent individual from the incompetent 
individual. These tests specify and define 
with varying degrees of precision that state 
of mind which renders one fit or unfit for 
each legal activity. Table 2 defines some 
representative tests for some common and 
important capacities. It should be empha- 
sized that these are representative tests 
so that some variation among the jurisdic- 


TABLE 2 
Representative Tests of Some Common Capacities 


CAPACITY DEFINITION OF TEST 


Knows what property he has and those relatives who would be 
his natural objects of bounty and understands the nature of the 
disposition of the property he has made and does not suffer from 
a delusion which influenced the disposition of the property. 
Possesses sufficient mind or reason to enable him to comprehend 
the nature, terms and effects of the particular transaction in 
which he is engaged. 

Unable to distinguish between right and wrong or incapable of 
resisting an impulse which led to the commission of a crime. 


1, Making a will 
$ y 2. Making a contract 


criminal act, że., to be 


excused 
A Standing trial Possesses sufficient present ability to consult with his attorney 
with a reasonable degree of rational understanding and has a 
hae understanding of the nature of the proceedings against 
5. Being married Able to understand the nature of the marriage relation and the 
duties and obligations involved. 
6. Being divorced 


Suffering from incurable insanity as evidenced by medical testi- 
mony and 3 years of continuous institutionalization. 


Not necessarily insane but by reason of old age, disease or weak- 
ness of mind unable to manage his property unassisted and by 
reason thereof likely to be deceived by some artful person. 
Rendered by mental illness so deficient in judgment or emotional 
control that he is in danger of causing physical harm to himself or 
R others or the wanton destruction of valuable property. 
ecovered his sanity and will not in thi 3 
dangerous to himself or others. ooo he 


Able to understand the moral obligation to speak thi 

the nature of the question asked, and able t for ere 
cate an intelligent answer. ee ee 
Unable to engage in any substantially gainful activity b n 
of a medically determinable mental impairment Aar. 
expected to be of long continued and indefinite duration. 


7. Having a guardian or 
committee appointed 


= 8. Being committed to an 
institution 


9. Being discharged from 
an institution 
10. Being a witness 


11. Receiving compensation 
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tions can be expected. 

The test for each capacity is adapted to 
the particular legal action involved, For 
example, in order to write a will, one must 
know the nature and extent of the property 
of which he is disposing and the natural 
objects of his bounty. In an imaginary line- 
up of all persons, from mentally sick to 
well, this test could draw the line to sepa- 
rate those lacking testamentary capacity 
from those possessing testamentary capaci- 


ty. 

Table 2 also clearly indicates that the 
law has developed, over the years, an in- 
dividual approach to each capacity. Each 
test is different. This individual approach 
of the law can be further demonstrated in 
specific cases which raise the question of 
more than one capacity in a single individu- 
al. Perhaps the following case example will 
illustrate this point. 


In State v. Elsea(15), a recent Missouri case, a 
probate judge ordered a sheriff to take Elsea, a 
committed person, to a mental hospital. But, 
Elsea shot the sheriff in the leg and was 
brought to trial for assault. Can a person be in 
need of commitment and yet be responsible for 
a criminal act? The appellate court decided 
that although Elsea, the defendant, may well 
have been a paranoid schizophrenic in need of 
commitment, he could, nevertheless, be con- 
sidered responsible for his criminal actions. 
Therefore, in a legal sense, Elsea was found 
sane for purposes of his criminal responsibility, 
but insane for purposes of his civil commitment 
to a mental hospital. 


There are many similar cases which il- 
lustrate this individual approach of the law 
to each specific capacity. 


THE USE OF PSYCHIATRY 


In general, the tests seemed to emphasize 
various aspects of personality make-up. 
Many of the tests stress the cognitive func- 
tions of personality—like the contract 
test(No. 2, Table 2)—“to comprehend the 
nature of the transaction.” Some of the tests 
use the behavioral or performance aspects, 
for example, “to be unable unassisted to 
manage his property”(No. 7, Table 2). A 
few tests emphasize what might be called 


superego or ego control functioning, ¢.g., 


“so deficient in judgment or emotional con- 
trol that he is in danger of causing physical 


harm”(No. 8, Table 2). An oc 
test refers to some specific mental symp 
e.g., “a delusion which influenced the 
position of the property”(No. 1, Table í 
Other tests rely on the existence of meni 
illness in general, e.g., “suffering from 
curable insanity”(No. 6, Table 2). 
No test refers specifically to unconscio 
forces of the personality, nor depends 
case history exclusively. On the other han 
the definitions never rule out such fact 
from consideration. Therefore, the tes 
mony of the psychiatrist can encompass t 


widest latitude in giving his opinions. _ 
The tests establish no relation between 


tency. An interesting case from this point 
of view is the case of In Re Stephani(16). 


Stephani had been in a mental hospital for 
last 32 years of his life. While in the hospi 
he wrote a will, Stephani died, and his will was 
then attacked on the grounds that he had been 
incompetent at the time of writing the will 
psychiatrist testified that Stephani Jacked tes 
mentary capacity because Stephani had been 
psychotic. However, when the psychiatrist was 
informed of the legal test and definition for 
testamentary capacity, he changed his te 
mony and concluded that Stephani, ev 
though psychotic, did have the requisite capa- 
city to write a will. en the case was aj 

pealed, the appellate court upheld the capacity 
of a psychotic person to write a valid will. : 


However, it did seem to us in readi 
other cases that many psychiatrists, attor- 
neys, and judges, while denying in words 
the equation of psychosis with incapacity, 
were, in reality, making this assumptio: 

On the other hand, no neurosis or disea 
of character or personality was definitely 
excluded from consideration by any of the 
tests. A recent case is important fr 


In Blocker v. U. S.(2), a criminal case in 
District of Columbia, 2 psychiatrists testifi 
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that a sociopathic personality disturbance was 
not considered to be a mental disease or defect. 
In their opinion, therefore, there was no mental 
disease to excuse Blocker from responsibility for 
his crime. Blocker was found guilty of murder. 
Less than a month later in the same court, the 
Assistant Superintendent of St. Elizabeth’s Hos- 
pital testified that he and the superintendent 
were agreed that some people suffering from 
sociopathic personality disturbance should be 
“labeled as diseased, as mentally ill, mentally 
sick, suffering from mental disease.” This oc- 
curred in the case of U. S. v. Leach(2), and 
Leach was excused from criminal responsibil- 
ity. Blocker’s attorneys immediately asked for 
and were granted, a new trial on the basis of 
the findings in U. S. v. Leach. 


It now begins to look as though socio- 
pathic personality disorder may hereafter be 
considered as a mental disease so that some 
sociopaths could be excused from responsi- 
bility for their crimes. This finding is in 
contradiction to the American Law Insti- 
tute’s Model Penal Code and will certainly 
be important in the administration of crimi- 
nal justice in the District of Columbia (10, 
19). 


THE LEGAL DETERMINATION OF CAPACITY 


The legal determination of competency 
is thus made only after considering many 
different factors. It must be remembered 
that state of mind is only one of these many 
factors, and that the testimony of a psychi- 
atrist, in turn, is only one bit of evidence 
pertaining to the state of mind. In the 
decision-making process the law may con- 
sider, in addition, testimony by ordinary 
people who are far from expert on things 
` psychiatric, In addition, this lay testimony 
- may be considered on a par with testimony 

by the most expert psychiatrist. But all the 

testimony and evidence must be considered 
within the framework of the legal policy 
established through the ages to bear on 
each individual case. In addition, the judge 
or jury brings to this determination present 
day community standards and norms, Many 
decisions in the area of criminal law, for 
example, reflect the age old social policy 
of punishing the wrong-doer, as was the 
case in State v. Elsea. Similarly, many de- 
cisions regarding the validity of wills reflect 
the continuing social need to protect the 
individuaľ’s right to dispose of his property, 


thus strengthening the continuity and sta- 
bility of society, as was the case In Re 
Stephani. Such considerations may far out- 
weigh psychiatric testimony. 

While up to now we have considered all 
the legal capacities together for the purpose 
of discovering generalities, it should be 
noted that attorneys recognize that the 
question of mental incapacity arises for 3 
distinct legal purposes. These are to deter- 
mine: 1. Whether or not action can be 
taken in the name of the person because of 
mental incapacity, e.g., whether he can be 
involuntarily committed to a mental hos- 
pital; 2. Whether or not the person can be 
spared the consequences of an act because 
of mental incapacity; or 3. Whether or 
not the person can be prevented from act- 
ing, or have his prior actions invalidated, 
because of mental incapacity, e.g., whether 
he can be denied a license to marry or have 
his marital contract annulled, Certainly, 
these are weighty decisions of grave import 
to the individual as well as to society. 

Thus, it can be-seen that the determina- 
tion of an individual’s capacity can be used 
as a sword with which to attack him or as 
a shield with which to protect him. How- 
ever, it is interesting to note that the law 
today generally does not recognize mental 
incompetency as a defense or as an attack 
in the areas of holding property, suing and 
being sued, and of being responsible for 
a civil wrong doing or tort. 


CONCLUSIONS 


An overall view of the question of mental 
capacity is presented, The definitions seem 
to be stating the degree of irrationality or 
abnormality necessary to invalidate deeds 
or to require action by society, Each case 
was decided on a completely individual 
basis, Furthermore, the law usually looked 
upon the determination of each specific 
Capacity as an entity unto itself, and thus 


essentially prevented the d 
S ELE e development of 


cated along the lines of developi 
to evaluate the degree of EE nos 
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complexities and difficulties involved in 
these human interpersonal problems of 
mental capacity. 
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DISCUSSION 


James L. McCartney, M.D. (Garden City, 
N. Y.).—This interesting paper is a further dis- 
cussion on the age long problem which has 
caused many battles of the experts. I entirely 
agree with the authors that there should be a 
clarification of the subject, as the legal tests 
that are now used in the courts do not ade- 


quately cover the subject. As we pointed o 
a couple of years ago, there is considerable 
difference between the method used in- 
Armed Services and that used in the civilian i 
courts. The New York State Legislature this 
year has taken some action to correct the situa- 
tion, and, as I pointed out recently,” the psy: 
chiatrist may now have some freedom of 
thought in formulating an opinion as to the 
capacity or incapacity of an individual, The 
diagnosis of a person being psychotic or non- 
psychotic cannot be taken as conclusive evi: 
dence of a person’s capacity to use rational 
judgment. 

In the 1961 session of the New York State 
Legislature, the New York State Department 
of Mental Hygiene, with the cooperation of — 
the New York State Bar Association, introduced 
legislation attempting to clarify mental capa- 
city. Two bills were designed to modernize the 
penal law and code of criminal procedure and 
emphasize that the mental illness of the de- 
fendant should be stated as specifically as 
scientific findings will permit, and it should be 
shown how this illness could have influenced 
the defendant's actions. If these amendments 
go into effect, they will provide that a person 
will not be liable for his criminal act if as “a 
result of mental disease or defect he lacks 
substantial capacity to know or to appreciate 
the wrongfulness of his conduct ; or to conform — 
his conduct to the requirements of law”; and 
psychiatrists testifying in criminal cases will be 
permitted to give complete reports on their 
findings and whatever explanation they deem 
necessary to illuminate fully the psychiatric 
aspects of the case. A psychiatrist who has 
examined a defendant will be allowed to give 
in court a complete report of his findings, 

The proposed New York legislation would — 
do away with the McNaghten Rule, which has 
been used for well over 100 years, and which 
is a rule of whether a defendant can tell right 
from wrong. This new legislation was the re- 
sult of 3 years of study by a committee of psy- 
chiatrists and lawyers. Time will only tell 
whether other states will adopt such amend- 
ments, and whether before New York State. As 
it is, the 1961 Assembly passed the amend- 
ments without debate, but they were lost in — 
the last minute crush of the legislation in the © 
Senate. 


1 McCartney, James L., M.D., and McCartney, 
James R., M.D. : Psychiatric Testimony in Military 
and Civilian Courts, J. Soc. Ther., Vol. 5, No. 3 
(3rd Quart.) 1959. 

2McCartney, James L., M.D.: New York J. 
Med., 60 : 3621, Nov. 1960. 


ee ’ TUTORIAL : A USEFUL WAY TO TEACH PSYCHIATRY 
p TO SENIOR MEDICAL STUDENTS? 


PETER E. SIFNEOS, M.D.? 


_ This paper reviews 10 years of experience 


T with intensive individual “tutorial,” a meth- 


A 


‘5 


od used to teach psychiatry to approximate- 
ly 20% of the senior class of Harvard Medical 
students, 

__ Some students choose to take their psy- 
chiatry course at the Massachusetts General 
Hospital because, viewing themselves as 
future internists, surgeons, or psychiatrists, 


__ they recognize the importance of emotional 


factors in medical disease, and believe they 
should be acquainted with the role that 
_ Psychiatry plays in a general, rather than in 
a mental hospital. They are aware of the 


_ fact that a large part of their future medical 


Harvard Medical School, 


practice will be devoted to the assessment 
of emotional problems and they want to 
Tearn how to go about evaluating their pa- 

mts. Our course, therefore, attempts to 


i satisfy this need. 


But before. describing the nature of tu- 
torial as a teaching device, I should like to 
_ outline briefly our one-month course in psy- 

chiatry at this Hospital. 


1 Read at the 117th 
American Psychiatric 
May 8-12, 1961. 

2 Director, Psychiatric Clinic, Massachusetts 
General Hospital, and Associate in Psychiatry, 


annual meeting of The 
Association, Chicago, Ill, 
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First of all, the student must become 
acquainted with the role played by emo- 
tions in medical illness. To do this, we at- 
tempt to expose him to patients with dis- 
eases where psychological factors are closely 
related to physiological changes, and to 
help him understand that the only way to 
assist such patients is through the coopera- 
tion of the internist and the psychiatrist. 

This cooperation, however, should not be 
limited to the so-called psychosomatic dis- 
eases, but should include all medical ill- 
nesses, In each case the student should 
assess the individual patient’s reaction to his 
illness. This reaction often involves such 
matters as his separation from his family, 
his home, and his work ; apprehension about 
the hospital ; anxiety about his physical con- 
dition, and his fear of the possibility of his 
own death. Although these obvious factors 
are often overlooked, it should be pointed 
out to the students that they are very sig- 
nificant, equal in importance in fact, to the 
pathological physiology and biochemistry 
underlying the patient's medical disease. 

A clear picture, thus, must be obtained 


of the kinds of situations in which the psy- 
chiatrist can be of use as a consultant to his 
medical and surgical colleagues, and of the 
cases that require referral for psychiatric 
treatment. 


standing of the problems presented, be- 
comes of great 


evaluate the patient’s ability to relate inter- 
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personally is to study how he relates to the 
student during the interview. Special at- 
tention should be paid to this interaction. 
Observation of the various reactions of dif- 
ferent individuals to their emotional drives 
and the mechanisms they utilize to handle 
them is of great use in the understanding 
of their personalities. When the same pa- 
tient is interviewed by the supervisor, the 
student will be able to compare the two in- 
terviews and observe the reactions to an- 
other interviewer. After all this, the student 
is helped to arrive at a brief dynamic 
formulation of the psychological difficulties 
and to recommend the best disposition or 
treatment. To make a recommendation 
about treatment the student should learn to 
differentiate between patients who need in- 
tensive psychotherapy and those who can 
benefit only from long-term supportive care. 

Third, not only must special attention be 
paid to the patient's problems, but also to 
the contentments, satisfactions, positive as- 
sets, and strengths of character, the assess- 
ment of which will convince the student that 
mental health and mental illness differ only 
in degree and are parts of a continuum of 
the same dynamic processes. 

The majority of patients used for teaching 
purposes come from our psychiatric ward, 
and psychiatric clinic. In addition, a small 
number of individuals presenting acute psy- 
chiatric emergencies are seen in the emer- 
gency and overnight wards of the Hospital. 

On the closed ward, under the guidance 
of the chief psychiatric resident, the student 
is required to write a formal analysis of the 
mental status of patients with toxic psy- 
choses, hypertensive or arteriosclerotic brain 
syndromes, acute or chronic alcoholism, 
brain tumors, toxic deleria, and other mental 
disturbances which complicate the medical 
diseases, 

In the psychiatric ward every student is 
assigned to one patient for whose care he 
is responsible throughout his month’s stay, 
and whom he sees at first for evaluation and 
then in psychotherapy. The frequency of 
the interviews varies, but usually ranges 
from 2-3 times a week. Occasionally more 
patients are assigned to an unusually gifted 
and skillful student. f 

We try to select patients who are suffer- 
ing from mild neuroses or emotional prob- 


lems which are compli ir | 

illness and who might benefit from psy 
therapy of one month’s duration. The in 
view material, as mentioned before, is aft 
ward discussed at length in the tutorial. 

In contrast with their intensive conta 
with one individual, the student in t 
psychiatric clinic evaluates 2 or more 
patients every week, and after an ho 
interview he presents the case to his 
visor at a teaching conference. Wit 
2 students attending each 2-hour ce 
ference, ample time is provided for disc 
sion and instruction. 

The other teaching exercises, in additi 
to the formal psychiatry staff conferenc 
and the regular visit rounds, include a group 
meeting with the coordinator of the fourth 
year psychiatry course, which covers va 
ous topics of general interest, and the dis- 
cussion of important papers from thi 


this, a special 2-hour session with a member 
of the psychiatry research department giv 
the students the opportunity to discuss 

methodological problems encountered — 
psychiatric research, 


THE TUTORIAL 
The major portion of our teaching, how: 
ever, is done by the tutor, who is a membi 
of the senior staff. The tutor is the overall 
supervisor of one student every month. He 
and the student meet for at least 3 tutoria! 
sessions per week, of one hour each, 
examine and discuss the material derived 
from the student’s interviews with his p 
tient. mk 
We have a small group of tutors who hay 
been teaching for several years. They ' ; 
on occasions with the coordinator of the — 


oan 


N 


and implement our teaching go 
own individual, even idiosyncratic wa; 
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teaching can take place, and this depends 
upon the prompt establishment of a positive 
tutor-student relationship. This tutorial re- 
lationship is a dynamic one, involving trans- 
ference and counter-transference that must 
be recognized by the tutor, handled deli- 
cately and subtly, and resolved successfully 
by the end of the month. The tutor, there- 
fore, is faced with a short-term dynamic 
relationship and the specific goal of facili- 
tating instruction, 

E. Zetzel(3), in her discussion of social 
casework supervision emphasizes: “The 
dividing line, admittedly, indefinite and 
difficult to delineate, for the supervisor to 
draw, in his attitude toward the emotional 
reactions of his students, is between what 
is conscious and what is genuinely uncon- 
scious.” She concludes, “The supervisor will, 


_ in short, understand the complex factors he 


is facing but will utilize this knowledge to 


create for the student, who must in the 
_ process of learning, recapitulate to a greater 


or less extent some of his earlier emotional 
problems, a framework of security in which 
to develop and learn.” These observations 
are certainly true as far as the tutorial re- 
lationship is concerned, 

The transference counter-transference in 
the tutorial also has implications similar to 
those encountered in dynamic psychothera- 
Py. The author(4) has emphasized the ad- 
vantages of utilizing transference feelings. 


individuals described their psychotherapy as 
a new learning experience,” They said 


_ they had learned to look into themselves, or 


were able to solve Previously insoluble 
emotional conflicts. There is a close parallel, 
therefore, between short-term dynamic psy- 
chotherapy and tutorial, with learning oc- 
curring in both situations, 

Tutorial also helps the student become 
somewhat aware of his own emotional re- 
actions, the recognition of which contributes 
to his greater tolerance and understanding 
of his patient. Some of the students” appre- 
hensions can be dealt with in an informal 
way, but the tutor should be aware that this 
could create a delicate situation where no 


clear-cut lines can be drawn. As long as the 
student does his own self-examination and 
benefits from it, this is all for the good ; but 
when he begins to expect the tutor to do 
it for him, difficulties are liable to arise. 
The tutor cannot proceed with the teaching 
and at the same time get involved with the 
emotional problems of individual students. 
Tutorial should not be allowed to turn into 
psychotherapy. 

For example, if a student begins to dis- 
cuss his own emotional difficulties, the tutor 
may listen for a while, but should not en- 
courage him to continue. Instead, he should 
interrupt if necessary and change the sub- 
ject of conversation. This same principle is 
used in short-term dynamic psychotherapy, 
when the therapist actively, at times, avoids 
certain deep-seated conflicts involving the 
patient’s character in order to concentrate 
on the patient’s learning to handle the more 
superficial emotional difficulties, 

Sometimes the psychiatry course may be 
hazardous and create anxiety, which can 
give rise to an emotional crisis(5) in the 
student, who then feels a need to discuss 
his personal problems, At such a time he is 
encouraged, and eyen urged, to seek the 
assistance of the psychiatrist who is avail- 
able to the students at the Medical School. 
Formal psychotherapy is thus kept out of 
the tutorial session. 

The students who are most satisfied and 
are most successful in our course are those 
who become inspired by their tutors, as- 
similate their ideas, adopt some of their 
interviewing techniques and utilize them 
in their patient evaluations or psychotherapy 
interviews. They learn by this process of 
identification. 

The tutors, as is of course to be expected, 
are gratified by the progress of some stu- 
ee a ae difficulties with others ; 
yet one oj e most intriguing ways in 
which the tutorial relationship oe Eata 


review their own 
emotional problems 
ibly, and finally augment their own fund 
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of knowledge, rather than fall back on 
familiar clichés, attitudes, and routines. 


EVALUATION OF STUDENTS 


In rating the students in the course, we 
use standardized forms that were originated 
by Dr. G. Quarton, my predecessor as 
co-ordinator of the fourth year psychiatry 
course at the Massachusetts General Hos- 
pital. The tutor rates the student's per- 
formance on the following 6 points : overall 
effort ; cooperation with the staff ; capabili- 
ty to relate to patients and understand their 
problems ; skill in interviewing ; ability to 
organize and formulate his own case, and 
present in an original manner his thoughts 
and his material; and, finally, his knowl- 
edge of the psychiatric literature. 

Four other teachers, namely, the psychi- 
atry clinic supervisor, the ward director, 
the co-ordinator of fourth year teaching, 
and the chief resident, all of whom super- 
vise the student’s work during the month 
also rate the students. These multiple 
opinions about performance and character 
offer a way of pooling the information, and 
give a better overall picture of the student. 
These standardized rating forms can be 
used in the future for letters of recom- 
mendation, residency applications, and even 
research on the efficiency of teacher evalua- 
tion of students. 


STUDENT EVALUATION OF TEACHING 


One of the important factors that helped 
improve our fourth year psychiatry teaching 
at this hospital has been the student's rat- 
ing of his teachers and of the course. In the 
last 3 years, 49 of 76 students rated tu- 
torial and their experience in the psychiatry 
clinic as the two “most satisfactory teaching 
exercises.” In addition, they made the fol- 
lowing favorable comments about tutorial : 


J. The tutor was an informative person who, 
within tutorial, was able to increase my interest 
in the field of psychiatry and in some of the 
specific areas in which he was interested. 

2. The tutor stimulated my interest. Super- 
vision by a senior staff member is very helpful. 

3. Tutorial is an ideal way to discuss prob- 
lems concerning the long-term patients. 

4. One is much more relaxed in a small 
group discussion. 

5. I feel that every interview should be 


discussed with a tutor. A student gets out 
this psychiatry course what his tutor puts into 
it. 
6. It is helpful to have the interview gone 
over in a thorough fashion. 
7. Tutorial is an excellent opportunity to dis- 
cuss carefully the problems of our patients. 


8. Tutorial involves the student closely in BS 


learning experience. 


9. Tutorial helps ‘to emphasize the prin- 


ciples of the therapeutic relationship and the 


manner in which the student can aid his pa- — 


tient. 

10. Many ideas which previously seemed 
quite equivocal to me became clarified during 
the month, through my tutor’s help. 

11. What I enjoyed most was the detailed 
and complete presentation of my case. It was 
then that I learned the most. 

12. The tutor must set up a program 


adapted to the student’s particular needs, A ~ 


great deal depends upon that. This is difficult, 
but in my case it worked out satisfactorily. 


The unfavorable comments were few : 


1. My tutor did not put into the session as 


much as I did. 
2. Tutorial sessions have not been sufficient- 


ly directed. 


3. Tutorials should be left free for whatever — i 
the student wants, not what the tutor wants. 


4. Even if the tutor is a good instructor, it 


does not help when you spend 2 hours waiting 
for him for every hour you are able to see him. 


Tutorial is an expensive way to teach as 


far as time is concerned. We believe, how- 


ever, that this cost is worthwhile because 
the tutor, through his teaching relationship 
with the student, is probably better quali. 
fied than other teachers in the medical 
school to assess the studenť’s character, his- 
strengths, weaknesses, capabilities, and 


finally, his overall potentialities, and to as- 
sist him to become a better person anda 


good doctor of medicine. 


SUMMARY 


The psychiatry course as given to senior 
Harvard Medical School students at the | 


Massachusetts General Hospital has been 


briefly described, with special emphasis — 


placed on the use of intensive individual 

tutorial. 
The tutor-student relationship is dynamic. 

It has education as its main goal and 


€ gnize $ by th 5 

with subtlety, and resolved suc- 

r by the end of one month in order 
ate learning. It also offers both the 

ind the student a unique opportunity 
learning. The tutor must be careful, 
er, that tutorial should not devolve 


ychotherapy. 


from our staff experience and 


ratings, tutorial is considered a 


eful way to teach psychiatry to sen- 


edical tudents, 


His 
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Ramon y Cajal in his library at the Instituto Cajal, 1928, 
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_ DON SANTIAGO RAMON Y CAJAL 
REMINISCENCES ABOUT A PERSONALITY 


E. HORNE CRAIGIE, Pu.D. 


On a chill January day in 1927 I walked 
along the Paseo de Atocha in Madrid, still 
thrilled by the excitement of arriving in so 
remotely romantic a country as Spain and 
even more by the prospect of meeting and 
working with the greatest neuroanatomist 
of his day ; the real founder of the neuron 
doctrine (expounded and popularized by 
Waldeyer and His); the author of nearly 
three hundred scientific publications, in- 
cluding the great, thousand-page Histologie 
du Systeme Nerveux based practically en- 
tirely on his own researches, that is still the 
neuroanatomist’s source-book and bible ; 
the Nobel laureate in Physiology and Medi- 
cine of 1906, 

I found the address—what appeared to 
be an old residence attached obliquely to 
the side of a museum building—and entered 
the wide, arched doorway characteristic of 
older Spanish houses. Within, a wide stone 
stair led up from the flagstoned entrance 
hall to the second floor, and there I was 
faced by a heavy closed door, on which a 
large oval plate of blue and white enamel 
bore the simple but awe-inspiring inscrip- 
tion, “Dr. Cajal.” " 

I was already sufficiently acquainted with 
Spanish custom to know that this was the 
surname of the great man’s mother before 
marriage and I wondered why he used it 
here without his patronymic before it—a 
question that I never did have answered. 
«In response to my ring at the bell, the 
door was opened by a one-armed concierge, 
whom I was to come to know as Tomas 
García, a general factotum who had served 
the master from the foundation of his In- 
stitute in Madrid, a kindly, friendly man 
» without whose aid nobody, not even the 
` Director of the Institute himself, could pass 
in through that door. He spoke only 
Spanish, and listened impassively to my 
halting explanations of who I was and why 
I was there, Don Santiago was not in. He 
might be there about seven in the evening. 


1 Professor of Comparative Anatomy and Neurol- 
ogy, University of Toronto. a 


R 


- though others spoke in Spanish. ia 


opposition of his a 
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Actually, he usually went to the labor: 
for an hour or two late in the afternoon 
I had to make two more visits before 


There, in the hallway inside that _ 
door, he came out to receive me—a_ 
thickset figure wearing a large, faded í 
coat, the head somewhat sunk betwee: 
shoulders, and from the thick, bushy, gr 
whiskers there burst a torrent of French s 
voluble that I was struck almost dumb. In | 
all the months I spent in his laboratory, I 
think he never addressed me in any other 
language. His assistant, Dr. Fernand 
Castro, also used French with me as a 


The volubility of most of the 
around me in the laboratory, and of 
y Cajal himself, never ceased to impr 
He was by that time almost 75 years 
and very deaf. My intercourse with . 
usually involved my asking him some ques 
tion or showing him my preparations 
whereupon a vigorous monologue _ 
commence, It was always interestin; 
pressive, even exciting, but if I wishi 
ask another question, that had to wai 
the next occasion, for there would 
chance to introduce it. 

Everybody hung upon the master’s words. 
The members of a group conversing seemed 
to try to shout each other down, but wl 
don Santiago was present all other loquae- 
ity ceased while he talked. Never has it 
been my fate to meet another man w 
dominated every word, act, or thought of 
those about him as did Ramón y Cajal 
Santiago, as he was universally called. 
was always, “don Santiago says... ,” 
don Santiago’s opinion . . . ,” “don Santia, 
believes . . . ,” and so forth, Nobody | 
any sign of ideas other than those o 
Santiago. Only the concierge, Tomas, woul 
ever have thought of disagreeing with him. 

This was the man who had not mer 
become a world leader in his field but had 
risen to that position against the determined 
) cademic superiors, with 
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not even the simplest and most fundamental 
laboratory facilities available as a starting 
place, and in a country where no work of 
the kind had ever been done before. More- 
over, he had never stopped. Even when on 
holiday, his mind was always in his labora- 
tory, and, though he now spent only a few 
hours daily at the Institute, he also had 
a laboratory in his own house. This was 
the man who had developed and improved 
the method of the great Golgi, using it to 
establish the neuron concept beyond dis- 
pute, even contrary to Golgi’s own beliefs, 
and had later elaborated the reduced-silver 
techniques that for long have been known 
elsewhere as the Cajal methods. By many 
techniques, but particularly by those of 
silver impregnation, he finally refuted the 
reticular theory of nervous structure upheld 
by such eminent authorities as Nissl, Bethe 
and others. 

And in all the decades of feverish work 
and scientific success, he had never lost 
his appreciation of beauty. How many busy 
histologists, excited by a great discovery, 
such as one confirming the non-continuity 
of neurons at the synapse, would be moved 
to write such lines as these? 


The garden of neurology holds out to the 
investigator captivating spectacles and in- 
comparable artistic emotions. In it my aesthetic 
instincts found full satisfaction at last. Like 
the entomologist in pursuit of brightly coloured 
butterflies, my attention hunted, in the flower 
garden of the grey matter, cells with delicate 
and elegant forms, the mysterious butterflies 
of the soul, the beating of whose wings may 


some day—who knows ?—clarify the secret of 
mental life. 


In some way or other, the simple admiration 
of the cellular form was one of my greatest 
delights. For even from the aesthetic point of 
view the nervous tissue contains the most 
charming attractions . . . 


As I sat at the desk that was assigned to 
me, my back was near a small stove of the 
type called in Canada a Quebec heater. 
In this the concierge built a fire of sticks 
each morning, allowing it to burn out and 
leaving the laboratory unheated for the 
test of the day. Hence it was not surprising 
that the Director always kept on his over- 

coat during his afternoon visits. I do not 
clearly recall ever seeing him without it. 


He would come in and take his place in 
a high-backed chair at the head of a long 
table in the library, which adjoined the 
laboratory, his back to the door of his own 
small private laboratory. In the library he 
would attend to his day’s business and re- 
ceive those who wished to talk with him. 
Then he would come to see what was being 
done by those of us working in the labora- 
tory, all except myself local men who came 
in irregularly ; or he would issue instruc- 
tions to the two girl technicians, or criticize 
their extravagance, and everybody in the 
building would crowd around so that no 
word of his should be lost. 

Not always were his talks confined to 
the scientific work in hand. From time to 
time he would launch upon disquisitions 
such as he indulged in in some of his books, 
comments on social problems, art, literature, 
hypnotism—all sorts of subjects. One re- 
called that, although his great work was 
the elucidation of the structure of the 
central nervous organs, his important con- 
tributions had extended over much wider 
fields, particularly in pathology, and that he 
had even experimented successfully in the 
therapeutic use of hypnotic techniques. 

From his boyhood in Huesca, Cajal had 
been keenly and actively interested in pho- 
tography. When in his twenties, he had 
even undertaken the manufacture of dry 
plates, possibly the first actually made in 
Spain, and recently he had worked out a 
complicated method for making photomi- 
crographs of nerve elements extending dis- 
tances in the thickness of a section. Also 
he had experimented swith colour photog- 
raphy and, as early as 1912, had published 
the first 
the principles and 
photographs in colour. More than once he 
brought some of 
to his Canadian visitor, presentin 
his book and 7 cape 


2 Recollections of My Life by Santiago Ramé; 
y Cajal. Translated by E. Horne Craigie, PhD, 
published as Vol. 8 (638 pp.) of the Memoirs 
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cation was arranged, and it was a matter 
of deep regret that, his death having inter- 
vened, this expectation was not fulfilled. 

Not infrequently the master’s talks con- 
cerned the accomplishments of various 
former or present disciples, such as Achú- 
carro, who had died some time before, 
Tello, who succeeded Cajal in Madrid, 
Lorente de Nó, then in Germany, Penfield, 
a recent American visitor, and others. 
Though those just mentioned were all ap- 
proved, comments on some others were 
occasionally less laudatory. There was no- 
ticeable avoidance of reference to Rio-Hor- 
tega, who now had an independent labora- 
tory in Madrid, and there was bitter 
resentment of the use of Ranson’s name in 
connection with a slight modification of the 
pyridin-silver technique, which Cajal con- 
sidered his own. One day Dr. Castro 
showed the master a new paper defending 
the long-since discredited view that nerve 
elements are continuous at the synapse, 
which met with derisive laughter. Concern- 
ing another former assistant Cajal wrote 
later, “he was one of my most deplorable 
mistakes.” 

Remarks about medical practitioners were 
sometimes scathing. The Institute had an 
arrangement with the hospital for obtain- 
ing human histological material while it 
was fresh, and one day the remains of a 
child that had died at birth were brought 
into the laboratory. With the exclamation, 
“What barbarity !”, the master glanced and 
turned away. 

At the time of Cajal’s retirement from 
his university chair*at the age of 70, an 
imposing monument was erected in one of 
Madrid’s principal parks, in which he is 
represented reclining in the garb of a 
classical Greek philosopher. I was told that 
he always avoided passing it. At the same 
time, a white marble statue showing him 


life-size, seated, in academic gown, wi 


set up in the most prominent place in the 
Medical School of Zaragoza, and a tablet” 


was placed on the outside of the hous 


where he was born in the remote mountain 
village of Petilla. A second tablet was in- 


stalled there at the time of his death. 
Visiting Petilla in 1960, I found that don 


Santiago Ramón y Cajal was the great hero’ 


of the simple villagers and mention of his 


name was enough to unlock their eager 


hospitality. The only person in the village = 


who claimed once to have seen him was — 


immensely proud of the fact. His nephew, _ 
don Pedro Ramón y Vinós, now Professor — 


of Pathology in Zaragoza, was unable to 
help me in my pilgrimage but told me of 
his own father, don Pedro Ramón y Cajal, 


who was don Santiago’s younger brother. 
These brothers resembled each other so 
closely that friends meeting one in the street _ 


often mistook him for the other. 

In Jaca, the anecdotes told by Cajal in 
his autobiography were essentially con- 
firmed by the Rector of the Esculapian 
School, where the surviving reputation of 
the famous pupil is that of being “very 


rebellious.” The Rector was most anxious — 


that I should see a letter written in 1922 


and now preserved in Zaragoza. Perhaps it 


would be fair to all concerned to close this 
note by quoting the main paragraph, in 
translation. 

“Too much importance should not be 
given to the criticisms printed in my Auto- 
biography with regard to the Escuela Pia 
de Jaca. No teaching institution is free from 


including temporarily some ill-natured and — 


excessively strict instructor. In addition to 


which my diabolical escapades as an un- — 


governable small boy justify any discipli- 


nary measures. I am proud today, in every — 


way, to have been a pupil of the Escuelas 
Pias.” 
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4 i A CARD SORTING TEST HELPFUL IN ESTABLISHING 


PROGNOSIS 


= In earlier papers, Hoffer and Osmond (2, 
8) described a card sorting test (the HOD 
for short) which differentiates schizophren- 
ies from other psychiatric patients, Schizo- 
phrenics scored much the same as patients 
with organic or toxic psychosis such as in- 
toxications, brain syndromes and deliria, 


“scores from patients reported previously 
_ with an additional 26 patients. 


S TABLE 1 
Showing Some HOD Scores (Means) in Groups of Subjects 
With and Without the “Unknown Substances” 


© GROUP N PS PERS. TS, 


24.4 


All non-schizophrenics 121.145 3.4 


All subjects without “Us” 50 1.2 26 20.0 
AII subjects without “Us” 
1961 series 11 20 46 290 
-All subjects with “us” 37. 37 124 59.0 
~All subjects with “Us” 
4 1961 series 15 40 120 570 
All schizophrenics 158 40 119 570 


PS — paranoid score 
PER. S. — perceptual score 


‘TS. — — total score 


The mean scores of these 61 patients 
without the unknown substance do not dif- 
fer much from those of an earlier series of 


1 Director, Psychiatric Research, Dept: of Public 
Health, located at University Hospital, Saskatoon, 
Saskatchewan. 
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121 nonschizophrenic patients. They also 
closely resemble scores from equivalent 
groups drawn from a total tested sample of 
1500 patients. 

The mean scores of 2 groups of patients 
with the unknown substance in their urine 
resemble those of 158 schizophrenics and 
the much larger number tested since. 

In the earlier paper we noted that 10 
patients who required readmission to hos- 
pital had much higher HOD scores just 
before discharge than 55 patients who did 
not return. It seemed that these predis- 
charge scores might be helpful in prognosis. 
We have now expanded the series to in- 
clude 116 patients covering a period of one 
year after discharge for the first patients 
tested. We selected all schizophrenics, de- 
pressions and anxiety neuroses who received 
treatment at the University Hospital at 
Saskatoon and for whom HOD scores were 
available immediately before discharge, 
Their records were examined and readmis. 
sion to any hospital noted. Table 2 shows 
the results, 


TABLE 2 
Mean HOD Discharge Scores as Related to Readmission 
and Diagnosis 


SCORES 
GROUP STATUS Mis DS PERS. pS. Ts. 
Schiz. Not 


Read. 34 47 34 1.3 26 


Read. 13 69 97 45 58 
Anxiety and Not 


Depressions Read. 61 34 09 


2075313 
Read. 8 1 6 4 43 
D.S. = Depression score 
PER.S. = Perceptual score 
P.S. = Paranoid score 
T.S. = Total score 


In addition to the scores used in earlier 
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papers, we have developed a depression 
score (DS) obtained by adding up the 
cards placed in the true box with the fol- 
lowing numbers, 20, 31, 49, 53, 56, 77, 78, 
102, 103, 104, 105, 106, 107, 111, 112, 113, 
114, and 115. The maximum score is 18. 
All patients were tested by nurses who did 
not exercise any selection, The difference 
between the scores when discharged of 
those who were readmitted and those who 
were not is so great that we have not in- 
cluded statistical items such as age, sex, 
which might have been interesting in 
other circumstances, Very few patients were 
under age 21. All patients received similar 
treatments, Readmissions were arranged by 
doctors who had not been told about the 
predischarge HOD scores and had no ac- 
cess to these records, 

The total score before discharge seems 
to be prognostic, When this score is 40 or 
less, about 1 out of 10 were readmitted. 
When the total score was 41 or more, 12 out 
of 21 were readmitted. Chi square for one 
DF is 25, In other words, when the total 
score is less than 40 the probability of re- 
admission within 6 months after discharge 
is 0.6. When the total score is greater than 
40 the probability of readmission within 6 
months after discharge is 0.1. Other hospi- 
tals with different diagnostic criteria may 


USE OF MEPHENOXALONE IN BEHAVIORAL PROBLEMS 


IRVIN A. KRAFT, M.D! 


This is a report of a 24-year clinical 
study to evaluate a new psychotherapeutic 
agent, mephenoxalone ? (Tranpoise ®), in a 
varied sampling of children attending a 
child guidance clinic. Since our objective 
was to define the clinical efficacy and opti- 
mum dosage of the drug, no attempts were 
made to introduce a control into the study, 
We have attempted to evaluate this agent in 
various syndromes in children emphasizing 
those with the EEG pattern of 14 and 6 
spikes per second. 


1 Associate Professor of Psychiatry and Pediat- 
rics, Baylor University College of Medicine, Hous- 
ton 25, Tex. ie 

2 Mephenoxalone (Tranpoise®), Whittier Lab- 
oratories, Inc., Evanston, Ill. 


3 Denber, H. C. B.: Am. J. Psychiat., 115 : 
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obtain different prognostic indices. 

The HOD scores show the number 
symptoms suffered by the patient, so hi 
scorers are clearly sicker than low sco 
A high score just before discharge, the 
fore, shows that such a patient has either 
improved little or in spite of some impro 
ment is still ill. It is not surprising that these 
persons are more likely to return to hospita 
soon. Perhaps these high scorers should stay 
longer in hospital or receive more help © 
when they return to their homes, At E ; 
it should be easier to decide on the best. 
course when such patients can be identifi 
with a simple, quick and easily administer 
test. 


CONCLUSION 


High HOD scores in patients awaiting 
discharge suggest that they are not as well 
as patients with low scores and so less likely 
to stay out of hospital. f 
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Mephenoxalone (identified in some pr 
vious papers as methoxydone) is one of 
series of oxazolidinones and is a centrall 
acting muscle relaxant that exerts its eff 
through a suppression of polysynaptic ri 
flexes, It has also been found useful in the 
treatment of patients with marked tension, 
anxiety and agitation with depression.? 

A series of 31 children with various be: 
havioral problems were selected for treal 
ment with mephenoxalone, ‘Twenty of 
31 children exhibited abnormal behavic 
characterized by hyperactivity, neurotic - 
tendencies, and school phobias. Of i 
group, 15 showed a consistent brain w 
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tracing of 14 and 6 per second positive spik- 
ing. 
Twenty patients were treated by the 
“drug-symptom” procedure, and 11 were on 
psychotherapy with adjunctive use of the 
drug. In the “drug-symptom” procedure, 
the therapist saw the child and parents in 
brief sessions centering on the symptoms 
and drug response. In the other group, the 
therapist had regular psychotherapeutic ses- 
sions with the child and his family, and the 
drug was prescribed at a set dosage level. 

Most of the children were treated on daily 
doses of 1600 mg. or less of mephenoxalone. 
Children of 3 and 4 years of age were given 
up to 2800 mg. per 24 hours. Eleven chil- 
dren were on continuous mephenoxalone 
therapy for more than 6 months. 


RESULTS 


Nineteen (61%) of the cases showed ex- 
cellent or good improvement, 5 cases fair 
improvement, and 7 cases no change. Five 


_ of the 6 excellent responses were in cases 


where no formal psychotherapy was used. 
These patients were seen by a therapist for 
only one brief interview of about 20 min- 
utes. 

In no case, regardless of dosage or dura- 
tion of treatment, was any side reaction re- 
ported. Laboratory and EEG studies re- 
mained normal or unaltered. 

The R. case illustrates a comparison with 


= chlorpromazine. 


The 3-year-old girl was hyperactive. Chlorpro- 
mazine was prescribed and the patient was 
followed over 2 years. She was changed to 


mephenoxalone and over a 12-month period did ~ 
equally well. 7 


P. was a 10-year-old boy with mild behavior- 
al disturbances and a 14 and 6 per second 
pattern. He had been treated previously with 
diphenylhydantoin, mephobarbital and chlor- 
promazine. He was sustained well on mephen- 
oxalone, equal to the state obtained with 
diphenylhydantoin and superior to that ob- 
tained with chlorpromazine. 


In psychoneuroses, somatization reactions, 
and school phobias, mephenoxalone was 
used to allay the physiological components 
of the 14 and 6 per second syndrome, allow- 
ing psychotherapy to proceed more readily. 


In the case of O., hyperactivity prevented 
an 8-year-old boy from functioning well in a 
private school. He was placed on mephenoxa- 
lone and a significant change in behavior was 
noted in about 2 weeks. As psychotherapy took 
effect, a second component of his hyperactivity, 
stemming from anxiety, also abated. 


CONCLUSIONS 


Mephenoxalone appears to be a useful 
medication for cases demonstrating 14 and 
6 per second spikings. Its activity warrants 
further investigation in the areas of brain 
damage, especially in the so-called diffuse 
brain damaged child. Mephenoxalone was 
used in 31 children with various diagnoses. 
It proved helpful in 2 types of therapy: 
drug-symptom focused and psychotherapy- 
drug adjunctive. Improvement of excellent 
and good ratings was achieved in 55% of the 
former and 75% of the Jatter groups. 


TMIPRAMINE-PROMAZINE THERAPY 
FOR DEPRESSION 


BENJAMIN POLLACK, M.D.1 


It is well recognized that depressions have 
varied disguises and external symptoms(1). 
Essentially, all exhibit superimposed fear, 
apprehension and anxiety. Excellent results 
with imipramine (Tofranil) therapy have 
been obtained in many types of depression 
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(2, 3) while certain cases associated with 
marked agitation and anxiety have been 
somewhat less responsive(4-6). The use 
of imipramine combined with promazine 
(Sparine) has recently proved to be most 
effective in various types of depression, with 
overall good response of the entire pattern 
of target symptoms(7). In our study we 
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have used a combination of these 2 drugs 
(Tofranazine ™) ? in a convenient capsule 
form. 

The new drug combination was used in 
the treatment of 35 patients (24 females and 
11 males). One patient was a schizophrenic 
and the others had some form of depression. 
All patients were from private practice and 
the majority were in the 40- to 80-year age 
group. They were under therapy for periods 
ranging from 1 to 7 months. 

Most patients were started on a 1 ; 2 ratio 
(25 mg. imipramine plus 50 mg. promazine 
per capsule) with one capsule q.id, In the 
more serious cases this was rapidly in- 
creased to 6 to 8 capsules, and in a few in- 
stances to 12 capsules per day. Several pa- 
tients received a 1 : 1 ratio (25 mg. imipra- 
mine plus 25 mg. promazine per capsule) or 
a 1: 25 ratio (10 mg. imipramine plus 25 
mg. promazine per capsule). With one ex- 
ception, the latter group consisted of those 
patients who after improvement were 
placed on maintenance dosage. More than 
half the patients received small supplemen- 
tary doses of a phenothiazine, usually chlor- 
promazine (Thorazine), at night to over- 
come sleep disturbances. In cases of pro- 
nounced agitation or anxiety, a small 
amount of phenothiazine was also given 
with each meal. 

Effective dosage appeared to be inde- 
pendent of body size, but tended rather to 
serve a physiological need created by a bio- 
chemical defect in enzyme metabolism. 
Many patients of small body build were 
able to absorb, without ill effect, large 
amounts of the drug combination. 

In addition to medication, all patients 
received intensive psychotherapy. More 
than half of the cases also required super- 
vision, guidance, re-education and discus- 
sion, either separately or jointly with the 
spouse or parent. 

Ten of the patients included in this 
study had previously been on an imipra- 
mine-chlorpromazine regime. The transfer 
to imipramine-promazine was without inci- 
dent or change in their clinical course, ex- 
cept for one patient who was sensitive to 
promazine. 


2 Tofranazine TM was provided by Geigy Phar- 
maceuticals, Ardsley, N. Y. 


RESULTS 

Most patients felt much more relaxed 
and were able to continue their normal 
routine at work or at home. Remarkably 
few side effects were observed. A few com: 
plaints of morning lethargy or drowsiness 
were usually controlled by small doses of 
methylphenidate (Ritalin). The most fre- 
quent complaint was dryness of the mouth 
which became minimal as therapy pro- 
gressed. Almost half of the patients experi- 
enced a mild degree of dizziness at the be- 
ginning of treatment. One patient who had 
been a barbiturate addict had severe spells _ 
of dizziness and would fall if he attempted 
rapid movement or quick change of po- 
sition. On the lower dosage of 10 mg. imi- 
pramine plus 25 mg. promazine q.i.d. and 
after allowing sufficient time for elimination 
of barbiturates from body tissues, all signs 
of dizziness disappeared, but agitation and 
anxiety increased, Later, when returned to 
higher dosages, no dizziness or fear of fall- 
ing occurred. Another patient proved un- 
duly sensitive to promazine. On the 13th 
day with 150 mg. imipramine and 400 mg. 
promazine daily, she had a convulsive sei- 
zure, She had reacted similarly about a year 
ago when treated with comparable doses 
of the individual drugs. She is now being 
comfortably maintained on imipramine- 
chlorpromazine therapy. 

Tremor occurred in 6 patients, and 
blurred vision, sweating and tachycardia in 
one each. Another had a series of falls 
whenever she was placed on more than 75 
mg. imipramine and 150 mg, promazine per 
day. Many of the older patients complained 
of constipation. 

There appeared to be no orthostatic 
hypotension. In general, blood pressure 
changes were minimal (Table 1). Where 


TABLE 1 
Variation in Blood Pressure * 
SYSTOLIC DIASTOLIC 

Increase 14 14 
Decrease 12 9 
No change 5 8 
Total number 

of patients 31 31 


pani amenena 

* Average blood pressure before and after treatment: 
127.4/76.7 and 127.5/77.2, respectively, Data on 4 of the 
35 patients studied are not included in Table 1. 
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the blood pressure was within normal range 
there was remarkably little variation in the 
post-treatment pressures. In certain patients 
Psychiat.—4737—9 & 10 Cal. JM, Bob, et. al. 
who were suffering from hypertension, 
probably of an emotional origin, blood 
pressure fell moderately after treatment and 
remained at this lower level. In some pa- 
tients blood pressure rose slightly after 
treatment. This seemed to be coincident 
with an improved clinical state, better body 
health and nutrition. 
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which had motivated them to seek treat- 
ment (Table 2). The response of anxiety 
alone was estimated as over 90% satisfactory 
—recovered 10%, much improved 80% (Table 
3). 

All patients were kept on maintenance 
doses after improvement which was sus- 
tained with only an occasional relapse. A 
few patients who voluntarily discontinued 
medication, invariably had a recurrence of 
some depressive symptoms. We have found 
that even in acute cases of depression as- 


TABLE 2 
Response To Imipramine-Promazine Therapy 
Overall Response * 


COMPLETE MODERATE SLIGHT NONE OR WORSE 
DIAGNOSIS No. % No. % No. % No. % TOTAL 
Involutional depression 2 33.3 3 50.0 1 16,7 6 
Manic-depr. depression 7 46.7 5 33.3 1 6.7 2 13.3 15 
Reactive depression 1 50.0 1 50.0 2 
- Depression of organic 
origin 1 100.0 1 
Neurotic depression 2 22.2 6 66.7 ` 1 11.1 9 
Schizo-affective 
-depression 1 100.0 1 
Schizophrenia 1 100.0 1 
Total 11 31.4 17 48.6 3 8.6 4 11.4 35 


* Satisfactory Clinical Response=80%. 


- Of the 35 patients treated, 11 were judged 


- completely recovered, 17 much improved, 


3 improved, and 4 unimproved, This satis- 
factory clinical result in 80%—recovered 32%, 
much improved 48%—was the response to 


symptoms of both depression and anxiety 


sociated with anxiety or agitation, it is best 
to continue the maintenance dose for 6-12 
months. In some of the chronic or recurring 
disorders, medication may have to be used 
indefinitely as the patient continues on psy- 
chotherapy. In depression, the marked as- 


TABLE 3 
Response To Imipramine-Promazine Therapy 
Anxiety Response * 
COMPLETE MODERATE SLIGHT NONE OR WORSE 
DIAGNOSIS No. % NO. % No. % NO. % TOTAL 
Involutional depression 4 80.0 1 20.0 5 
Manic-depr. depression 2 16.7 9 75.0 1 8.3 12 
Reactive depression 1 50.0 1 50.0 2 
Depression of organic 
origin 1 100.0 1 
Neurotic depression 8 88.9 1 11.1 9 
Schizo-affective 
depression 1 100.0 1 
Schizophrenia 1 100.0 1 
Total 3 9.7 25 80.6 2 6.5 1 3.2 31 


* Satisfactory Clinical Response=90.5%. 
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sociation of symptoms with the family en- 
vironment must be altered before the pa- 
tient can be taken off medication. A longer 
period of medication permits the develop- 
ment of behavior patterns of decreased emo- 
tional response to normal stress. 


CONCLUSION 


Imipramine-promazine therapy resulted 
in an overall good clinical response in 80% 
of a group of patients with depressive syn- 
dromes. Response of symptoms of anxiety 
alone was over 90%. Patients were treated 
privately, and received intensive psycho- 
therapy which included other members of 
the family. Most patients were very com- 
fortable on the mixture. Serious side ef- 
fects were few and blood pressure changes 
were minimal. Additional dosage of pheno- 
thiazine was necessary in some cases, es- 
pecially at night, to induce sleep. The imi- 


pramine-promazine combination appears to 


be highly effective, and would seem to be 


particularly useful in this new capsule form 


for the general practitioner and in outpa- 
tient clinics. 
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INTENSIVE HEPATOLOGICAL STUDIES USING CARPHENAZINE 


ERNESTO TIANGCO, M.D. 


With the rise of pharmacologic therapy 
for psychiatric disorders, particularly in 
chronic mental illnesses for which medica- 
tion must be prolonged, the hepatotoxic 
potential of the compounds in common use 
has assumed considerable importance. Not 
the least among them are certain of the 
phenothiazine derivatives. The parent com- 
pound itself, although a potent anthelmintic, 
exerts a deleterious ‘action on the human 
liver, hence can be used as a vermicide 
only in veterinary medicine. Hubble(1), in 
1941, first called attention to the hepato- 
toxic action of phenothiazine (Nemazine) 
and pointed to the already well-known fact 
that substances containing benzene rings 
are potentially poisonous to both liver and 
blood-forming elements. 

The initial trials of carphenazine,? a 
phenothiazine derivative of the piperazinyl 
series in which a propionyl group is sub- 
stituted at the second position on the ring, 


1 From the Mental Health Institute, Independ- 


ence, Iowa. É 
2 Carphenazine is available as Proketazine 
(Trademark) from Wyeth Laboratories. 


provided definite indications that the com- 
pound could favorably influence psychotic 
symptoms in schizophrenics who had steadi- 
ly regressed for 3 years or more(16), and 
that the risk of liver disturbances was mini- 
mal. A preliminary investigation therefore 
was initiated at this institution in a series of 
severely deteriorated chronic schizophrenic 
patients to determine the safety as well as 
the therapeutic potency of this substance. 

The group comprised 9 chronic schizo- 
phrenics (5 men, 4 women) ; 7 of the cases 
were of catatonic, 1 of chronic undifferenti- 
ated and 1 of simple type. Their ages ranged 
from 21 to 62, with an average of 42 years ; 
the duration of illness, from 7 to 35, with 
an average of 18 years. Physical findings 
were essentially normal for all. There was 
some rigidity of the leg muscles in 1 pa- 
tient; and tremor of the leg, the residual 
of a long past operation, in another. 

A wide variety of treatments had been 
administered throughout the previous 19 
years, including numerous courses of ECT, 
insulin subcoma, prefrontal lobotomy, reser- 
pine, various phenothiazine derivatives, 
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monoamine oxidase inhibitors, and even 
central nervous system stimulants. None of 
these agents or therapeutic measures had 
produced any perceptible reduction of the 
psychosis. 

Pretreatment laboratory studies. Brom- 
sulphthalein excretion, serum glutamic oxa- 
loacetic and pyruvic transaminase tests ; 
complete blood counts and EEGs were per- 
formed before the start of carphenazine 
medication, Bromsulphthalein excretion at 
45 and 60 minutes was slightly elevated for 
6 patients, the leukocyte count was slightly 
elevated for 2 and the EEG for 1 patient 
showed spiking indicative of diencephalic 
epilepsy. All other findings were normal, 

Dose. All patients received carphenazine 

continuously for 115 days (nearly 4 
months), Treatment was initiated with a 
daily dose of 25 mg., which was increased 
in the ensuing 3 or 4 weeks to 100 mg. 
daily ; and ultimately the dose was raised 

to 150 mg. (1 patient), 200 mg. (6 pa- 
tients), and 300 mg. (2 patients), 


RESULTS 


Of course, no therapy, pharmacologic or 
otherwise, can be expected to restore to 
_ normal the severely deteriorated intellectu- 
al and emotional powers and deficient per- 
‘sonal capabilities of the patient suffering 
from long established schizophrenia. Re- 
covery was not expected for any of this 
group, nor even partial remission. How- 
“ever, at the end of 115 days of medi- 
cation, 3 did show moderate overall im- 
provement, These were in the areas of 
reduction of anxiety, tension and nega- 
tivism, greater accessibility and lessened 
_ withdrawal. 

The results of the laboratory studies con- 
ducted throughout treatment are of sig- 
nificance. The findings in the bi-weekly 
transaminase determinations, and weekly 
complete blood counts and urinalyses re- 
mained within normal limits for all patients 
during the 115 days of uninterrupted 
medication. Slight transient fluctuations 
in blood pressure occurred in 3 pa- 
tients, which did not affect their activi- 
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ties and probably were not associated with 
therapy. 
No side effects developed. 


SUMMARY 


Nine severely deteriorated chronic schiz- 
ophrenic patients were treated continuously 
for 115 days with carphenazine in daily 
doses that were initiated at 25 mg. and ulti- 
mately raised to 100, 150, 200 and 300 mg. 
Three showed moderate and 5 slight overall 
reduction in symptoms. 

The findings in bi-weekly transaminase 
determinations and weekly complete blood 
counts and urinalyses remained within nor- 
mal limits for all patients throughout treat- 
ment. According to these preliminary data, 
carphenazine appears to be a safe agent for 
long term antipsychotic treatment. 
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ATROPINE-LIKE COMA WITH DITRAN THERAPY 


WESLEY A. KISSEL, M.D. 4 


The author reports a case of a woman 
being treated with Ditran for depression 
who unexpectedly developed a temporary 
coma. 

Ditran is a new investigational drug (JB- 
329, Lakeside Laboratories, Milwaukee, 
Wis.) which has psychotomimetic proper- 
ties and has been associated with dramatic 
improvements in depressive patients after 
single intra-muscular injections of 10-30 mg. 
Abood and Meduna(1) were among the 
first to report on its effects in 1958, Finkel- 
stein(3) has also indicated its usefulness 
with depressed and some schizophrenic pa- 
tients. The peripheral anti-choleringic ef- 
fects have been amenable to antagonistic 
drugs as with atropine, but not the central 
effects. Recently Gershon and Olariu(4) 
have demonstrated the antagonism of Dit- 
ran’s central effects by a different anti- 
cholinesterase agent, tetrahydroaminacrin. 

These reports(1, 3, 4) have noted a stu- 
porous reaction but not coma. Miller, 
Schwarz, and Forrer(5) describe the coma 
which ensues when atropine is used for 
coma therapy in doses of 32-208 mg. : there 
is a “progressive, neurophysiological regres- 
sion smoothly and without disruption to the 
third stage of coma.” Along with restless- 
ness, delirium, delusions, hallucinations, and 
coma they describe progressive motor in- 
coordination, decreased pain sensitivity, and 
hyperreflexia with Babinski sign. 


A 57-year-old, single woman was admitted 
to the Psychiatry ward of the Marion County 
General Hospital on June 4, 1960 after emer- 
gency surgery for slashing her left forearm 
eight times and then trying to hang herself. She 
had been despondent for 5 years and progres- 
sively more depressed and agitated for 5 
months, She had considered suicide for several 
weeks, She was given a diagnosis of involu- 


"1 Depts. of Psychiatry, Marion County General 
Hospital and Indiana University Medical School, 
Indianapolis, Ind. 
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tional psychotic depression with ano 
weight loss, constipation, feelings of body ruin 
and ugliness, hopelessness and unworthin 
and somatic delusions. Neurological examina- 
tion was normal, Physical examination 
vealed occasional VPC’s but otherwise hi 
function was good. EEG, BUN, PSP, 
VDRL, urinalysis, and chest x-ray were ni $ 
Psychological testing corroborated the clinical 
diagnosis. t 
On June 20, she was given a light breakfast 
with fluids to avoid dehydration one hour bi 
fore the injection of 15 mg. Ditran I.M. Befor 
the injection blood pressure was 164/80, puls 
84, and pupils 3 mm. a 
Ten minutes after the injection she jerk 
her arm and said, “Can't talk, can’t see, wave 
coming over me ; see sister on the ceiling.” Ai 
20 minutes heart rate rose to 90, pupils di- 
lated; she was mute and wide-eyed, a1 
alternated between drowsiness and apprehen: 
sion. At 25 minutes pulse was 96, breathing 
somewhat stertorous, muscle stretch reflexes 
were hyperactive and equal bilaterally and shi 
had bilateral Babinski signs. At 30 minutes 
breathing was stertorous and 


uli. She remained in this state apparen 
identical with third stage of atropine coma and 
near third stage of insulin coma for about oni 
hour. Corneal reflexes were always presen 
Pupils remained dilated. Muscles were hyp 
tonic. Heart sounds were good with no mi 
murs, Heart rate and blood pressure wer 
stable. Bowel sounds were moderately acti è. 
‘At 75 minutes she was a little more restless! 
and muscles had more tone. At 1% hours her 
general level of responsiveness was slightly 
elevated. At 3% hours she would jump, stare, 
and grab, apparently responding to hallucina 
tions. Babinski signs were still present but othe: 
plantar flexion signs were gone. At 4 hours 
was restless, apprehensive, defensive to sensory 
stimuli, grabbing at air, trying to get up. Sh 
tried to talk, Babinski signs were practically 
gone. At 5 hours she said her first words, bu 
was restless, disoriented, hallucinating, an ah 
nauseated. She drank water with support 
8% hours, much the same. r 
reality contact, and communication began 
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improve. She was more calm. At 10% hours she 
still manifested some flight of ideas, some per- 
plexity, and restlessness, At 12 hours she was 
oriented, relaxed, and said that she felt better. 


This course was typical for patients 
treated with Ditran, with the exception of 
the coma. The following day she was cheer- 
ful, active and with no complaints. Two 
days later there was some regression. She 
was treated with an oral antidepressant 
drug, occupational therapy, milieu therapy 
and supportive psychotherapy and released 
much improved on July 29, 1960. 
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STATE SURVEYS 


When a citizen movement or legislative 
concern focuses upon the mental health 
program of a state or province the govern- 
ment may wish consultation, Opposing 
views are often hotly debated. Partisans de- 
fend their position. A genuine desire may 
exist to evaluate objectively the work of 
an institution or the effectiveness of a total 
psychiatric program. 

Private management consultants can ad- 
vise on personnel or business practices but 
mental hospital and clinic inspection and 
program building requires a professional 
psychiatric overview. 

The Central Inspection Board was estab- 
lished to survey psychiatric facilities, public 
and private, and to recommend improve- 
ments. Under endowment, it functioned 
admirably and contributed significantly to 
the betterment of patient management in 
hospitals, It proved too costly for the 
American Psychiatric Association to oper- 
ate, even with a charge for services. The 
C.I.B. became a deficit operation draining 
association resources. It fell several years 
behind in communicating findings in its 
reports. Recently the C.I.B. was dissolved 
by council action. 

The Joint Commission on Accreditation 
of Hospitals now is the sole inspecting body 
remaining. One psychiatrist is a member 
of the commission. Its inspectors in the field 
often are wholly unacquainted with mental 
hospitals. Evaluations of performance are 
based upon the ability to do surgical and 
medical procedures well. But psychiatry 
has its own unique requirements and they 
are not similar to those of surgery. Negoti- 
ations by the American Psychiatric Associ- 
ation with the commission over the years 
have been helpful but not operationally 
effective. Psychiatry has not been able to 
pay for the extra cost of inspections es- 
sential if special examinations are to be 
made by experienced psychiatrists. 

State Surveys came into being as an 
APA authorized service, while the C.LB. 
was still functioning. When a request for 


assistance was received from a state 


province, the Medical Director contracted — 


for the survey. 
The Medical Director or a psychiatrist 
on the APA Central Office staff or a con- 


sultant, approved by the Survey Board and — 


acceptable to the state or province, plans 
and organizes the evaluation of local re- 


sources and visits psychiatric facilities. A 
committee of experts is selected that is - 


representative of important professional and 
lay interests. The pyschiatric association, 


the medical society, the citizens mental — 


health group, and university leaders as well 
as other representatives of health and wel- 


fare agencies comprise the local advisory — 


committees. 
After several meetings of the local com- 
mittee of experts, and discussion of de- 


ficiencies and needs, a draft report analyz- — 


ing existing services, noting deficiencies and 
recommending improvements is prepared 
and circulated for review. After incorpora- 


tion of revisions a signed report—The State — 


Survey—is delivered to the controlling party, 
most often the governor. 

Recently the APA Council added a 
mechanism for review that is now in opera- 
tion, A committee of members with broad 
administrative experience, hears the evi- 
dence of need for a survey and approves or 
disapproves the undertaking. Once the final 


report is prepared, it is examined for ac- 


curacy. 
Political booby traps can not always be 


avoided. “Foreigners” are not always sensi- 
tive to provincial intrigue. The chosen ex- 
perts for the advisory committee may not be 
“the best men.” Partisan factions cling to 


this or that leader and deny the expertness “i 
of the other, Even when conflicting inter- 
ests are known, it is impossible to avoid — 


criticism. 


The good report stirs up a storm. We are 


unfairly criticized! We are ignored! The 
inspector was incompetent | are three com- 
monly heard complaints. The State Survey 
was not developed as a method of arbitra- 
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tion to settle local disputes. It was designed 
to evaluate present psychiatric programs 
and to present a master plan as a guide 
to development. An honest effort is always 
made to reach the best available local lead- 
ers “to pick their brains” and to hear their 
views. The choice made between alternates 
is in the draft report open to advance dis- 
cussion. 

There are those members of our associ- 
“ation who would abolish the State Survey. 
That is one sure way to avoid controversy. 
However, there is a very real demand for 
the help of an outside agency to evaluate 
state psychiatric resources. Presently help 

is not available from any other source. If 
the State Survey were abolished one of 
the following alternates could be de- 
veloped : 

Establish a panel of psychiatric admin- 
istrators who would be available to lead 
a survey in the established model. This plan 
could include or exclude the Medical Di- 
= rector of the APA depending upon his 
= qualifications. 
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The APA might help pay the salaries of 
inspectors for the Joint Commission on Ac- 
creditation of Hospitals or finance their 
consultants when evaluation is made of any 
psychiatric facility. This would be expen- 
sive. 

Press for reestablishment of inspections 
and program planning by the United States 
Public Health Service Regional Offices. 

Encourage formation of a private corpo- 
ration for inspection of psychiatric resources. 
An association of “old pros” could render a 
real service, I’m not sure it would be either 
profitable or popular after a few reports. 

The Council has approved the continu- 
ance of APA sponsored State Surveys 
subject to review by committee of members 
with administrative experience and subject 
to advance agreement of cooperation from 
the state or province government, the psy- 
chiatric association or district branch, the 
local medical societies and the mental health 
association. 

WALTER E. Barton, M.D., 
President. 


GOVERNORS’ CONFERENCE ON MENTAL HEALTH 


The National Governors’ Conference on 
Mental Health held in Chicago Nov. 9-10, 
1961 may well prove to have been a hope- 
ful turning point in dealing with the age 
old problem of mental deviation and illness. 
While the past half-century has many fruit- 
ful attacks on this problem to its credit, 
vastly more remains to be achieved if psy- 
chiatry is ever to overtake the record set 
by general medicine and epidemiology in 
eradicating diseases that formerly ran a 
plague-like course. Mental disease still has 
plague-like characteristics. 

For years we have been talking about the 
conversion of the asylum into the hospital, 
but the Governors’ Conference notes that 
as of now about half of the patients in the 
mental hospitals of the country “receive no 
more than custodial care rather than active 
treatment.” Most of the community clinics, 
whose function is to see patients promptly 
in the hope of avoiding admission to hos- 
pital, have waiting lists that delay service 
to applicants for long periods—3 months to 
a year. Only a few states provide aftercare 
for discharged patients. With adequate 
community services the Conference esti- 
mated that 75% of the acutely mentally ill 
will not require long and costly institutional 
care. State-matching grants to local com- 
munities to provide the necessary services 


are recommended ¢ likewise state appro- 


RIGHTS OF MENTAL PATIENTS 


The American Bar Foundation is con- 
ducting a nation-wide study of the rights 
of the mentally ill. Surveys in 6 states have 
already been completed and a seventh was 
launched in Georgia in January 1962. 

Mr, Hugh A. Ross, Professor of Law at 
Western Reserve University, director of 

. the Bar Foundation project together with 
field research associates conducts the sur- 
vey, a leading purpose of which is to learn 
how to “improve the process of getting 
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priations to extend psychiatric services 
general hospitals. ’ ; 

Many other essentials in this field pre 
ently lacking or inadequate were de: 
with in the Governors’ Conference, — 
cluding such items as professional 
sonnel shortage, research needs, impor 
tance of simplifying to the utmost fc 
malities of admission to mental hospitals 
dealing with psychiatric cases in the gret 
est possible measure on the same basis 
physical disabilities. 

Some of the recommendations of thi 
Conference are utopian or for the fut 
others are presently practicable ; many 
them have been urged for years by i 
dividuals and organizations whose business 
is mental health. 

It is heartening to have the whole ma 
ter now brought forward and handled 
the Governors’ Conference has done. 
Heads of the States have not been contei 
to state deficits in the medical progr 
which should be made up, and perha: 
suggest measures to that end. They invi 
the collaboration of all concerned, and pr 
pose for the maintenance of interest, and 
activity in line with that interest, to estab- 
lish at the next annual meeting of 
Governors’ Conference a Standing Commi 
tee on Mental Health. 


sar 


mentally ill persons in and out of tre 
ment facilities.” States in which surve 
have been made are California, Kans 
Missouri, Pennsylvania, Delaware, 


Illinois. a 
Mr. E. Blythe Stason, former dean of the 
University of Michigan Law School, ad 


of the Bar Foundation, and prominent 
chiatrists and legal consultants constitute 
the project advisory board. Mr. Stason has 
stated that the ultimate aim he project 
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is to formulate a model act, based on the 
findings of the study, which would ensure 
adequate protection of the rights of the 
mentally ill. 

It is to be hoped that the projected model 
act, which will ensure uniform procedure 
throughout the country, may reduce legal 


formalities to the utmost minimum, pro- 
mote voluntary admissions to hospitals or 
other treatment facilities, and provide that, 
having regard to the safety of both patient 
and others, there may be no unnecessary 
distinction in the management of one who 
is mentally ill and that of other sick persons. 


What has Become of the Medicines of the Materia Medica ?—In looking over many 
of the Medical Mirrors of therapeutics of the day we see nothing of the familiar names 
of the pharmacopoeia, but in their stead numberless newly-coined proprietary terms, 
such as phanacetine, sulphonal, hypnal, antikamnia, petroline, tasso-petroline, antisaron, 
therapine, exalgine, catalgine, tongaline, listerine, antipyrine, papine, neuraline, bromo- 
pyrine, and numberless antis and ines, febrina, cactina, sal lister, kumysgen, proteinol, 


ponca, bromidia, katharmon, 


chionia, europhen, aristol, dermatol, benzothol, vin 


mariana, apioline-chapouteaut, febricide, tritica, bovinine, papoid, iodotane, santal-midy, 
sanmetto, salophen, ergotole, svapnia, iodia, dio viburnia, lithiated hydrangea, “et id 
omne.” “What's in a name ?” There’s money in it. “What are we coming to ?” “Heaven 


only knows.” 


—ALIENIST AND NEUROLOGIST 
(Editorial, 13 : 4, p. 744, 1892.) 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
t10N.—The thirty-ninth annual meeting of 
the Association will be held at the Biltmore 
Hotel, Los Angeles, California, March 21- 
24, 1962, under the Presidency of Fritz 
Redl, Ph.D., of Detroit; George E. Gard- 
ner, M.D., President-Elect. 

There will be several panel sessions as 
well as the presentation of papers. 

The deadline for advance registration is 
March 5, 1962. 

For information address Marion F. Lan- 
ger, Ph.D., executive secretary, 1790 Broad- 
way, New York 19, N. Y. 


INTERNATIONAL Review or CRIMINAL 
Pouicy.—No, 17-18, Oct. 1961, United Na- 
tions. —This issue deals with the design and 
construction of penal institutions. Some of 
the contents are of interest to psychiatrists, 
particularly the references to psychiatric 
facilities for prisoners. For example (page 
10) there is reference to a special institu- 
tion which is now being built in England as 
a psychiatric prison hospital. A footnote 
refers to a monograph on the design of psy- 
chiatric clinics prepared on behalf of the 
World Health Organization. 


Inpran Psycurataic Socrery.—The 15th 
annual general meeting of the Indian Psy- 
chiatric Society will be held on March 15- 
17, 1962 at Mental. Hospital, Agra, U.P., 
India. 

Psychiatrists visiting this country at the 
time will be cordially welcome. Further 
correspondence should be made to Dr. K. C. 
Dube, M.B.B.S., D.P.M. (London), Organ- 
ising Secretary and Superintendent, Mental 
Hospital, Agra, U.P., India. 


Tue Scureser Case.—A symposium on 
Reinterpretation of the Schreber Case: 
Freud’s Theory of Paranoia will be held at 
the annual convention of the Eastern Psy- 
chological Association at the Chalfonte- 
Haddon Hall Hotel, Atlantic City, N. J., 
8:15 P.M., Thursday evening, April 26, 
1962. 


NEWS AND NOTES 


The panelists will be Arthur Carr, Ph.D, ; 


White, M.D. ; and Philip M. Kitay, Ph.D 
Chairman. 


NATIONAL ASSOCIATION FOR MENTAL 
Heatran AnnuaL Meetinc.—Using as a 
framework the report and recommenda- 
tions of the Joint Commission on Mental 
Illness and Health, 600 conferees represent- 


ing 800 state and local affiliates of the Na- 


tional Association met in Miami at their 
11th annual convention, November 14-18, to 
analyze their own program and to plot a 
course for the following year. 

The opening program session, Thursday, 
November 14, heard a summary report on 
the Commission’s recommendations by Dr. 
Jack R. Ewalt, the Commission’s director, 
and commentary by Dr. Rene Dubos of 
the Rockefeller Institute, Dr. Fillmore H. 
Sanford of the University of Texas and Dr. 
Dale C. Cameron, Assistant Superintendent 
of St. Elizabeths Hospital. 


Later that day Dr. Seymour S. Kety em- 


phasized the Commission’s urgent plea for 
expanded basic research. Reports were 


heard from individual scientists on such 


subjects as biochemical aspects of schizo- 
phrenia, commitment laws and procedures, 
milieu therapy, cultural factors and mental 
illness, psychological factors, in aging and 


the effects of self perception in the course | 


of psychosis. 

Throughout the day, three fundamental 
themes were reiterated : the need for vastly 
expanded psychiatric research; the im- 
portance of multidisciplinary research in 


mental illnesses ; and the need for diversifi- 


cation of sources for financial support of 
research. A unique characteristic of volun- 
tary research support—it was pointed out— 
is the opportunity it affords for a more 
venturesome approach than is permitted 
in government financed research, Another 
feature is the opportunity it gives to the 
younger and less well-known scientists. Dr. 
William Malamud, research director, dem- 
onstrated how grants from the Research 
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Foundation of the National Association for 
Mental Health had produced rewarding 
results in both these areas. 

The following day, the conferees worked, 
in discussion groups, on eight areas of pro- 
gram activities of the National Association 
for Mental Health: information services, 
mental health careers, psychiatric services 
in general hospitals, services to ex-patients, 
mentally ill children, hospital volunteer 
services, legislation and public policy, and 
‘public information and education, Each 
subject was explored in the light of Joint 
Commission recommendations, and resolu- 
tion for action were taken as follows : 

1, The manpower problems: an urgent 
need for stepped-up recruitment and train- 
ing of medical and non-medical professional 

personnel. 

2, Hospital and related services: assur- 
ance of modern treatment for all patients 
in state mental hospitals; much wider de- 
velopment of psychiatric services in general 
hospitals, day and night hospitals ; develop- 
ment of separate and special treatment fa- 
cilities for mentally ill children. 

8, Aftercare and rehabilitation services : 
~ expansion of community facilities for social, 
- vocational, and medical aftercare, and re- 

habilitation for the ever increasing number 
of patients returning from mental hospitals. 

The role of the citizens’ voluntary health 
movement in bringing about these develop- 
ments in partnership with government 
agencies and the professional organizations 
was stressed at one function by Representa- 
_ tive John E. Fogarty of Rhode Island and 
-\ Dr. Ewalt, speaking for the APA, and Dr. 

Joseph M. Bobbitt, representing the NIMH. 
The manner in which this partnership oper- 
ated in the Milledgeville State Hospital in 
Georgia, was described at another function 
by Ralph McGill, publisher of the Atlanta 
Constitution. 

The urgent need for citizen leadership in 
these efforts was stressed by newly elected 
president of the NAMH, Frazier Cheston. 
Mr. Cheston noted that with present knowl- 
edge medical science could do more for 
victims of mental illness than for victims of 
heart disease and cancer. He called for the 
application of the treatment methods al- 
ready available to all the mentally sick who 

" needed them. It was the special task of the 


citizens voluntary mental health movement, 
he said, to stimulate and mobilize interest 
and action in the communities, and in legis- 
latures, for enactment of recommendations 
of the Joint Commission concerned with the 
treatment and prevention of mental illness 
and rehabilitation of the mentally ill. 

The Board of Directors of the NAMH 
declared it to be the responsibility of the 
NAMH to keep the report and recommenda- 
tions of the Joint Commission constantly in 
the forefront of public interest. The Board 
endorsed the Joint Commission’s report in 
general and pointed to the desirability of re- 
duction in the size of future mental hospi- 
tals, and decentralization of existing large 
institutions ; expansion of psychiatric serv- 
ices in general hospitals and increase of 
other community services for diagnosis, 
treatment and rehabilitation. 

The Board of Directors also adopted a 
resolution opposing a $5,300,000 cut made 
by Secretary of Health, Education and 
Welfare Ribicoff in the funds voted by 
Congress for the National Institute of Men- 
tal Health, and urged restoration to the 
level voted by Congress. 

The Board also approved plans for the 
merger of the National Organization for 
Mentally Ill Children into the National 
Association for Mental Health, Final action 
is expected before the end of the year. 

Other officers elected with Mr. Cheston 
were Arnold Maremont of Chicago, as Ist 
vice-president, and Jesse Dickinson of South 
Bend, Indiana, as 2nd vice-president, and 
five regional vice-presidents : Frederick G. 
Singer of Wilmington,’ Dr. Rives Chalmers 
of Atlanta, James Oppenheimer of St. Paul, 
Frank Proctor of St. Louis, and Judge David 
Brofman of Denver. 


WORKSHOP IN THE RORSCHACH TECHNIQUE 
oF PrrsonaLrryY Dracnosis.—This workshop 
jointly sponsored by Claremont Graduate 
School and Children’s Hospital, Los An- 
geles and directed by Bruno Klopfer and 
Helmut Wursten will be held on July 8-20, 
1962 at Asilomar Conference Grounds, Pa- 
cific Grove, Calif. It will be devoted to the 
study of projective techniques as used with 
children. 

All students wishing to qualify for gradu- 
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ate credit must apply to the Claremont 
Graduate School, Claremont, Calif., before 
May 15, 1962 after they have been notified 
of admission to the Workshop. Tuition will 
be $60.00. 

For applications write to Dr. Bruno Klop- 
fer, P.O. Box 2971, Carmel, Calif., before 
June 1, 1962, 


Tue Srupy or CrmmoLocy IN CAM- 
price, By Leon Radzinowicz.—This is a 
pamphlet copy of an address given to the 
(English) Medico-Legal Society. It con- 
tains a description of the Institute of Crim- 
inology in the University of Cambridge, 
particularly its activities in teaching and re- 
search, These activities include “the psychi- 
atric and psychological aspects of criminal 
behaviour.” Some of the lecturers are drawn 
from the Institute of Psychiatry in the Uni- 
versity of London (Maudsley Hospital). 
Dr. D. R. Cressey of the University of Cali- 
fornia has been selected as the first Visiting 
Fellow from the United States. 


Psycuiatry at West VIRGINIA UNIVER- 
srry—Scuoon or MepicinE.—A new Depart- 
ment of Psychiatry has been activated at 
this medical center by appointment of 
Thomas A. Loftus, M.D., as Professor and 
Chairman of the Department. Dr. Loftus 
was formerly Associate Professor of Psy- 
chiatry at Jefferson Medical College. Teach- 
ing and clinical services will be centered in 
a 28-bed inpatient service in the new 522- 
bed Medical Centen and an extensive out- 
patient department serving the physicians 
of the State of West Virginia. 

The staff now includes Charles E. Gosh- 
en, M.D., former Director of Community 
Psychiatrie Services for the State of Mary- 
land, and Robert Vosburg, M.D., currently 
with the Western Psychiatric Institute and 
Clinic in Pittsburgh, Pennsylvania. 


POST-GRADUATE COURSE IN CRIMINOLOGY. 
—The Institute of Criminology at the Uni- 
versity of Cambridge offers a second post- 
graduate course, beginning October 1, 1962. 
A diploma in Criminology will be given to 
those who pass a written examination in five 


papers. 


NEWS AND NOTES 


The teaching program: consists 
tures, seminars and practical work 
major aspects of criminology. Durin 
cation as well as term time practical v 
will be undertaken by the students at a 
cies concerned with the prevention of cr 
and the treatment of offenders. Individ 


Professor of Criminology, by staff mem! 
of the Institute and the University, 
by others with particular experience in 
administration of criminal justice. 

The course will be open to those wh 
hold a university degree, not necessarily it 
law. In exceptional cases candidates wi 
out a degree may be admitted. In order t 
maintain the highest possible standard th 
number of admissions will be limited. 

Application forms may be obtained from 
The Secretary, Institute of Criminology, 
Scroop Terrace, Cambridge, England. Thi 
deadline for application is April 1, 1962. 


Psycurarric Reswency Trawinc.—This 
residency program has been approved by 
the Council on Medical Education of th 
American Medical Association for 3 year 
in adult psychiatry and for 2 years in chil 
psychiatry. Clinical facilities include th 
Flower Fifth Avenue Hospitals, the Metro: 
politan Hospital and the Bird S. Coler 
Memorial Hospital in New York City. _ 

Both psychiatric and psychoanalyti 
training are included in the course. Arrange- 
ments have been made for the personal 
dactic analysis to be provided at a fixed 
reduced fee. ; 


A. E. Bennett Awanp.—The Society o 
Biological Psychiatry is offering an annu 
award made possible by the A. E. Benn 
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Neuropsychiatric Research Foundation. The 
award will consist of $500, part of which is 
to be used for traveling expenses to the 
meeting. It will preferably be given to a 
young investigator, not necessarily a mem- 
ber of the Society of Biological Psychiatry, 
for unpublished work. The paper will be 
read as part of the program of the annual 
meeting of the Society and will be pub- 
lished with the other papers read at that 
meeting in the book : BIOLOGICAL PSY- 
CHIATRY, Volume V. The honorarium will 
be awarded at the annual banquet. Please 
submit paper in quadruplicate to Harold E. 
Himwich, M.D., Chairman, Committee of 
Award, Galesburg State Research Hospital, 
Galesburg, Illinois. Deadline for manu- 
scripts is March 31, 1962. 


Grants FOR PSYCHIATRIC RESEARCH IN 
Canapian Unversimes.—Dr. M. Saffran, 
Associate Professor in the Department of 
Psychiatry, McGill University, has been 
awarded a three-year grant aggregating 
$110,000 by the National Institute of Health 
of the Department of Health, Education, 
and Welfare, Washington, D. C., to support 
his studies in Neural Peptides. 

Dr. Saffran will continue his probe into 
experimental therapeutics under the di- 
rection of Dr. R. A. Cleghorn. Of the two 
principal forms of control, Dr. Saffran is 
mainly interested in the one whereby the 
brain puts chemical substances into the 
blood stream. The specific investigation for 
which the grant was made was begun 
in 1955 with the aid of Federal-Provincial 
grants, and is designed to investigate the 
techniques by which the brain controls 
bodily functions. 

Dr. Colin M. Smith, Assistant Professor 
of Psychiatric Research at the University of 
Saskatchewan, Saskatoon, has been awarded 
a $22,500 grant from the National Mental 
Health Research Fund, it has been an- 
nounced by Ian V. Dubienski, National 
President of the Canadian Mental Health 
Association. 

This fund of which Dr. Ray F. Farquhar- 
son, Professor Emeritus of Medicine, Uni- 
versity of Toronto, is Director for the year 
was established in 1958 by the Canadian 
Mental Health Association and is supported 

by private contributions. Its purpose is to 


give reasonably long term financial support 
to promising research scientists in studies 
related to mental health. “The fund is to 
support research careers, not projects.” 

Dr. Smith is engaged in a research pro- 
gram at the University of Saskatchewan 
to develop a new pattern of psychiatric 
care, It will involve the family doctor and 
the local general. hospital to provide, if 
possible, a complete and comprehensive 
psychiatric service without using the tra- 
ditional mental hospital. 


Fist Pan Arrican Psycurarric CoN- 
FERENCE.—This Conference, recently held in 
Abeokuta, was attended by some 100 psy- 
chiatrists from the USA, England, Germany, 
Holland, Canada, Norway, the World 
Federation of Mental Health and 13 Afri- 
can countries. The delegates compared the 
types and nature of illnesses encountered in 
Africa with the same phenomena in the 
Western world. 

Four Cornell faculty members attended 
the Conference. Dr. and Mrs. Alexander 
Leighton and Professor Charles C. Hughes 
reported on a pilot study of mental health 
and social change in Nigeria which they 
conducted last year under the Cornell Pro- 
gram on Social Psychiatry, 

Dr. T. A. Lambo, director of the Aro 
Hospital for Mental and Nervous Disease 
in Abeokuta, who organized the Conference 
has closely worked with the Cornell re- 
searchers in the Nigerian study. He pro- 
posed last spring that Cornell should co- 
operate to establish the first institute for 
mental health in West Africa. 

Through Dr. John Summerskill, vice 
president of student affairs and associate 
professor of clinical medicine, Cornell of- 
fered a tuition free scholarship for a Ni- 
gerian student to study at Cornell next 
year. In exchange a Cornell graduate would 
study at the Institute of African Studies at 
the University of Ife. Possibilities for an 
exchange between these two schools in an 
English language training program for Ni- 
gerians are being considered. 


Tue MAUDSLEY REQUEST LECTURE Course, 
—Dr. D. Ewen Cameron, Director of the 
Allan Memorial Institute, and Professor and 
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Chairman of the Department of Psychiatry, 
McGill University, was invited to contribute 
to the Maudsley Request Lecture Course 
held at the Royal Society of Medicine in 
London, England, on February 12 and 13, 
1962. The title of his lecture was “The De- 
patterning Treatment of Schizophrenia.” 


Psycutatric Ports or View REGARDING 
Law AND PROCEDURES GOVERNING MEDICAL 
TREATMENT OF THE MENTALLY ILL.—This 
12-page document contains the testimony 
presented to the U. S. Senate Subcommittee 
on Constitutional Rights on March 28, 1961, 
by Drs. Francis J. Braceland and Jack R. 
Ewalt on behalf of the American Psychi- 
atric Association and the National Associ- 
ation for Mental Health. Mr. Robert L. 
Robinson, APA Public Information Officer, 
collaborated in its preparation. 

It is thought that it may prove especially 
useful to speakers and teachers as an out- 
line of current patterns of thought in psy- 
chiatric circles on the subject. 

This document is distributed by Central 
Office, American Psychiatric Association, 
1700—18th Street, N. W., Washington 9, 
D. C. 


Rounp THE WoRLD PSYCHOSOMATIC CLIN- 
1c.—Dr. James L. McCartney of Garden 
City, N. Y., is organizing a series of “Trans- 
International Psychosomatis Seminars, a 
nonprofit, nonpolitical, nonsectarian, volun- 
tary, missionary, educational organization, 
with the purpose of taking up-to-date tech- 
nics in psychosomatic medicine to all sec- 
tions of the world, when invited to do so by 
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the local medical societies or medical 
schools.” ; 
This will be similar to an expedition or- 
ganized by Dr. McCartney in 1954. A clinic. 
group is being recruited and will sail in 
September ’62, visiting first Japan, and give 
lectures and clinics at numerous points in 
the Far East and at Mediterranean centers. 
Information may be obtained by writing _ 
to Dr. James L. McCartney, 233 Stewart 
Ave., Garden City, N. Y. a 


Dr. Luamon Heaps PSYCHIATRY AT COR- 
NELL.—Dr. William T. Lhamon has been 
appointed Psychiatrist-in-Chief of The New 
York Hospital, head of the Payne Whitney 
Psychiatric Clinic, and Professor and Chair- 
man of the Department of Psychiatry of 
Cornell University Medical College, the ap- 
pointment to take effect July 1, 1962, Dr. 
Lhamon succeeds Dr. Oskar Diethelm, who 
will retire after 25 years at The New York 
Hospital—Comnell Medical Center. 

Since 1954, Dr. Lhamon has been Pro- 
fessor and Chairman of the Department of 
Psychiatry at Baylor University College of 
Medicine in Houston, Texas. 

He was responsible for the initiation and 
development of the Houston State Psychi- 
atric Institute, which opened early in 1961. 

Prior to his appointment at Baylor, Dr. 
Lhamon was Professor of Clinical Psychi- 
atry at the University of Pennsylvania Med- 
ical School in Philadelphia. He received an 
A.B. degree from Stanford University in 
1936 and an M.D. from the Stanford Uni- — 
versity Medical School in 1940, He received 
postgraduate training in psychiatry at the 
New York Hospital-Cornell Medical Center. 
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Coercive Persuasion. By Edgar H. Schein— 
with Inge Schneier, and Curtis H. Barker. 
(New York: W. W. Norton & Co., pp. 
320. $6.75.) 


Brainwashing. What is it? How does it 
work P 

Seldom in recent history have honest at- 

tempts "to evaluate a contemporary event 
` varied so remarkably in their conclusions. It is 
difficult to identify another issue of national 
interest which has for so long been confounded 
"by jarring opinions, emotionally toned misper- 
‘ceptions of human behavior, and the unique 
_ projections of the beholder. In the decade 
since the Korean War, pundits, self-styled psy- 
chological warriors, social scientists and clini- 
cians have offered varied and often contra- 
dictory interpretations of the dynamics of 
Communist persuasion techniques. Evalua- 
tions have ranged from the sober to the hys- 
_terical, from the pseudo-scientific to the best 
of science fiction. It is likely that the Com- 
munist world has at times been as gratified 
by the national consternation and anguish re- 
flected in these efforts as by the meager suc- 
cess they had in the clinical exploitation of 
their ideological enemies. 
_ Social scientists, unhappily, have been re- 
sponsible for a share of the confusion, and 
Schein’s volume is not atypical of that body 
of work which has sought to make theoretical 
‘mountains out of empirical molehills, This is 
‘not to say that Communist thought reform 
techniques as practiced on some political and 
military prisoners are without scientific in- 
terest; certainly they are of urgent national 
` importance. But the attempt to formulate ever 
new and exotic explanatory hypotheses for 
brainwashing is making too much of a bad 
thing. 

Aside from “discussions with various China 
experts” and “reading existing analyses [and] 
autobiographical accounts,” the authors base 
their work on interviews with fifteen Ameri- 
cans who actually experienced thought reform 
at the hands of the Chinese Communists. 
7 While it is dificult to identify the specific 
i source of data for the various segments of 
the book, the authors have clearly enriched 
their effort by including historical material as 
a backdrop thoughout. The first of the four 
major portions of the book, for example, con- 
tains a history of the Chinese Communist 
party which throws considerable light on the 
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development and application of thought re- 
form activities; indeed, this is perhaps the 
most valuable contribution of the volume. 

The authors devote the bulk of their effort 
to detailed analyses of the dynamics of coercive 
persuasion—primarily in terms of a variety of 
psychodynamic and socio-psychological theo- 
ries. These range from psychoanalytic con- 
cepts of guilt and anxiety to learning theory, 
from small group dynamics to communications 
models. Few areas of social science inquiry 
are ignored in the attempt (often scholarly, 
sometimes naive) to put Communist brain- 
washing practice into proper theoretical frame- 
work. A brief exposition is also given of the 
parallels between coercive persuasion as prac- 
ticed by the Communists and related phe- 
nomena in other areas of human experience— 
for example, in psychotherapy and in the 
development of religious attitudes. 

The authors provide a summary chapter 
in which they identify the conclusions of 
their investigation ; it is here that the reader's 
disappointment is most acute, for after nearly 
300 pages of often labored reasoning, we are 
given seven conclusions, many of which have 
long since been available. For example : “The 
total program of Chinese Communist Thought 
Reform is extremely difficult to evaluate, in 
that the program itself operated so unevenly, 
and the initial experiences of the target indi- 
viduals varied so widely even prior to ex- 
posure to thought reform.” Or: “It is exceed- 
ingly difficult to predict whether a given 
prisoner will be successfully influenced or 
not because of the large number of variables 
which appear to be involved as determinants 
of influence for resistance.” 

The authors’ own notion is that the brain- 
washing events can best be understood in 
terms of a model of change which includes 
three phases—“unfreezing, changing, and re- 
freezing”—a conceptualization that will leave 
most readers cold. For influence to occur, we 
are told, there must be induced a motive to 
change, there must be available some model 
or other information which provides a direc- 
tion of change, and there must be a reward for 
and support of whatever change occurs. This, 
it need hardly be pointed out, is something less 
than news—either to the social scientist or the 
practicing therapist. _ 

The reader who is seeking a more satis- 
factory discussion of the same subject should 
turn to Robert J. Lifton’s recent Thought Re- 
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form and Psychology of Totalism, an engrossing 
and beautifully written book, or to relevant 
portions of Jerome Franks Persuasion and 


Healing. These authors, like Schein, “avoid ~ 


the kind of over simplications which has 

characterized some of the early efforts to un- 

derstand [brainwashing].” But their products, 

fortunately, are free of the unnecessary theo- 
retical burdens that characterize this book. 
Junius Secar, Px.D., 

National Institute of Mental Health 


RELEASED MENTAL PATIENTS ON TRANQUILIZ- 
ING DRUGS AND THE Pusiic HEALTH NURSE. 
Edited by Ida Gelber, R.N. (New York 
University Press, pp. 139.) 


This monograph contains 122 pages in 8 
chapters. The first chapter expresses the magni- 
tude and urgency of the problem of mental 
illness, the inadequacy of services at the com- 
munity level, and the need to determine the 
role of public health nursing in follow-up pro- 
grams for patients released from mental hos- 
pitals on tranquilizing drug therapy. Chapters 
two and three are concerned with intensive 
review of the literature, indicating the need for 
a follow-up program. Chapter four reports 
the results of a questionnaire study di 
to 18 state mental hospital authorities, with 
the implications that with more releases exert- 
ing greater demands on already inadequate 
facilities, the need for follow-up programs 
comes necessary. Chapter five contains de- 
tailed data from the records of 100 released 
mental patients who attended the Brooklyn 
aftercare clinic, emphasizing the need for 
establishing a program of follow-up care. Chap- 
ter six deals with the degree of correlation be- 
tween the functions af the public health nurse 
and the needs of the released mental patients 
on tranquilizing drugs. Chapter seven deals 
with a proposed public health nursing follow- 
up program based on cooperation, teamwork, 
mutual understanding. The last chapter sum- 
marizes the important points and gives impli- 
cations for further research and desirability to 
create a pilot program. 

This compact monograph is timely and in- 
formative, indicating that a great deal of time, 
effort, and interest has been given to it by 
the author. It is somewhat repetitious and am- 
bitiously documented for a book of its size. It 
is highly recommended for the public health 
nurses who are to carry out the program, to 
those who are to implement the program, and 
to those who have the responsibility, super- 
vision, rehabilitation, and the post-hospital care 


PETER B. HAGOPIAN, ] 
Hathorne, 


(Baltimore: Williams & Wilkins, 
pp. 1680. $14.50.) ec 


made a better berry, but doubtless He 

did, may well be echoed in connexio 

this twentieth edition of Stedman's Di 

for there is only one Stedman, and it 
redundant to add the “Medical.” Men could 
doubtless have made a better medical dic 
tionary than Stedman’s but most certainly 
they never have. I have long used an earlier — 
edition of Stedman, and found it indispensa: 
ble. The present edition is astonishingly go 


gifts | prooi 
new Stedman 
it will also answer 


AsHLEY MonTAGU, PH.D., 
Princeton, N. 


emerges is a b r ; 
feeling, about cognition, about rel; ionships— 
in short a book P ea theories about 
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personality, theory, research, and clinical prac- 
tice. There is an excellent chapter by Piotrowski 
on the human movement response, an area 
which has been enriched by his original think- 
ing and research over many years. Shapiro 
provides a fascinating interpretation of colour 
from the point of view of perception, which 
will undoubtedly stimulate important experi- 
mental work, The research and theorizing about 
the experience balance is very well summarized 
by Singer, including his own practical research 
oriented reformulation of it. Bohm does a serv- 
ice to the clinician who is unable to read 
German in presenting Binder’s theories about 
the shading determinant. Havel and Holt con- 
tribute an interesting, if highly complicated, 
research tool for gauging primary and second- 
ary processes in the Rorschach from the point 
of view of adaptive and maladaptive regression 
(regression in the service of the ego). All the 
contributions are useful and tie together many 
cross segments of research and information 
which otherwise would not be so readily avail- 
able. In the last chapter Harris succeeds in 
casting the depressive light of a grey day on 
the provocative theorizing with a summary of 
‘the status of research on validity in which he 
attempts to examine the inconsistencies in the 
Rorschach literature. For all his pessimism he 
is able to end with the firm conviction that 
“the inkblots do have something meaningful to 
say about personality which no other method 
of depth analysis quite succeeds in tapping.” 
This book is not likely to be very meaningful 
to the psychiatrist unless he has a grounding in 
the Rorschach technique. However, it is highly 
recommended for the experienced Rorschach 
clinician and for the personality theorist who 
may be interested in using the Rorschach as a 
method of personality investigation. It brings 
together the most relevant research on the 
many Rorschach hypotheses that are used in 
clinicial interpretation and for this alone the 
editor, Dr. Maria Rickers-Ovsiankina, is to be 
highly commended. 
STEPHANIE Z. Dupex, Pu.D., 
Allan Memorial Psychiatric Inst., 
Montreal, Can. 


Psycnatr«e Heure. By Kurt Schneider. 3rd 
Ed. (Stuttgart: Georg Thieme Verlag— 
U. S. and Canada : Intercontinental Book 
Corp., 1960, pp. 37. DM. 3.80.) 


This address was first presented in 1951 to 
mark Professor Schneider's year as Rector of 
Heidelberg University. Traditionally the Rec- 
tor’s official address relates to his own depart- 
ment in the university. In the present instance, 
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therefore, the topic is psychiatry, but he deals 
with it not as the practice but rather the 


science. Thus the ten-year-old address is per- 
tinent as it stands. A supplementary section is 
added wherein the author offers certain specific — 
points and opinions concerning the treatment — 
possibilities and results in the endogenic psy- 


choses. 

Kurt Schneider shows that the offhand de- 
finition of psychiatry as the Lehre of mental 
illness involves at once the dilemma of trying 
to unite two incompatibles. We know that 


mind and body work together, but how they ~ 


work together we do not know. Somatology 
and psychopathology are two separate domains, 
and when in psychiatry we seek to unite them 
—‘Hier ist das Metaphysische gewissermassen 
mitten drin.” Ultimately therefore psychiatry is 
a metaphysical discipline. It must be dealt with 
on the basis of an empirical dualism, leaving 
the original dilemma unresolved. 

The author passes on to discuss the 3 varia- 
tions from a so-called normal pattern. 

1. Simple abnormal types, i.e., variations from 
an assumed average—a quantitative deviation 
only, with no implication as to values. Such 
variations include personality types, intelligence 
levels, ways of reacting to experience. No phys- 
ical basis is known for these minor divergences 
from the norm ; neither can they be considered 
as pathological or states of illness. 

2. Psychic abnormalities that clearly con- 
stitute forms of mental illness. Among these 
mental illnesses occurring during the course of 
one’s lifetime, the exogenic disorders, paresis 
was the first and remains the sole example that 
satisfies all the conditions of the so-called 
“disease entity” : uniform etiology, similar phys- 
ical findings, generally similar mental symp- 
toms, similar physical and mental course end- 
ing in deterioration, similar findings in the 
brain at autopsy. 

3. The final group includes the conditions 
called “endogenic psychoses.” These are the 
schizophrenic and cyclothymic reactions or 
types of Kraepelin. They do not conform to the 
specifications of disease entities after the par- 
esis pattern, and they may display indeed tran- 
sitional or combined symptomatology. 

While the disease concept as applied to the 
endogenic psychoses remains only a postulate, 
it is worth retaining, for only so may verifica- 
tion eventually become possible. 

Kurt Schneider, while bringing forward the 
metaphysical ingredient in psychiatry, is a 
severe critic of the speculations of some of the 
schools. In dealing with the somewhat inde- 
terminate nature of the endogenic psychoses he 
gives reasons for ruling out positively the ex- 
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pedient of calling them neuroses. In his coura- 
geous and vigorous stand he might almost say 
with Goethe’s great dramatic personality, “Ich 
bin der Geist der stets verneint.” 

He cites various possibilities of interpreta- 
tion, or better for investigation. But meanwhile 
he takes his stand, freely admitting the element 
of bias. He is no middle-of-the-roader, Again he 
follows Goethe : “Aufrichtig zu sein kann ich 
versprechen ; unparteiisch zu sein aber nicht.” 

C, B. F. 


SrructuraL Psycmorocy. By D. K. Stanley- 
Jones. (New York; Pergamon Press, 1960, 
pp. 179. $6.50.) 


In a laudable effort to unite mind and brain 
and find a physiologic basis for the emotions, 
Dr. Stanley-Jones presents this ingenious thesis. 
The alternating rhythm of night and day led to 
a cycle in which, during the daytime, the mind- 
body was associated with aggressiveness, hun- 
ger, rage and defense against cold. During the 
night, the cycle was featured by warmth, satis- 
faction of hunger, and “lust.” Lust is originally 
symbolized by sucking; rage by biting. Thus, 
thermostatic control is hooked into the basic 
life cycle, and this in turn becomes attached to 
sexual activity. The baby has a double reaction 
to the mother—the sucking-lust reaction when 
the nipple is offered; the frustrated-rage reac- 
tion when it is removed. Here is the origin of 
the Oedipus complex, with the hatred-part of 
the cycle displaced to one parent. 

Anxiety neurosis, the author says, is due to 
coitus interruptus. The “biting” component of 
coitus is seen as essential to preserve its bal- 
ance. “Couples who discover that a good bite 
is the proper consummation of intercourse are 
freed of anxiety . . . inhibition of coital biting 
leads to anxiety ; its indulgence, to the absence 
of anxiety.” And, Dr. Stanley-Jones adds, “the 
primary purpose of orgasm is the discharge of 
coital rage which, if not so released, appears as 
anxiety.” A i 

Superimposed on this rather mechanical ex- 
planation of anxiety is a curious mystical super- 
structure. “The nucleus of every spermatozoon 
holds the pattern of the father’s cortex, there- 
fore, of the father’s mind. There is physical 
continuity of mind between generations, to 
eternity past and future, Reason is stronger 
than faith and does not need faith. It relies on 
the evidence of the senses.” 

The book is readable, provocative and un- 
compromising. At times the reader may have 
to tighten his seat belt as he flies into the upper 
atmosphere. But he won't be bored. 

Henry A. Davipson, M.D., 
‘Cedar Grove, N. J. 


Passport To Parapise. By B 
(New York : Philosophical Libr: 
pp. 191. $6.00.) \ 


This volume describes certain “nai 
occurring drug substances and certain 
products erroneously considered to be a s) 
cut to happiness.” It is for the average lay 
reader and includes facts on origin, source, 
and the varied uses of the drugs discussed. 

Most of the information is accurate ; soi 
piquant historical notes are of interest and w 
prove entertaining. In addition, several o 
black and white photographs are effective and. 
supply another reason for the professionally 
trained to peruse the book. ee 

Fortunately, for the most part, the author — 
restricts himself to the material indicated, His 


varied worth to the ordinary reader ; when he 
writes on etiology his observations are fre- 
quently superficial, occasionally misleading 
and pseudo-scientific. Rei T 
As the fly leaf states, the author simplifi 
“complex subjects sufficiently for the non- 
technical reader.” As is usually the case in 
such instances there is over-simplification but | 
not as much as might be expected. ie 
Most important, the work does strike a blow 
at the naive misconceptions relating to drugs 
as panaceas. Of particular value is the em- 
phasis on the dangers of casual use of the 
tranquilizers as well, of course, as the long- 
recognized, long-condemned narcotics. — 
M. Bernanv Hecut, M.D., 
New York, N. Y. — 


Race anp Science, (New York: Columbia 
University Press, 1961, pp. 506. $5.00.) 


means throughout the world. To this end two 

Statements on Race were prepared, one by 
social scientists and the other by physical 
thropologists and geneticists ; and 11 brochures 
on various aspects of the “Race Question” 


gathered together in a single volume at 
most reasonable price, 
volume it is—authoritative, readable, and si i 
ple. Juan Comas writes on “Racial Myths, 
Kennett ittle on “Race and Society,” Harry — 
L. Shapiro on “The Jewish People: A Bio: 
logical History,” and on “Race Mixture, j 
Michael Leiris on “Race and Culture, fi Claude y 
Levi-Strauss on “Race and History,” Leslie 
C. Dunn on “Race and Biology,” G. M. Morani A 


862 oe 


- 5 > 
_ BOOK REVIEWS __ 


[March 


on “The Significance of Racial Differences,” 
Arnold Rose on “The Roots of Prejudice,” 
Otto Klineberg on “Race and Psychology,” 
Marie Jahoda on “Race Relations and Mental 
Health” ; and the volume is concluded with the 
Statements on Race of 1950 and 1951. The 
two Statements are preceded by an excellent 
introduction giving the history of their crea- 
tion. The volume constitutes a résumé of the 
best modern thinking on this most vexed of 
subjects, and is highly recommended to all who 
are in need for a volume on the subject of 
“race” and one that they can recommend to 
others. 
7 AsuLey Monracu, Pu.D., 
Princeton, N. J. 


| Tospacco: EXPERIMENTAL AND CLINICAL 
Srupres, A COMPREHENSIVE ACCOUNT OF 
Wortp Lirerarone. By P. S. Larson, H. B. 
Haag, and H. Silvette. (Baltimore : Wil- 
liams & Wilkins, 1961, pp. 932. $20.00.) 


This large quarto in double-column is the 
. most stupendous book on smoking ever pub- 
__ lished. If it is not the book on tobacco to end 
~ all books on the subject—and it- cannot be that 
—it is certainly the work upon which all others 
_ must hereafter rest. The authors are all pro- 
fessors of pharmacology at the University of 
» Virginia, and what they have done is to ab- 
_ stract and most elegantly report on virtually 
_ everything that has been done and written on 
the biological and medical effects of to- 
bacco. The material has been compiled from 
more than 6000 articles from some 1200 jour- 
nals, and runs into the year 1959. The amount 
of work involved in the production of this 
volume is staggering. In addition to the debt 
that all who are interested in the subject of 
tobacco owe the authors, more than a simple 
‘genuflexion should be made to the Tobacco 
_ Industry Research Committee which made a 
‘grant in aid of the completion of this prodi- 
gious: project. 

It is not surprising that this monumental 
work should read as spiritedly as it does, for 
the task of writing it fell mainly to the lot of 
Professor Herbert Silvette, and it is a tribute 
to his skill as a writer that one may open this 
book at virtually any page and be at once 
fascinated as well as informed, If the three 
authors haye missed anything on the subject 
of which they write, certainly this reviewer 
has not been able to discover it. I have for 
more than a quarter of a century collected ma- 
terials in the same field, and can testify to the 
completeness of the coverage of the authors. 
The effects of tobacco upon the nervous sys- 


tem, and its influence upon efficiency, as well 
as other mental functions will be of particular 
interest to readers of this Journal. There is a 
complete bibliography and a full index. The 
authors deserve a monument in appreciation 
of their labors in creating this invaluable work 
—but their book is the best monument to their 
labors that could be offered them. 
AsuLtey Monracu, Pu.D., 
Princeton, N. J. 


PSYCHIATRISCHE UND NERVENKLINIK. By Kurt 
Kolle. (Stuttgart: George Thieme Verlag, 
1959, pp. 252.) 


Following the example of Kraepelin whose 
second successor in the chair of psychiatry at 
the University of Munich the author is, Kolle 
describes the case histories of 187 psychiatric 
and neurological patients as they were pre- 
sented and discussed in his clinical lectures to 
undergraduate students. As he states in the 
preface, his main intention in writing his book 
was a didactic one. However, the commentaries 
which accompany the individual case presenta- 
tions have a high scientific standard, The noso- 
logical system followed in these lectures is that 
of Kraepelin. Phenomenological psychopatholo- < 
gy as represented by Jaspers and his teachings *~ 
is closely interwoven. Another aim of Kolle’s a 
book-is to promote neuropsychiatry and its cen- ` 
tral position in medicine. The individual cases 
covering the whole field of psychiatry are de- ~ 
scribed in a vivid and lucid fashion. Each 
lecture is introduced by a short quotation from 
Goethe’s writings whose great admirer and dili- 
gent student the author has been all his life. 

V. A. KraL, M.D., 
McGill University. 
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PATHOLOGY OF THE Nervous System. A Stu- | 


dent’s Introduction. By J. Henry Biggart, 
M.D., F.R.C.P. (Baltimore: The Williams -` 


& Wilkins Co., 3rd Ed., 1961, pp. 360, 


figs. 239, colored plates 22. $8.50 ; Toron- d 


to: Macmillan of Canada, 1961. $7.20.) 


This excellent textbook has been improved “ 
in its third edition by a considerable increase 
in the number of illustrations, the high quality 
of which is enhanced by the better paper used. 4 

The text has been somewhat reduced in ` 
length but it remains as eminently compre- 
hensive, lucid and readable as before. 

“Biggart” is still a book for any medical 
library to keep in circulation. 

Eric A, Linett, M.D., 
Toronto, Canada, 
isi Í 
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IN MEMORIAM 


HARRY CARL STORRS, M.D. 
1886-1961 


Dr. Harry C. Storrs, former Director of 
Letchworth Village, died suddenly at the 
age of 75 on August 26, 1961, while visiting 
some relatives not far from his home in 
Hanover, N. H. 

Dr. Storrs was born in Hanover, N. H., 
January 22, 1886. He attended the local 
schools, received his B.S. degree in 1907 
and his M.D. degree in 1910 from Dart- 
mouth College. Following one year of in- 
ternship, he was employed for one year 
at the Maine State School at Pownal, Me. 

He came to Letchworth Village in 1912 
as Assistant Superintendent to Dr. Charles 
S. Little, who preceded him by one year. 
The two pioneers built and developed the 
institution, which occupies a high position 
among the institutions for mentally re- 
tarded, and has gained recognition not only 
in the United States, but also abroad, 

Dr. Storrs continued at Letchworth Vil- 
lage until 1930 when he was asked to take 
over the responsibility of developing an- 
other new institution for mentally retarded 
in New York State, the Wassaic State 
School, Wassaic, N. Y. Those who remem- 
ber the economic conditions in the early 
30’s will realize what Dr. Storrs had to 
face as a Director starting a new institution 
on a limited budget in depression years. 
He weathered through this period, and re- 
mained at Wassaic State School until the 
death of Dr, Little in 1936, when, in 1937, 
he was asked to return to Letchworth Vil- 
lage, as he was considered best qualified to 
carry on the high standards of the institu- 
tion which he had pioneered in establishing. 

Dr. Storrs was a quiet, modest, unassum- 
ing man and one of the few physicians who 
devoted the best years of his life to the 
care of mentally retarded. He was a truly 
dedicated man. He loved his patients, spent 
a great deal of time among them, and knew 
most of them by their names. In spite of 
his administrative position, he continued 
primarily as a doctor ; he kept abreast of 
all new developments in medicine ; and up 


Re r 


to the time of his retirement, he made dail 
rounds in the hospital unit of the institutio 
He was well versed in the literature o 
mental retardation. His broad knowledge 
on the subject was evident at scienti 
meetings when he was asked to comment 
on any issue under discussion. Dr. Storrs 
was a fellow of the American Associatic no 
on Mental Deficiency, and sérved as the — 
president in 1937-38. He was also a fellow 
of the American Psychiatric Association and 
a member of the local medical association. © Pe 
Whatever leisure time he had from bi 
busy schedule, he spent communing with — 
Nature. He enjoyed his regular Sunday _ 
morning walks into the hills near the inte 
tution. He knew every tree and shrub on 
the grounds, and was considered an nthe j 
ity on animal life in the surrounding com- | 
mı 


unity. ie 
Dr. Storrs retired as Senior Direc 
Letchworth Village July 31, 1956. As a ~ 
token of appreciation for 44 years of service. i 
in the New York State Department of 
Mental Hygiene, the Department estab- « 
lished the “Dr. Storrs’ Research Fellow-» — 
ship” at Letchworth Village. Already, three- _ 
young persons have taken advantage Of 
this fellowship as preparation for their fu- 
ture work. In recognition of his outstanding 
leadership in the field of mental deficiency 
in this country and abroad, a boys’ dormi- 
tory in the Mansfield State Training School 
and Hospital, Mansfield, Conn., has been 
named “Storrs Hall” in his honor. 

‘After his retirement, Dr. Storrs returned 
to his original residence in Hanover, N. H. 
where five generations of his ancestors had 
lived and built the city. Incidentally, his 
forebears in 1769 granted land for the estab- 
lishment of Dartmouth College. A large 
part of his time was devoted to the care , 
of his invalid wife and some ailing, elderly 
relatives. He, however, still found time to 
write the history of his Alma Mater, and 
also became interested in refinishing an- 
tiques. He apparently derived genuine satis- 
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action from this activity, as was demon- Dr. Storrs was married in 1913 to J 
trated in his conversation. Colby, a native of New Hampshire, w. 
Dr. Storrs was a jovial fellow among his died in December 1958. He is survived b 
‘peers; he was good company, sincerely two sons, Dr. Richard Paul Storrs, a physi 
enjoyed a good joke—and could tell one. cian practicing in Los Angeles, Calif., and 
He did not have a spectacular or glamor- Dr. Robert Colby Storrs, who is practi 
us career, but he will be remembered as in Hanover, N. H. a 
_a gentle, quiet man who dedicated himself Isaac N. Wolfson, M.D 
i to the institutional mentally retarded, and 

who did his job well. Thiells, N. Y. 
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COMMUNICATION AMONGST AUTOMATA *? 


HEINZ VON FOERSTER, Pu.D.* 


For those of us who are actively engaged 
in research concerned with systems of high 
complexity and who think about their im- 
plementation and their future application, it 
is quite obvious that today we are in the 
midst of an era which provides the ideal 
conditions for the fast evolution of the au- 
tomaton with mind-like behavior. Thus, I 
appreciate very much the occasion to be 
permitted to give you, the psychiatrist, a 
short report about these developments, be- 
cause—I believe—in not too distant a future 
it will be the psychiatrists who will be con- 
fronted with problems arising from the in- 
teractions of man with his new baby, the 
“intelligent” automaton. 

Furthermore, I hope that the discussion 
of these new machines and their potentiali- 
ties will give me an appropriate vehicle to 
present some of the fundamental concepts 
in an interaction process commonly referred 
to as “communication,” concepts which, I 
believe, will hold for any communication 
process, whether, it takes place between ma- 
chines, beasts and man, or between all their 
possible combinations. 

My first task in this presentation is a re- 
habilitation of the term “automaton.” Un- 
fortunately, in informal discussions, but also 
in recent literature, journal articles and in 
the press, you will” find the terms “auto- 
mata” and “robots” freely interchanged as if 
they would refer to one and the same thing. 
This, however, is not the case. While “robot 
is derived from the Czech word robotnik— 


worker, became popular through Capek’s 


delightful play Rossum’s Universal Robots, 
and refers to a stupid mechanism carrying 
out without its own initiative all that it is 
commanded to do, “automation” is derived 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Il, 
May 8-12, 1961. 

2 The work on some aspects on automata-theory 
presented herein is sponsored in part by NSF 
Grant 17414 and ONR Contract 1834(21). 

3 Dept. of Electrical Engineering, University of 
Ilinois, Urbana, Ill. 
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from the Greek automatizein=to act ac- 
cording to one’s own will, and thus refers to ~ 
a gadget on a much higher level of sophis- 

tication. Indeed, if you care to look up “au- 
tomaton” in a dictionary(1) you will find 
that an automaton is “ 
constructed to act as if spontaneously, 
through concealed motive power.” It may 
be argued that this definition describes still 
a pedestrian gadget, because with patience 
and skill we may “reveal” the concealed 
mechanism. However, the situation changes 
drastically, if—for some reason or another= 
we are in principle unable to reveal that — 


% 
“free” system before us which acts on its — 
“own will.” It may, perhaps, amuse you to 
note that Aristotle used the term “automa- 
ton” in the latter sense(2). I presume thata — 
bad translation in the early nineteenth cen- 
tury of the famous passage in “De Motu” 
shifted its meaning to its weaker usage of 


today. 
At this point you may rightly ask how 
such oe can er ke pult Maa . 
nately, a tight proof of my ion ol G 
feasibility of such systems would take up a t 
one-semester seminar, thus, I hope you will 
believe me if I can assure you that such sys- 
tems can be built, if they are made up of 
elementary components which fulfill the fol- 
lowing four conditions (3): 

1. The elementary component must be _ 
energetically autonomous. That is, it should — 
not receive its energy via the information 
channels from other such units, but 
be able to extract energy from its environ- 
ment. hut 

2, The rules by which the elementary 
component handles the information present- 
ed to it at a particular time must on 
earlier states of the component and also on 
the frequency of its use. 

3. The elementary component must be 
able to make trials. That is, it should gen- 
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erate stimuli to other units (or the system's 
“environment”), these stimuli being not 
necessarily responses to stimuli of the ele- 
mentary component. 

4, If conditions 1 and 3 are fulfilled, one 
can finally demand that the threshold for 
trial making be lowered, if the environment 
of the elementary component becomes 

- energetically depleted. 

By going carefully through this list of 
properties you may have spotted three im- 
portant features. Number one, that these 
properties may well be attributed to a cor- 
tical neuron, if only some of its outstanding 
functional properties are taken into con- 
sideration. This should not come as a sur- 
prise, since we know that most of these two- 
legged admirable automata—in the Aris- 
totelian sense—are equipped with about 

10! such elementary components. Number 
two, that condition 4 stipulates—if not ex- 
plicitly—a certain “personal” or “microscop- 
ic” goal which the elementary component 

_ “seeks” to attain by its trial making activity. 
This goal is, of course, the maintenance of 

_ an energetically resourceful environment, in 
spite of the component's metabolic activity. 
As we shall see in a moment, this paradox 
is resolved by the component’s ability to 
communicate with other elements in its en- 
vironment. And, finally, number three, that 
[ can be accused of building an automaton 
by using as elementary components auto- 
mata. I am not going to refuse this argu- 
ment; on the contrary, I wholeheartedly 
agree, with one reservation however, 
namely, that I have given the necessary and 
sufficient prescriptions to construct such 
elementary components. Indeed, there are 
many versions of electronic realizations of 
such components in existence today, from 
sizes of a couple of cubic inches down to 
about 2 cubic millimeters, and in costs rang- 
ing from $50.00 for very sophisticated de- 
vices down to a couple of cents apiece, 
barely fulfilling the points mentioned above. 
It is, however, not the particular component 
which is worth mentioning here. A single 

- component in itself has no value whatso- 

ever. Only due to the fact that they are 
capable of communicating with each other 
are they in a position to form coalitions by 
which these elements can achieve jointly 


what all elements separately would never 
be able to accomplish. 

The secret behind the advantage for the 
individual to join a coalition lies, of course, 
in a super-additive composition rule ap- 
plicable for communicating elements. By 
this I refer to the old—but unfortunately in- 
accurate—saying that “the whole is more 
than the sum of its parts.” Although this 
statement has been under heavy attack by 
positivists, operationalists, etc., if put prop- 
erly it emerges as a most important guiding 
principle in the theory and technology of 
self organizing and adaptive systems. Prop- 
erly formulated we would say today that to 
a set of communicating elements we have 
to apply a superadditive composition rule, 
because “a measure of the sum of its parts 
is larger than the sum of the measure of its 
parts.” Consider the function ® as a meas- 
ure ; then for the two parts x, y we have : 

(x+y) > (x) + ®(y) 
This equation is nothing else but my defini- 
tion of a coalition being put into precise, 
mathematical language. If you have any 
doubt as to the existence of such a measure 
which will satisfy the above equation, I 
suggest, e.g., using for = ( )?, that is 
“taking the square.” We have 
(ety >et y 

which is obviously true, because (x + y)? 
= x? + y? + 2xy, hence the left hand side 
of the inequality always exceeds the right 
hand side by an amount of 2xy. Perhaps the 
following biological example will make my 
point of a super-additive composition rule 
even clearer : 


The most important example of such a 
measure in connection with my topic is one 
which has been developed in information- 
theory(4). It is the concept of “certainty” 
or, as it is often referred to, as “neg-en- 
tropy,” symbolized by —H. One of the most 
important findings in this theory is that the 
certainty of a joint event —H(x + y) is al- 
ways larger or equal to the sum of the cer- 
tainties of the individual events, —H(x) 
—H(y), equality being the case only for 


o 
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completely independent events. Or ex- 
pressed the other way around : 
H(x +y) < H(x) + H(y), 

the uncertainty of a joint event is always 
smaller or equal to the sum of the uncer- 
tainties of the individual events. Let me 
illustrate this on an oversimplified example, 
which however, can be developed into a 
calculus of general validity. 

Assume that there is a highly specialized 
physicist P, who knows only one proposi- 
tion : 

x = “electrons are negative” 
Assume furthermore that there is a highly 
specialized biologist B, who also knows only 
one proposition : 

y = “elephants are gray” 
Using the conventional logical symbols v ; 
&; v; for “or”; “and”; “negation,” respec- 
tively, the physicist’s knowledge of the uni- 
verse can be stated as follows : 
x & (yvy) 

which, in words, says : “electrons are nega- 
tive ; and elephants are gray or elephants 
are not gray.” 

While the biologist’s picture of the uni- 
verse is: ; 

y& (xvx) 
which, in words, says : “elephants are gray ; 
and electrons are negative or electrons are 
not negative.” 

This situation of the knowledge of the 
two independent scholars can be neatly ex- 
pressed in form of a “truth-table” associat- 
ing the numbers 1 and 0 with “true” and 
“false” respectively for the propositions x 
and y and the associated logical functions as 
expressed above. The truth-table for the 
two gentlemen reads thus as follows : 


P B 
x. y x&(yvy) y&(xvx) 
On 0 0 0 
Ona 0 I 
ERST 1 0 
(osm 1 1 


In other words, the physicist will always be- 
lieve to have made a true statement when x 
is true, independent of whether y is true or 
false. Similarly the biologist, mutatis mu- 
tandis. 

However, if the two gentlemen are form- 
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ing a coalition by establishing, say, a “Bio- 
physical Society” the truth-table of the Sc 

ciety is clearly dictated by the knowledg: 
of both scholars together and thus reads 


Bph. S. 
BY Mee Sey 
0°~ 0 0 
OF ee 0 
KANO: 0 
Po 1 


Comparing the truth-table of the society E 


with the truth-tables of the individuals oni 


easily sees that the number of instances in 
which the response “true” is elicited for a 


particular state of the universe has de- — 


creased after coalition, hence the society is 


less credulous than the individuals, its un- 5 


certainty is diminished and it will respond 
with “true” only if the universe is ade- 
quately described ; “electrons are negative 
and elephants are gray.” These considera- 
tions can be expanded considerably and it 
is not difficult to show that with a sufficient 
number of elements each of which possesses 
only a very limited knowledge, an arbitrary 
degree of certainty with respect to their uni- 
verse can be obtained if these elements are 
capable of exchanging the little bit of 
knowledge they possess, or, in other words, 
if they form a coalition by communication. 

Amongst the flood of examples which 
could be cited in support of this thesis, let 
me briefly mention only the strikingly in- 
creased survival value for living organisms 


when associated in coalitions. The number — 


of unicellular organisms on this planet is 


about of the order of 1017. This is quite an 


impressive number if one considers that 
this is approxmiately the age of the universe 
expressed in seconds. 


Although there are by far less insects on 


this globe than unicellular organisms, 


‘number of cells which have organized 
themselves into insects is of the order of © 
102°. Hence, a cell participating in a “coali- 


tion” called, e.g., “mosquito,” is about a 
thousand times more stable than being iso- 
lated. However, these numbers are dwarfed, 
if we look at a cellular aggregate of the 
size of Homo sapiens. With each of us 
representing a colony of approximately 
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8.101 cells, the participants of this meeting 
comprise more cells than all unicellular 
organisms on this globe, and with 10° 
cells in “human coalitions” mankind repre- 
sents probably more cells than the rest of 
all living organisms. 

Up to this point I have only discussed 
the necessity for information flow in au- 
` tonomous, decision making systems. I hope 
that I have made sufficiently plausible that 

a system composed of communicating auto- 
` mata provides each automaton with a high- 

er payoff function—e.g., survival value— 

than would be possible in a mere set of 
automata, and also that a system of auto- 
mata closely linked to each other by active 
communication channels—a coalition—can 

- again be considered as a single automaton 

_ of higher complexity. However, I have not 

mentioned with a single word that which is 
communicated amongst these automata or 

- amongst their elementary components. In- 

_ deed, what are they talking about ? 

It is impossible to answer this question 
if an automaton is considered to be an 
isolated entity. In order that this question 
makes any sense at all, we have to immerse 
‘the automaton into an environment with 
many possible states, or—to be more poetic 
‘where the wind blows, the sun shines, 
‘ocks tumble, water splashes; in other 
yords, where something is going on. In ad- 
dition, we may allow this environment to 
contain other automata, either of the same 
kind or of different make-up. In order that 
. these automata show some stability in this 
“hostile” environment, it is clear that they 

have to discover some order in this en- 

vironment. In an absolute chaos their sur- 
vival is questionable. When I use the word 

- “order” I simply mean that in this environ- 
ment not everything happens that could 
happen. In our environment, for instance, 
we find that most things maintain their 
shapes, fall downwards and do not move 
in zig-zag motions through space, etc. In 
other words, the transition probabilities for 
certain state sequences are very close to 
unity, while others are vanishingly small. 
This is just another way of saying that there 
are “Laws of Nature” and our textbooks of 
physics, chemistry, astronomy and so, are 
nothing else but a codification of these 
laws. 


After these preliminaries on the structure 


of the environment it is now obvious that 
in order for our automata to survive, they 
have to crack the code of their environ- 
ment’s intrinsic order. This they have ac- 
complished if they can find a solution for 
an internal representation of the order of 
their surrounding universe. Although it is 
to a certain degree irrelevant in which 
code this representation is accomplished— 
sequences of electric pulses, sound frequen- 
cies, black marks on a white background, 
wiggly grooves on a black disk, changing 
magnetic patterns on a flexible tape, etc.—it 
is of great importance that this code is 
shared by many elements comprising the 
automaton, because—as we have seen 
earlier—it is the joint knowledge of the 
elements of the system which makes the 
system wiser than the sum of the wisdom 
of its parts. This answers the question as 
to what is communicated : it is information 
about the structure of the environment of 
the automaton. 

With these remarks I could conclude my 
discussion on communication among auto- 
mata. However, it may be profitable to 
illustrate the principles presented herein 
with a brief allegory. In Figure 1 we have 


an automaton which lives on gasoline 
which he consumes when it is fed to him 


in small cans. These he can measure and ~ 
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weigh. If they are too large for his con- 
sumption, or if they are too light, i.e., emp- 
ty, he kicks them over with his leg. Further- 
more, he has four lamps arranged in a 
square which he can turn on and off, one 
or more at a time. With these he can com- 
municate his needs. Clearly, with any of 
his four lamps in two possible states—on or 
off—he has precisely 24=16 different 
“words” in his vocabulary, In the present 
state of affairs, however, these words have 
as yet no “meaning” whatsoever. This is 
precisely what we are going to teach him. 
To this end we have to invent some environ- 
mental rules. Let us agree on the following 
convention (Figure 2) : the coordinates of 
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FIGURE 2 


SIZE 


WEIGHT 


his square lamp-box are to represent up- 
wards=size, and horizontal=weight. In 
other words, if he lights up, say, the upper 
right lamp, we feéd him a tall, filled can, 
which he will reject, of course. Such a trial 
will be 100% unsuccessful. If he lights up 
two lamps simultaneously, say the lower 
left and right lamps, we will feed him with 
equal probability either a small empty can 
or a small filled can. This would make him 
successful 50% of the time. Clearly, what he 
has to learn is to light up the lower right 
lamp only, which causes his environment 
to feed him the desired small, filled = i 

Since our automaton is constructed ou 
of elementary components which follow 
the points 1 to 4 mentioned earlier, he will, 
after a series of more or less success 
trials, resume the habit of turning on only 
the lower right lamp when hungry. He 


e 


ful two automata joined together 


may become monotonous to feed this 
whenever he turns on his lamp. Wi 
gain anything by watching ‘this 
which has turned into a boring, det 
nistic system. However, at that instar 
automaton presents us with his wasi 
ucts which happens to be a chocol: 
(Figure 3). This, of course, changes 


replace ourselves by an automaton 
can't do anything with gasoline, but who 


line cans. He, too, 
stand the language of our primary 
ton, and he will too, after some time 
adaptation, appreciate the advanta e: 
a coalition. Before long you will's 1 
Figure 5) 


the one acting as stomach, cr g u 
raw-products and transformin| 
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digestable foodstuff for his permanent part- 
ner, who acts as sensor and effector. 
` May I assure you that there exist today 
neither conceptual nor technological diffi- 
culties to realize such automata in mechan- 
ical and electronic hardware. Indeed, we 
have the theoretical and technological 


know-how to construct systems in compari- 
son to which the two characters of my little 
allegory would look like simpletons, Given 
a bit more time, I venture to say that in 
comparison with these future automata, 
even we may look like simpletons. 

Since man is limited in his capacity to 
process information and to make complex 
decisions, and since man’s environment be- 
comes more and more intricate, because it 
is more and more defined by man’s own 
complexity, it is not absurd to predict that 
within one generation .adaptive, decision 
making automata will play a decisive role 
in charting the course of human events. 

I am sure that most of us agree that we 
are today in the midst of a major transfor- 
mation of the human condition, and I am 
convinced that in this period of transition 
the role of the psychiatrist will be of para- 
mount importance, because it will be he 
who will have to deal with the frustrations 
resulting from our incapacity to communi- 
cate with these future automata. 
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Communication involves the transmission 
of information from one individual to an- 
_ other. The degree to which information is 
transmitted is difficult enough to study in 
man, but it is infinitely more difficult to 
study in animals, for they cannot communi- 
cate directly with us. Perhaps the simplest 
definition that we could give of communica- 
tion among animals is to say that one in- 
dividual communicates with another when 
| it produces some chemical or physical sig- 
nal which influences the behavior of the 
other. This definition gives us some objec- 


as single celled individuals and later as 
protoplasmic masses formed by the fusion 
of many cells. Even with this very simple 
organization, however, the single amoeba- 
ike individuals of slime molds communi- 
ite with each other by giving off a chemi- 
cal material that causes them to aggregate 


mmunication systems dominate life. In 
general, the degree to which animals use 
means of communication is related to the 
degree of development of the sense organs 
and nervous system. Thus sponges, which 
either have no nervous system at all or 
have one of extreme simplicity, show little 
evidence of communication. On the other 
hand, animals such as man and the honey- 
bee have highly developed nervous systems 
and communicative powers. 
I might just outline the methods by which 
one can study animal communication, for 
it is obvious that one cannot ask the ani- 
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mals questions, in the usual sense of the ` 


word, and receive answers. In observational 
methods, one observes animals under natu- 
ral or laboratory conditions to see whether 
there is any evidence that one animal is 


producing some signal that influences the ` 


behavior of others. Thus, we can study the 
behavior of the sender to see what induces 


this animal to produce the signal. We can _ 


study the behavior of the receiver to see 
how it receives the signal and what effect 


the signal has upon its behavior. And we — 


can study the signal itself to see what its 
nature is. Another method of study, physio- 
logical in nature, is concerned with the 
mechanism of signal production and the 
properties of the receiving organs. A third 
method, chemical or physical, is an at- 
tempt to define precisely the actual nature 
of the signal. For this it is advisable to re- 
move the individual that is sending the sig- 
nal and to substitute what we might call a 
dummy. Visual dummies, such as decoy 
ducks or imitations of parts of animals, 
have been used for a long time. Recently 
it has become possible to use sound dum- 
mies, that is, recordings, and to play these 
back to individuals without the visual stim- 


ulation of another animal’s presence. It is — 


possible also to use pure chemicals as odor 


dummies. For instance, the odor given off 


by the female gypsy moth to attract the 
male can be made in concentrated form in 
the laboratory, and this can be broadcast 
to the males and their responses studied. 
Usually anyone studying animal communi- 
cation tries to use as many methods as he 
can to pinpoint the nature of the signal, the 


means of production and reception, and 


finally the effects upon the behavior of both 
sender and receiver, 

We might next ask what channels of 
communication are open to animals. In 
man, there are two main channels : visual 
and auditory. But these are not the only 
possible ones, and animals in general use 
all sensory channels for communication. 
Only a few examples of these and their 
uses can be mentioned. 
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The tactile sense is widely used. Tactile 
signals act only at short range, for some 
sort of contact is needed, and the variety 
of signals is usually somewhat limited. Per- 
haps, however, we will find with further 
study that much more can be communi- 
cated tactually than seems to be on the 
surface. Even in man a good bit of the 
traditional language of love is tactile. In 
the animal kingdom we can find examples 
in almost all groups. In the coelenterates, 
colonial polyps, by withdrawing suddenly 
into protective sheaths, induce other mem- 
bers of the colony to withdraw. The honey- 
bee has the most highly developed system 
of tactile signals that we know. Bees man- 
age to transmit information of the most 
varied and intricate sort by means of dances 
which are received by other bees through 
the tactile sense. 5 

The chemical senses, taste and smell, 
while used for communication to a very 
limited extent by man, are widely used by 
other animals. These have an advantage 
over the tactile sense in that the sender 
need not be in contact with the receiver : 
odor signals can be sent for some distance. 
A disadvantage, from our point of view, 
is their persistence. In general, the chemical 
material will remain for some time, and so 
it is not possible to have rapid alteration of 
the signal. This, however, may be useful if 
it is necessary for the sender to communi- 
cate with the receiver for some time. Almost 
all species of animals have characteristic 
species odors, These odors are left as the 
animals move about and are involved, in 
many cases, in bringing about aggregations. 
Here the persistence feature is of great 
value. Another place where the persistence 
feature of chemical signals is of great value, 
is in the case of sexual odors in which one 
sex notifies the other sex of its presence. 
Sexual odors are among the most wide- 
spread of all simple communication signals 
in the animal kingdom. f 

Animals that have developed excellent 
eyes use the visual sense for communication. 
The advantages of the visual sense are 
obvious. First of all, signals can be trans- 
mitted from a distance, much more so than 
by chemical means, and much more rapid- 
ly. Next, the signals can be varied very 
rapidly by changing positions of 


the body 


or by being turned rapidly off and on. As 
examples of visual signals we might m 
tion the courtship displays of certain of 
arthropods and of the vertebrates. a 
spiders, for instance, the males co 
cate their intentions toward the fema 
elaborate dance-like motions that are 
rectly interpreted by the females, Ami 
the vertebrates, many fish display bri; 
colored parts of the body to identify th 
selves to members of the same species o 
members of the opposite sex. W 
The sense that, with the visual sens 
most familiar as a communication ch 
to man is the auditory sense, Here ag 
value lies in features that make the vi 
sense useful. Sounds can be received f 
a distance, and they too have a hi 
of transience, being easily turned o; 
on, or rapidly varied. Among the 


su 
important information as the loca ons of 
territories, food, or potential danger. Among 
the grasshoppers, the males produce elab- 
orate songs that are received by the fem 
and attract them for mating. Sounds ma: 
travel other than in air, Thus male web- 
spinning spiders, being much smaller than 
the females, must identify themselves to th 
females or the females may pounce upi 
and devour them. For this purpose, | 
males pluck at the webs of the female: 
special rhythms. This can be a tricky Wee 
ness, for the female spider is a vicious and’ 
voracious creature, and one mistake by 
male in this courtship “serenade” can m 
that he becomes a meal for her, 

We might next ask what sort of informa- — 
tion is communicated by animals, He 
again we can deal only with selecte 
amples. These could be multiplied a hu 
dredfold or thousandfold, and the ones th: 
I have selected to mention are those th 
seem interesting, or those that we have 
studying in our lpboratory. 

One very important category of inf 
tion transmitted by communicative 
is species identification. This allow: 
dividuals of the species to come tog 
in aggregations, or to remain at distan 
from one another to avoid overcr 
Among the aggregational 
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is a chemical material called acrasin, given 
off by single cells of the slime molds to 
attract other -individuals for aggregation 
into masses of protoplasm. The chemical 
nature of acrasin is still unknown, but it has 
the effect of attracting from some distance 
other amoeba-like individuals. It is, there- 
fore, a chemical communication signal act- 
ing at the cellular level. 

Barnacles tend to aggregate with mem- 
bers of their own species on rocks along 
the sea coast. Even where there may be 

_ three or four species of barnacles equally 
capable of populating the same rock, in 
general the rock will be populated by only 
one of these. The question naturally arises 
as to how the swimming barnacle larvae 
find the settled individuals. While the evi- 
dence is not as yet entirely clear, the most 
likely possibility seems to be that upon 
settling barnacles give off some species odor 

_ Or taste that attracts other members of the 

= same species. This is not definite, however, 

_ and the alternative possibility might be that 
vibrations set up by movements of the 

feeding appendages of the settled barnacles 
would be specific and that these vibrations 
could be received by barnacle larvae. It is 
not easy to investigate underwater vibra- 
- tions of such low frequency and low in- 
tensity, and so this possibility has not been 
examined, Many other aquatic animals are 
known to give off odors that attract other 
members of the same species. The obvious 
advantage of such aggregations ultimately 
is that the sexes are brought together for 
reproduction, > 
In bees and ants, to turn to terrestrial 
forms, there is a colony odor enabling mem- 
bers of the colony to identify their fellows. 
Attempts on the part of individuals from 
other colonies to enter a beehive or ant 
colony will usually result, after the in- 
dividual is carefully “sniffed” with the an- 
tennae, in the death of the individual. In 
these social insects, it is a pass-scent, rather 
than a pass-word as in man, that tells the 
group who belongs and who does not. 

Somewhat the opposite situation is the 
maintenance of distance between individu- 
als of the same species, called territoriality. 
One of the most familiar everyday examples 
of this is obvious to any who own dogs. 
These animals by marking trees and fire 


hydrants with their odor notify other dogs 
in the community not only of their presence 
but also of the regions they will defend, if 
need be. It is a very enlightening thing to 
see how much neighborhood information a 
dog gets with its nose by sniffing the ter- 
ritorial markings of its fellows. 

Bird songs seem to our ears to be very 
musical and so to reflect the bird’s happi- 
ness. Nothing could be farther from the 
truth, These are actually territorial notifica- 
tions and in a sense the bird is saying, “This 
is my area; if you enter, I'll knock your 
block off.” By thus notifying other males 
that he will defend a given territory if they 
try to enter it, unnecessary fighting is 
avoided. Many of the lower animals show 
this same territoriality, We can just mention | 
one other example. Many crabs have threat 
displays that they use to warn off other 
members of the same species. Thus fiddler 
crabs may use their large claws in a ritual- 
ized movement to indicate that a given spot, 
hole in the mud if you will, is their territory 
and they mean to defend it if an intruder 
comes too close. Once again this serves the 
biological purpose of avoiding unnecessary 
bloodshed. ; 

The second major use for communication 
signals in the animal kingdom is to transmit 
informational bits that facilitate social be- 
havior. These enable individuals, usually of 
the same species, to tell other members of 
the species about items in the environment 
of importance to the group. 

For instance, food sources can be identi- 
fied by means of signals. It has been known 
for a long time that flies tend to accumulate 
on food where other flies have been. This 
has been shown to be the result of a chemi- 
cal material, called the fly factor, that is 
given off by flies as they feed and, when 
smelled by other members of the species, 
attracts them to come and feed also. This 
is quite similar to the situation in honey- 
bees. If a honeybee finds a source of food 
or water that does not have an odor, the 
bee puts a scent from special glands on it 
and this persists to attract other honeybees. 
In both these cases, the persistent nature 
of the chemical signal, a disadvantage in 
some cases, is used to advantage. 

A very interesting case of communication 
between different species also involves food 
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sources. The African birds called honey 
guides, by their voices and actions, notify 
certain African mammals, including man, 
that they have found a nest of bees. Once 
the information is transmitted, the honey 
guide leads the mammal to the nest. The 
mammal thereupon tears the nest apart to 
get the honey which is of no concern to the 
honey guide, after which the honey guide 
can eat the beeswax, which is what it wants, 
without danger. The evolution of a be- 
havior pattern such as this makes a rather 
interesting problem. 

An important item of information that 
can be transmitted from one individual to 
another is the presence of possible enemies. 
For this purpose, many animals have alarm 
signals which set in motion a chain of 
events in the group that brings about a 
fleeing from or mobbing of the enemy. Thus 
in fish, there is a material given off when 
a fish is injured or pursued by an enemy 
that has been called “Schreckstoff,” which 
sets up an alarm among the whole group 
of fish, 

The most intensively studied of the alarm 
signals have been those of birds, and we 
have been engaged in research on these 
for some time. I might therefore recount, in 
just a bit more detail, something about this 
research to indicate the types of signals 
that are used and the nature of the response 
to them. 

Our research originally had a rather 


practical objective. The United States Air ` 


Force was interested in ridding hangars of 
starlings and we wondered if sound could 
be used to do this. While studying the hear- 
ing ability of the starling to see what sort 
of sounds the bird might receive, we rather 
accidentally discovered that a tightly held 
starling yelled in a characteristic fashion, 
and this cry caused other starlings to fly 
away. When this was recorded and played 
back as an acoustic dummy to the starlings 
in trees, they were thrown into great turmoil 
and left. If the call were played properly 
over a suitable period of time colonies of 
roosting starlings could be broken up and 
practical control could be achieved. This 
call, produced by a bird which is held or 
injured, is called the distress call. 

This experience with starlings led us to 
believe that we might find distress calls of 


other birds, and that these might be useful 
in scaring away the birds where they were | 
making pests of themselves. With this i 
mind, we started to study the herring gull, 
only to find that, at least as far as the 
herring gulls we dealt with were concerned, 
there was no distress call. However, when 
free birds flying in the air saw a gull being — 
held, they gave forth a characteristic, stac- 
cato alarm call that caused other herrin; 
gulls in the neighborhood to fly up and 
gradually to disperse. At the same time, we - 
found that the gulls have a fairly sizeable 
language, for birds. Among other calls, they 
produce a food-finding call when they find 
a rich source of food, and this attracts other 
gulls to the neighborhood, These two calls 
allowed us to test whether or not the 
broadcast of alarm or distress calls caused 
the dispersal of the birds merely because 
of the loudness of the sound. We found that 
the food-finding call, which was attractive, 
attracted even when it was broadcast at a 
much higher intensity than the alarm signal. 
Obviously, these special sounds are trans- 
mitting information, just as human speech 
does. f 
Another bird which has run afoul of 
man and is considered a pest is the crow, 
which we next studied, As one would ex- 
pect, this wary bird has a whole series of 
signals, some of which, for example the 
ordinary cawing, seem to be for mainte- 
nance of social contact at a distance, and 
others of which notify the crows of danger. 
‘An interesting call of the crow is the as- 
sembly call which an individual may give 
when it sights an owl or hawk in the day- 
time and which causes many crows to come 
and mob the unwanted individual. When 
we recorded this and played it back in the 
open fields we found that crows would — 
come from miles around to try to find the 
intruder. Crows have a variety of alarm 
signals, including some that are visual, but 
they also have one that is auditory, and | 
when a recording of this is played to them 
they fly away. There are many other sig- 
nals, but we have not had the opportunity 
to study all of these so far. ; 
Tt was while studying the signals of crows 
that we found that birds may have dialects, 
that is, birds of the same species may have 
slightly different sets of signals in different 
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places. For instance, the herring gull in 
Maine has signals which are not under- 
standable to gulls of the same species in 
France or Holland. Interestingly enough, 
sometimes there is a certain degree of un- 
derstanding from one species to another. 
Thus, while the American crows do not 
ordinarily understand their French cousins, 
the French crows do respond to the Ameri- 
can crow signals. This difference in re- 
sponse seems to be due to the experience of 
the birds. If the birds have fraternized with 
individuals of other species, they learn to 
understand the other species’ language, or 
they come to respond to the more gen- 
eral features of the calls rather than the 
‘specific features, for all alarm calls and all 
distress calls have something in common. 
The situation is much like that in man, in 
which an individual who hears only his 
wn native tongue spoken at one place may 
understand only that particular dialect, 
while one who has learned a few foreign 
anguages may find himself able to under- 
stand a new foreign language, in part at 
least, simply by picking up general mean- 
in 


gs. 
Another large class of social facilitation 
ignals includes those used for guidance. 
Among the best known of these are the 
nces of honeybees. A scout bee on re- 
turning to the hive after having found a 
source of nectar moves about on the comb 
in a rapid dance-like movement that in- 
orms the other bees of the distance and 
location of the food source. 

If the food source is within approximate- 
ly 50 meters of the hive, the bee will per- 
_ form what has been called a round dance, 

going round and round in circles. Before 
returning to the hive the bee has rubbed 
itself in the nectar-containing flowers to 
pick up the odor. The other bees in the hive 
merely sniff the scout bee, fly out in con- 
centric circles, and find the food source. 
Since this is within 50 meters they do not 
have to fly far. However, if the food source 
is farther, flying in a spiral course would be 
very inefficient. 

In this case, the scout bee does another 
sort of dance, the so-called waggle dance. 
The bee runs in a straight line for a short 
distance waggling the abdomen, then re- 
turns in a semicircle to its starting point and 


runs again in the same waggling course, 
The direction to the source of nectar, in ~ 
this case, is indicated by the direction that ~ 
the honey bee runs on the hive. The hori- _ 
zontal direction is converted into a symbolic 
vertical direction. The distance to the food 
source is indicated by the number of wag- ` 
gles that the bee makes with its abdomen, ~ 
The nature of the food source is indicated — 
by the odor of the bee which again has — 
rubbed itself in the flowers. The value, if 
we could call it that, of the food source is 
indicated by the persistence of the bee: 
if the nectar source is rather poor the bee — 
will persist for only a short time, but if it ~ 
is rich the bee will persist for a long time. 

These same dances are used also by” 
swarming bees for the scouts to indicate to ~ 
the swarm the direction to a new home. 
This is mostly a tactile form of communica- 
tion with the chemical senses also involved, 
and a great deal of information is trans- 
mitted. 

Possibly the most interesting and spec- 
tacular communication mechanisms are 
used in reproduction. Information is com- 
municated at all stages in reproduction, be- 
tween the sexes and between the parents 
and young. Since the reproductive process 
is the bridge from one generation to an- 
other, this is one of the most important uses 
for animal communication. 4 

In a world that to many animals is almost 
infinitely large, the attraction of the sexes 
to each other for mating is a risky and 
hazardous business. Yet only by the at- 
traction of the sexes and the passing on of 
the reproductive material from one gener- — 
ation to another is it possible for the species 
to continue, and only by these means is it 
possible for those changes in the species 
which make evolution possible to be trans- 
mitted. In the evolutionary process, it is — 
not only the ability to live that counts, it — 
is the ability to transmit genetic information — 
from one generation to the next. So any — 
means by which the sexes can be brought — 
together, particularly if this has some selec- ~ 
tive value, is going to be of first importance 
in evolution. 4 

There are literally thousands of cases of 
identification of the sexes by communica- 
tion signals that could be mentioned. Many 
insects, possibly almost all, use odors at 
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some stage of the reproductive process as 
a means for sexual attraction and identifica- 
tion. Many female moths give off odors that 
males are capable of receiving at long dis- 
tances, up to a couple of miles. Upon re- 
ceiving these odors, the males are able to 
follow them to the females, apparently 
sensing minute differences in the concen- 
tration of the chemical. One need only turn 
on a light after dark on some spring evening 
and watch the hundreds or thousands of 
tiny insects, including moths, that swarm to 
that light, to realize how important it must 
be for these insects to have some means of 
finding each other in this vast world. 

Insects also use vision for identification 
of the sexes, Thus, the well known fireflies 
or lightning bugs flash to each other and 
identify themselves. The females are usually 
wingless and are on grass blades or bushes, 
while the males fly about. When a male 
flashes, a female answers with a flash, and 
so the male can find her. Some butterflies, 
which are active during the day, use their 
brightly colored wings to signal to each 
other. The marks on the wings enable the 
sexes to identify each other. 

The communication signals of insects 
that are most obvious to man are the sounds 
produced by many of them, particularly 
crickets, grasshoppers and cicadas. One 
might not think that the whining of the 
wings of a female mosquito is also a sexual 
signal, but it is, The male mosquitoes are 
attracted by this sound and induced to 
mate. Since the females of different species 
have wings of different sizes and move 
them at different rates, the sounds that they 
produce are different, and thus the species 
are sorted out. 

Among the most elaborate of the sound 
signals produced for getting the sexes to- 
gether are those produced by katydids and 
grasshoppers. Some of these have pure 
tones, some have mixed tones, many have 
elaborate rhythms. It is the males that sing 
in these cases and the females that respond. 
We have been studying these for some time 
and have been greatly intrigued by the 
complicated patterns of song that we find 
among these insects. A very interesting facet 
of behavior in this case is the fact that the 
songs of the males are influenced by the 
temperature around them. Thus, as the 


temperature goes up, the males sing more 
rapidly, Interestingly enough, the female 
is tuned, so to speak, to the correct song at 
the correct temperature. A female at 25° 
C., for instance, will not respond to th 
re song of a male of her species a 

Frogs and toads are also famous for their 
songs, and, in this case also, the males call 
the females. The male frogs or toads come 
to a pond or stream where the eggs are to 
be laid and set up a chorus of special calls 
In general, each frog and toad can be 
identified by its call just as well as by its 
body form. The females hear the calls and 
are attracted to the correct males, Inter- 
estingly enough, in many cases a male will — 
seize and try to mate with anything that 
comes close to him. In nature this is all 
right, because the only individual that is 
attracted to him by his song is the female 
of his species. Frogs and toads too may 
have what we might call local dialects, local 
differences in songs in different parts of the 
country, 

A popular book calls the underwater 
world the silent world, but we are now ` 
beginning to appreciate, through the use — 
of special receivers and tape recorders, that 
the underwater world is by no means silent. ` 
Male fish of some species make a thump- 
ing sound that is related to their mating. 
Many other fish are now known to make ~ 
sounds, and some of these will answer re- 
cordings of the sounds. It seems quite 
probable that these too are involved in the 
identification of the species and the at- 
traction of the sexes, but much more work 
is needed before we can be sure. í 

Once the sexes have been brought to- 
gether, it is often necessary to have clear- 
cut identification and to have the two 
brought into relation so that they can mate. 
Thus, when close proximity is achieved, — 
there is often a shift from an attractive sig- 
nal to courtship and arousal signals. Here 
too the examples could be legion. 

In mammals, the male and often the 
female display for the member of the op- — 
posite sex and actually thus bring about an — 
arousal of interest in mating. These displays 
are chiefly visual and tactile. Many crabs — 
identify themselves to members of the op- 
posite sex by displays. Male fiddler crabs 
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ers are able to’ produce sounds by scratch- 
ing one part of the claw against an- 
other. Possibly the most amazing method of 
exual arousal is used by land snails. When 
two sexually active snails have been at- 
tracted to each other, possibly by scent, 
they approach and each one shoots into the 
ther a little pointed dart-like structure, the 
love-dart, that contains a hormone-like 
chemical arousing both to mating condition. 
_ The release of eggs and sperms is often 
ecompanied by release of communicative 
materials, These are particularly important 
for animals in which the sexes do not 
actually come together for mating. For 
instance in many marine animals, such as 
ellyfish and mussels, spawning is induced 
by the presence of materials from members 
£ the opposite sex. In some mussels, the 
ales release sperms which, when taken in 
by the female, induce the female to release 
ggs. This has obvious biological value in 
assuring that the eggs and sperms are pres- 
nt at the same time. 
In animals with a parent-young relation- 
hip, many signals are used to facilitate this 
relationship. In birds there is a large vo- 
bulary of calls used by the parents to 
otify the young of danger or of food. In 
mmals, notification is given by the young 
iammal of its needs and notification by the 


time, it uses its antennae to feel the ends 
of the cell and, having located the correct 
n of the end by its sense of touch, for 


it is entirely in the dark, it gnaws through 


and emerges at the correct place. 

One of the most intriguing aspects of the 
study of animal communication, as it is of 
the study of human communication, is the 
determination of the accuracy or efficiency 
of communication. How much information 
can be communicated, and how well? In 
most cases we are just beginning to learn a 
little about this, as far as animals are con- 
cerned. Indeed, even for man, we have a 
long way to go before we will know what 
the efficiency of communication is under the 
many circumstances in which man tries it. 

It is interesting to note that, in general, 
man’s communication mechanisms are de- 
signed best for qualitative information. In- 
sect communication, on the other hand, is 
often best adapted for quantitative informa- 
tion. Thus the honeybee is not so much con- 
cerned with communicating merely that 
there is or is not food, but is more con- 
cerned with communicating distance and 
direction, two quantitative, almost infinite- 
ly variable items. The bee uses two uni- 
formly variable communicative channels : 
the direction of running on the honeycomb, 
which can be varied almost infinitely within 
a circle, and the number of waggles of the 
abdomen, which within wide range can also 
be varied uniformly. The difference in the 
objectives of communication between in- 
sects and man can lead man, if he tries to 
think of insects in human terms, to believe 
that the insects are not communicating as 
well as they might. Given the relatively few 
channels available for communication in 
many insects, the amount of quantitative 
information transmitted is much greater 
than man could transmit with the same 
limited channels. 

Animals may have trouble in communica- 
tion, as man does, through having dialects. 
Local populations may develop special 
communication signals which are under- 
stood only locally, thus cutting them off 
from other members of the species. Herring 
gulls and crows, as already noted, develop 
dialects across large continental areas or 
where they are separated by bodies of 
water. Among the insects, some crickets may 
develop characteristic rates of chirping 
which can cause a population of crickets 
otherwise similar in appearance to be 
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divided into two subpopulations each with 
its own communication signals. Actually, 
this can be of tremendous importance in 
evolution, for, just as separate species sig- 
nals keep different species from interbreed- 
ing, separate dialects within a species may 
allow subspecies with certain characters of 
high survival value to keep these charac- 
ters within themselves and thus gradually 
to replace other less viable subspecies. 

While dialects can cause isolation within 
a species, cross-reactivity may cause Con- 
fusion between species. By cross-reactivity 
we mean the development of reactions by 
individuals to the calls not only of their 
own species but to calls of other species as 
well. Thus, in our studies, we found that 
while generally crows and gulls responded 
only to the calls of their own species, where 
herring gulls and crows fed together, they 
often learned to understand each other’s 
language. The communication, however, 
was mostly in the nature of alarm and food 
notes and would not lead to confusion in 
reproduction. 

There are many persons who have viewed 
animal communication, particularly that of 
insects, as being relatively inefficient, be- 
cause insects will respond to crude visual 
dummies, or to a wide variety of artificial 
sounds that, to man, are not like the insect 
sounds. Thus, we were able to attract 
swarms of little flies to a loud speaker by 
playing certain pure tones. However, in 
many of these cases, it is quite possible that 
the artificial sounds have some characters 
of the natural sounds which the insects are 
already using. It ig not enough to say that 
they do not sound like this to us, for the 
sounds used by insects often have such 
short pulses or are of such high frequencies 
that the human ear misses the important 

arts of them. We must be constantly on 
the alert in this study to avoid the trap of 
thinking that, because a signal has a certain 
look or sound to us, it actually looks or 
sounds the same to an insect. 

While it might seem from the examples 
that have been cited that a great deal is 
known about animal communication, biolo- 
gists are actually just beginning to study 
this scientifically. Many of the examples 
are observations merely indicating that 
communication has taken place and giving 


It is now for us, using modern equipment 
and methods of study, to try to discover 

what is being communicated and how i 
being communicated : to study the metho 
by which senders send messages, the 
ods by which receivers receive messa 
the nature of the signals themselves 
the effects upon the behavior of sende. 
receiver. The future for students of an: 
communication looks bright and full 
work. a : 

We might just mention some specific 
lines of future research. First, the analyses 
of the signals and the study of the 
organs in relationship to these signal 
question here is whether the receiving 
gan of an animal is automatically tuned to — 
its signal, or whether the ‘animal 
all signals of the same nature, for 
all sounds, but sorts out the ones that 
of importance to it. If it does sort, how: 
its nervous system do the sorting 
does not sort, how is the receiver tur 
Many of the signals used by insects 

outside of the range of man's senso 
tem. Thus, some insects see ultraviolet | 
and smell water. Many grasshoppers 1 
o 


these signals, for he may be misled t 
their nature because he cannot receive them. 
But it is also a challenge, for many of th 
signals are used to transmit informatii 
ways that man cannot. It is not too 
to hope that we may learn, x 
on the signals and receivers of insect 
other animals as well, new means of 
munication and new ways of coding 
formation. 
Another line for future research is 
study of the essential features of | 
nals, We have already noted that som 
mals respond. to artificial signals t 
man do not seem to be at all like the 
signals. This may simply mean tha 


analytical equipment, are ni 
the essential features of s i 
that we can play a tape recording of 
pird’s. call backward and get the sam 
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action from the bird as when we play it 
forward does not necessarily mean that the 
bird has poor powers of discrimination. It 
might simply mean that, since under natu- 
ral conditions the signal is not given back- 
ward, the essential features of this signal 
are the same either way. It could be that 
what we are hearing, seeing, or feeling may 
have little relationship to what is really 
giving the information to the animal. Once 
- again, studies in this field may yield unfore- 
= seen practical benefits to man in his own 
_ communications. Insects, for instance, not 
only produce complicated signals, but they 
do this in what is almost minimum space, 
often with minimal equipment, With our 
‘new interest in miniaturization, it certainly 
_ behooves us to study these tiny producers 
| and receivers, 
Finally a personal word. One of the 
_ thrills of research in this field is the un- 
‘predictable nature of the results. It is im- 
_ possible in most cases to set up an experi- 
“ment from beginning to end and know what 


is going to ha . I might just mention 
nah el We seaded the distress call of 
the cottontail rabbit, thinking that possibly 
by broadcasting this to rabbits we could 
chase them from gardens. With no rabbits 
available for the test, for it was midwinter, 
we thought that possibly this might attract 
foxes. On playing the signal, however, it 
was not foxes that were attracted, but owls. 
These were small owls and could not have 
attacked a rabbit, so it is hard to see what 
in the signal was attracting them. It simply 
means that we do not know what in the 
signal is carrying information, and because 
of this one finds that it is very difficult to 
predict what is going to happen. 

For those who like their research neat 
and tidy—plans, results, computations, all 
foreseeable—this is not the field. For those 
who relish the possibility that an experi- 
ment elaborately set up to give one set of 
results will give an entirely different set of 
results, much to their surprise, the field 
holds tremendous fascination, 
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Human communication is concerned with 
all the procedures by which one mind may 
affect another(35). This involves not only 
speech but also the other forms of non- 
verbal and action behavior which people 
use to influence one another(32). But in 
spite of the central role that communication 
plays in our lives, the origins of language 
and speech are somewhat obscure. The ear- 
liest remains of our material culture consist 
of crude articles of stone which date back 
500,000 to 1,000,000 years(34). Although 
we can surmise that at that early age 
people may have signaled to each other in 
some meaningful way, it is not until the 
appearance of Neanderthal man that signs 
of the presence of speech and communica- 
tion become more convincing, The middle 
paleolithic period, ranging from 150,000 to 
75,000 B.C., produced outspoken flint 
points, a bone industry, and burial grounds. 
These findings together with evidence of 
the use of fire betray the existence of simple 
social institutions which presuppose man’s 
ability to communicate(12). However, the 
space on the floor of the jaw where the 
tongue muscles attach was small, and we 
must infer that Neanderthal people could 
not talk much or too well(17). Speech and 
language as we know them today are tied 
to the Homo sapiens group, which appeared 
during the fourth glaciation, within the last 
50,000 years. The engraved tools and cave 
paintings that prehistoric man left to pos- 
terity remove all doubt about his ability to 
cope with complex symbolic systems(5). 
The inferential evidence from which the 
evolution of communication has been re- 
constructed gives way to direct evidence 
with the appearance of the cuneiform writ- 
ing of the Sumerians. These people, who 
lived in the Mesopotamian Valley between 


4000 and 300 B.C.(22), share with the 


Babylonians and Assyrians the honor of 


1Read at the 117th annual meeting of The 
American Psychiatrie Association, Chicago, Il, 
May 8-12, 1961, 

2 Professor of Psychiatry, University of Califor- 
nia School of Medicine, The Langley Porter Neuro- 
psychiatric Institute, San Francisco, Calif. 
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having devised the pictorial system of d 
tation, Thus roughly 6,000 years ago 
was able for the first time to store inf 
tion and to codify his knowledge in writing 
This undertaking was facilitated around 


Tigris, the Euphrates, and the Nile d 
oped phonetic denotation, a system 4 
refined by the Phoenicians and the Jews. 
Tf pictorial writing is termed the first 
logic codification device, phonetic writi 
may be called man’s first digital codificati 
system. ; 

The history of communication in 
three millennia from about 2,000 B.C. to ~ 
1,000 A.D. was characterized by the devel- 
opment of calligraphy, writing materials, 
and shorthand codes, and the establishmeni 
of distance communication through the us 
of messenger services and fire and smi 
signals(7). In this period, writin, f 
monopolized by specialists, usually priests 
and scribes, who in turn became the guard- 
ians of man’s cumulative body of knowl 
edge. The invention of the printing press— 
in China in the ninth century and in Europe 
in the fifteenth—broke this monopoly and 
laid the foundations for the developm 
of mass communication, In the eight 
and nineteenth centuries, finally, the im ene 
tion of the telegraph, telephone, and 
enabled people to transmit messages | 
taneously over long distances, And in 
twentieth century, television and 
movies firmly combined visual and audit 
recording, 

While the prehistoric development 
communication must have been gove 
by biological determinants, the more r 
advances have been dictated by technol 
cal progress(24). The earliest engin 
were interested in the transmission of 
Levers and wheels were known in anti 
uity, but the sources of energy were m 
cular. Correspondingly, the early 
municators were interested in the tr 
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problems of storage of energy ; and in the 
field of communication this found its re- 
percussion in the appearance of printed 
books. The advent of steam, combustion, 
and electrical engines was the result of 
man’s successful transformation of energy, 
which in the field of communication found 
expression in the invention of the radio and 
the telephone. In the twentieth century, 
finally, communication engineering and in- 
dustrial technology merged. Manual control 
of machines was replaced by steering 
through information, and automation be- 
came a reality. 
- In all periods of history, technological 
effort has been directed at building exten- 
sions of or replacements for the motor, sen- 
sory, and decision-making organs of human 
beings. Power tools multiplied the efficiency 
of our hands and legs ; sensitive recording 
devices overcame thresholds and tolerance 
limits of our sense organs ; computers am- 
plified our memory and speeded up our 
scanning ability; and a combination of 
these complex input, output, and decision- 
making machines helped men to conquer 
space and bridge time. 


- Each fundamental advance has been ac- 
companied by profound psychological and 
social changes in the lives of people. The 
invention of labor-saving machines, for ex- 
ample, did away with muscular movement 
as a source of energy and led to the aboli- 
tion of slavery. The introduction of mass 
_ production required the education of poten- 
tial consumers ; people had to learn to read 
_ the mass produced books and they had to 
learn to operate the complex gadgets that 
were being put on the market. The intro- 
duction of radio and television brought 
about a change in consumer habits and 
political attitudes, The possibility of influ- 
encing and manipulating people from a cen- 
tral source was exploited for political and 
commercial purposes. The result was not 
only a gigantic leveling of differences 
among people and products but an elimina- 
tion of the checks and balances which pre- 
viously prevented rapid change. If people 
“ are coaxed into wanting the same product 
or engaging in the same action all at the 
_ same time, stock market crashes, political 
mass movements, and prejudicial decisions 
are almost unavoidable(18). 
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Mass communication also has been asso- 
ciated with a subtle change in human rela- 
tions whereby person-to-person communica- 
tion is being replaced by station-to-station 
communication( 25). Today, messages are 
no longer addressed to a person with a spe- 
cific identity, with a name and address, but 
to the holder of an office, the occupant of 
a dwelling, or the director of an organiza- 
tion. The universal credit card system intro- 
duces a third party into the customer’s rela- 
tionship to the merchant ; government and 
insurance companies are interposed between 
doctor and patient(29). Even the contents 
of messages have become standardized, and 
stationery stores are supplied with “canned 
messages” printed on cards and designed 
for every conceivable occasion. The deper- 
sonalization of human relations has in turn 
deeply influenced people’s character struc- 
ture. Bellak(3) sums it up by saying that 
persons born before World War I were 
known as the dedicated generation ; then 
came the angry and confused generation ; 
and now we have the uninvolved genera- 
tion. 

Standardization and elimination of the 
identity of the participants in the modern 
social setting is reinforced by one of the 
basic shortcomings of mass communica- 
tion : the audience is prevented from reply- 
ing on the spot. In mass communication, 
messages conceived by a few are beamed 
to the many. The receivers outnumber the 
senders by thousands or millions, and this 
asymmetry in the system prevents correc- 
tive feedback. The delay in time between 
broadcast and reply exerts a distorting ef- 
fect ; and if a reply does arrive, the issue un- 
der discussion may have been superseded by 
a more urgent problem. Technology and 
social progress are strange bedfellows. Our 
culture has first educated the lowly slave, 
elevated him to the dignity of an individu- 
al, and given him an identity, only to drive 
him back, with the help of mass communi- 
cation, into another kind of anonymity. In 
a way, modern servitude distinguishes itself 
from ancient slavery in that the whip of the 
master has been replaced by brainwash- 
ing through mass communication, and 
laboring for the landlord by indenture to 
the state or the finance company(16). 


_ Let us now examine how the modern 
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emphasis upon communication has affected 
the field of medicine. If contemporary man 
is committed to the triad of technology, 
mass communication, and social progress, it 
is well to remember that these attitudes 
deeply affect his views of health and dis- 
ease. According to Rieff(26), the Western 
concept of illness has been influenced in 
succession by politics, religion, economics, 
natural science, psychology, and business 
administration. Western civilization’s polit- 
ical man originated with the Greeks, who 
believed that the health and stability of the 
person are dependent upon the political 
order, In this way, Plato contributed to the 
modern welfare state. Our civilization’s 
religious tradition originated with the He- 
brews and early Christians, who advanced 
the idea that faith is superior to reason. 
This attitude is still found in the Christian 
Science movement. In the eighteenth cen- 
tury, the American and French Revolutions 
signaled the advent of our economic 
schemes which imply that gratification of 
bodily needs indirectly satisfies the higher 
needs, This view is embodied not only in 
public health practices but also in the tend- 
ency of government to combat dissatisfac- 
tion by raising standards of living. The 
nineteenth century brought us the great 
advances in science and biology which not 
only changed the shape of the earth but be- 
gan to eradicate disease and increase lon- 
gevity. The twentieth century brought us 
the psychological emphasis. Essentially 
sophisticated but anti-intellectual, psycho- 
logical man believes that insight and inner 
experience are a means of achieving health 
and well being. And now that we are past 
the midcentury mark, we find in our midst 
the organization man(38). Not only does 
he coordinate production with consumption 
to make technological achievement pos- 
sible ; he also introduces bureaucratic prac- 
tices that stifle effective work. No longer 
committed to any subject matter, he is a 
“how to do it” man who organizes with the 
same ease a military unit, a government 
agency, Or a scientific society. Organiza- 
tion of health services is his contribution 
to the eradication of disease. 
This, then, is the way it appeared to Jas- 
pers(15) in 1931 : 


. . . patients are now dealt with in the mass . 
being sent to institutes for technical treatment! 
the sick being classified in groups and referr 
to this or that specialised department . . 
Medical treatment has now become a sort of 
manufactured article. An attempt is made 
replace personal confidence in a physician’ 
confidence in an institution. . . . A gigantic 
“enterprise” of medical practice is arising, in 
the form of institutions, bureaucracies, a codi: 
fied system of material achievement. The in- 

clination to apply a new, a newer, the newest — 
method of treatment to the majority of patien’ 

coincides with the . . . will of those who con- 
tend . . . that they can bring healing to all 
“Enterprise” has taken the place of individual- 
ised care. 


Beliefs and viewpoints of the past do no 
vanish when a new generation takes over. 
As the older attitudes lose their outward 
identity, they silently and automatically are — 
embodied in the cultural orientations of — 
succeeding generations. Together with the — 
existential propositions of living (8) which 
originate in the appraisal of contemporary 
conditions, the cultural orientations guide 
decision-making and action, But neither of 
these two guideposts of living are amen. 
able to scientific testing. Thus we come to 
the interesting conclusion that at the bas 
of all scientific and engineering ventur 
we find cultural orientations and existential 
propositions the truth of which can never 
be established. Instead, their validity is 
expression of agreement and depends upon 
belief(31). We in the Western civilization 
are committed to technology, mass com: 
munication, and social progress. These — 
values are reflected in our notions about 
health, illness, the care of the sick, and the — 
study of human behavior in general (13, 33). 

In order to understand the role of com- 
munication in the behavioral sciences, W 
have to distinguish among three somewhat — 
differing fields. Cybernetics is “the science 3 
of control and communication in the animal — 
and the machine”(39), or the art of steers- 


ways in which information can be coded, — 
The theory of human communication( 31 
is primarily concerned with the sources and 
destinations. of messages—that is, 
sons that send and receive messages. Hu- 
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_ essentially 


ut a note of cauti 
y of the concepts 


undings, 
deal with 


tion never deal 
human beings 
they refer to 
of commu- 


4 


has been developed which covers topics 


nication(23). 

If we were to use an analogy, we might 
compare a communication system to a rail- 
road with its traffic network and control 
devices. While the engineers would con- 
cern themselves with the total capacity and 
actual passenger load, the identity of the 

Passengers who travel on the road would 

not be of interest to them, Correspondingly, 

communication engineers are not interested 
in the identity of the symbols, their mean- 
ing, and their interpretation, This present 
state of affairs in no way precludes the 
possibility that if in the future we are able 
to learn more about the human organs and 
the characteristics that deal with input, 
evaluation, and output, we might establish 
a truly scientific theory of human commu- 
nication which would include meaning and 
interpretation, But until then we have to 
argue by analogy and rely upon the age-old 
method of asking the participants to report 
their experiences, Thus, in spite of great 
progress in communication engineering, 
there has been little change in face-to-face 
communication since the beginning of his- 
tory. 

The development of a science of human 
communication led various Psychiatrists to 
explore the role of communication in mental 

isease. The investigators discovered that 
what was called psychopathology was noth- 
ing but a collection of observations pertain- 
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human relations. Incorrect information also 
may be acquired directly by selective ex- 
posure to one-sided situations or by contact 
with disturbed persons(28). 

But there exists another source of dis- 
turbed communication. If all participating 
members in a social network are healthy 
and do not show signs of intraorganismic 
pathology or retarded growth, disturbed 
communication may develop within the 
group(14). If, for example, within a larger 
network the feedback devices do not work 
properly, an individual or a coalition of 
persons may set up a separate network, 
Through the creation of a new system with 
different rules, feedback circuits, and codifi- 
cations, a. boundary is established which 
may interfere with the larger network. In 
the course of this group conflict, the in- 
dividual may suffer. And, finally, if the 
communications of one person or group are 
not responded to by the other person or 
group, the two bodies do not establish a 
common feedback circuit with self-steering 
properties and conflict may be the result 
(28). 

Communications research in abnormal 
behavior thus can be summarized in one 
sentence: when messages are too intense 
or remain below the threshold, arrive too 
early or too late, or are inappropriate to the 
action and situation, disturbances of com- 
munication may arise. Under any of these 
conditions, the feedback mechanisms break 
down and the information held by the pa- 
tient becomes erroneous. Let us now ex- 
amine how our contemporary preoccupa- 
tion with communication has influenced 
the therapeutic procedures of the psychia- 
trist. Whatever technique the physician 
may use to rehabilitate his patient, his pres- 
ence always exerts a therapeutic or a dam- 
aging influence. In any procedure, the 
physician invariably influences either the 
human instruments of communication, as in 
psychosurgery, electroshock, and drug ther- 
apy, or the communicative responsiveness 
of the patient, as in the psychological and 
social therapies. In the latter type of ap- 
proach, the therapist is capable of exerting 
his influence because the human being is a 
herd animal who, in order to function prop- 
erly, must at all times be able to orient him- 


self, to perceive the effects of his actions, 


Pa 


mation. Relying upon this built-in desir 
the individual to seek contact, the ther: 
exerts his influence through three fun 
mental processes : understanding, acknoy 
edging, and agreeing. Understandin, 
volves the establishment of an acı 
model of the patient’s behavior in the 1 
of the therapist. To be understood is rai 
pleasant. Acknowledgment refers to th 
sponse of the therapist regarding r 
of the patients purposive or involu 
messages. To be acknowledged is even 
satisfactory. Agreeing implies the iso! 
of a certain aspect within the univer: 
discourse and the establishment of | 
sponding views or opinions. To rea 
agreement is most satisfying. 
To the three powerful processes 
are characteristic of communicative bi 
ior in general, the psychiatrist may 
other procedures to influence the pati 
If the psychiatrist believes that the patient 
condition is the result of personalit 
flicts, he will use one of the insight-pro: uc- 
ing methods. These procedures, which have 
been worked out by psychoanalysts 
psychotherapists, rely upon interpre 
of dreams, daily life actions and errors, 
free associations. If the psychiatrist beli 
that the patienť’s condition is princi 
related to misunderstandings, disag 
ments, or social conflicts, he may add 
above-mentioned procedures actual int 
vention and interviews with other 
members in an attempt to restructure gri 
relations. If the patient is immature or s 
cially inept, the therapist acts as a teach 
guide, and manager so that the patient 
learn in the therapeutic situation and 
where the necessary skills of comm ic 
tion. And finally, if the patient’s condition 
marked by anxiety in the face of unalterab 
somatic, physical, or social circumstan 
understanding of the patient’s experien 
encouragement, and hope may help to 
duce his apprehension and thus rend 
capable of accepting the inevitable. 
If there exists complete agreement am 

both lay people and professionals that 
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municative relatedness is a basic require- 
ment for human development and well 
being, the opinions are divided as to the 
= therapeutic effectiveness of communication. 
The results of communication are exceed- 
ingly difficult to evaluate. While it is clear 
that solitary confinement is one of the se- 
verest punishments that can be inflicted 
upon human beings, the reverse—namely, 

_ abundance of communicative contact—does 
not necessarily contribute to well being. 
Only if communication is meaningful and 
has emotional relevance, does it exert an 
effect; otherwise, communicative contact 
becomes a burden. Inasmuch as emotional 
relevance is an experience, it can be ap- 
praised only by the participants and is not 
accessible to the scientific observer. 
_ Another difficulty which stands in the 

way of appraising the therapeutic effective- 
ness of communication is the evaluation of 
clinical improvement. As of today, there 
does not exist a proper methodology for 
the evaluation of mental health. Psychiatric 
therapies are assessed through comparison 
of such crude criteria as death, admission 
and discharge rates, length of hospitaliza- 
tion, and status of employment(36). 

In the absence of objective criteria of 
evaluation, professionals have used their 
personal experiences as data for the con- 
struction of a variety of theories. The use- 
fulness of communication in therapy has 
os been conceived of as follows : 

_ In the theory of free access to the un- 

conscious(11), elimination of discrepancies 

between consciously and unconsciously 
held information and removal of resistances 
_ that interfere with awareness are said to 
influence the patient beneficially(37). 
—The theory of symmetry of information 
holds that tension and uneasiness in the 
_ individual decrease when information is 
shared with other individuals ; or, to put it 
into more scientific terms, the more sym- 
metrical the information between two 
persons becomes, the less likely it is that 
disruptive behavior or tensions will develop. 
__ —The theory of the correct model presup- 
poses that communication corrects an indi- 
vidual’s knowledge and makes his informa- 
tion conform to the actual state of events. 
A correct model of the world is supposed 
to assure better control over actions and 
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events. 

—The theory of stimulating man’s anti- 
cipatory behavior maintains that the estab- 
lishment of faith and hope and concern with 
the future are the therapeutically effective 
agents, 

None of these theories can be proved or 
disproved. As a matter of fact, one can 
make a good case for their opposites : un- 
awareness, secrecy, incorrect views, and 
absence of hope all can at times be equally 
therapeutic. Thus we have to abandon the 
idea that single features embody the thera- 
peutic principle and concern ourselves with 
more complex patterns which include such 
aspects as context, sequence, and time. In 
reformulating the older notions of thera- 
peutically effective features, we arrive at 
the following : 

—Neither conscious nor unconscious ex- 
perience matters so much as the interrela- 
tionship between both, so that in succession 
old memories and recent experiences can be 
rotated for closer inspection through con- 
sciousness. When this rotation process does 
not operate, difficulties arise. 

—Neither symmetry nor asymmetry of 
information matters so much as the rhythm 
in which one follows the other. Too much 
symmetry or asymmetry, or too long a time 
duration for either, may be equally con- 
tributive to a breakdown of communica- 
tion. 

—The model of the world has to be cor- 
rect only in those areas that are accessible 
to testing. Unless a person upholds some 
unrealistic folly and believes in some kind 
of magic—always in areas not accessible to 
testing—he is unlikely to survive for long. 

—Man’s anticipatory behavior can be ex- 
cessive or diminutive, both deviations being 
disruptive. Again it is the sequence and 
rhythm in which they follow each other that 
determine mental health. 

Therapeutic communication(30) thus can 
be viewed as a regulatory process. When 
a disturbed patient is introduced into a 
communication network, the therapist and 
other persons exert a regulatory influence. 
The participants amplify or reduce quan- 
titatively deviant messages of the patient, 
alter the timing, rearrange the sequence, 
and influence the rhythm of the exchange ; 
meaning is clarified, and interpretative de- 
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vices are mastered, All this is an art which 
has to be learned through experience. As 
therapists, we are grateful to our colleagues, 
the scientists and communication engineers, 
who have made it possible for us to explain 
more satisfactorily the processes that peo- 
ple use to influence one another. But in 
spite of all the communication machines 
that have been invented in the last two 
hundred years, the difficulties of communi- 
cation existing between human beings are 
with us just as they were several thousand 
years ago. This, however, should not deter 
us from hoping for the better. 
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PITFALLS IN PSYCHIATRIC RESEARCH? 


NEWTON BIGELOW, M.D., ann ANTHONY SAINZ, M.D? 


Like all endeavors subject to scientific 
scrutiny, investigation and experimentation, 
psychiatric research est divisa in partes tres : 
discovery, verification and communication. 
The major effort is generally required in 
the second and usually much too little is 
devoted to the third. Though the mecha- 
~ nisms and ground-rules are not uniform for 
all three, sources of error, confusion and 
frustration abound throughout. Such pit- 
falls may be largely, if not altogether, 
avoided, lest the fruit of research be there- 
by hidden and wane sterile. 

There are, of course, no set rules for 
scientific discovery, and only one basic 
principle : impartial, unbiased and accurate 
observation. In the alleged episode of the 
apple, Newton was able to perceive the con- 
cept of one universal attracting force be- 
cause his mind, at the moment, was merely 
observing and not trying to read precon- 
cepts into the observed events. Most im- 
portant discoveries have resulted from the 
application of this principle; many have 
sprung from serendipity and few have 
come from intent. Becquerel’s discovery of 
gamma radiation(1) is a prime example of 
serendipity. Indeed accident has been a 
greater purveyor of new facts, at times even 
forcing them on our detuned, inattentive 
minds, than many elaborate, ponderous, 
sophisticated and frequently tenacious pro- 
grams of exploration. It is also obvious, how- 
ever, that “accidental” discovery cannot be 
attributed solely to alert and unbiased ob- 
servation. Unconscious cogitations and even 
uncorrelated unconscious data may be trig- 
gered into an act of discovery by outside 
events. In this sense, unbiased observation 
or, so to speak, “observational free associa- 
tion” certainly would seem the best psychic 
condition to facilitate activation of un- 
conscious data. The potentiality for error 
in a process at this level is obviously great 
and must be emphasized. Discovery, by 
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whatever means, is obviously of para 
importance, and the need for alert, 
biased observation so patent that fur 
discussion becomes unnecessary. 
Any new discovery, however, major 
minor, total or partial, which is phenom‘ 
logically manifested, requires interpreta’ 
after it has been verified. Once a phen 
non emerges, there are certain proced 
uniformly recognized as valid by all 
determinate sciences, which form the b 
of the methodology of verification an 
communication. Such procedures are th 
backbone of scientific research techniqu 
Though their enumeration is beyond 
scope of this paper, the very key to 
avoidance of errors and artifacts lies in th 
systematic application, The authors ' 
present, therefore, a compendious d 
sive survey of the main areas aboun 
snags and pitfalls, and will outline a m 
of scientific self-critique and contr 
veloped over years of effort devoted 
field. ` 
Basic to the intention of perfora ma 
search is the desire to uncover new and 
known data. Inherent therein is thi 
and most commonly overlooked source 
error : failure to provide means of renderin 
the material under study verifiable, tha 
failure to provide adequate controls. Tho 
all scientists agree on the need for 
trols, many misunderstandings exist, 
ularly on what is a control. For our 
poses, this may be defined as any pro 
or technique that allows the unequiv 
establishment of the existence of a 
nomenon, its equally unequivocal 


Let us assume we desire to evalua 
effect of a substance “X,” which has 
administered parenterally. A simple 
sequential relationship will be ina 
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Mecholyl injected 
in I.V. tube 


I. V. of N/Na 
started 


, tube, 


45 


to illuminate us regarding its effects, The 
addition of a random sequence administra- 
tion of placebo injections alternating with 


ystemic drug 
ocal drug ac- 


hen, it becomes apparent that the term 
_ “control” should be more properly expressed 
as “control procedure.” When the procedure 
is applied to the test subject itself, we speak 
-of endogenous control ; when a separate but 


FIGURE 1 
Simple Time-Based Endogenous Control Drug and Distilled Water Placebo 
Given Through I.V. Tube, Unknown to Subject 


Second mecholyl 
injection 


Distilled water 
injected in rubber | 


60 
TIME IN MINUTES 


Third mecholyl 
injection 


Second distilled 
water injection 


75 90 105 


120 


comparable (if not identical) subject is 
employed in the procedure we speak of 
“exogenous control,” and when both pro- 
cedures are merged we delve into the realm 
of “combined” controls. Whatever system is 
used, it should fulfill its purpose : to answer 
the question posed by the experimental set- 
up or research design. 
The administration of placebos, as in a 
drug trial, or the creation of one or more 
“placebo groups,” as in treatment evalua- 
tions, is not necessarily a control, but more 
often a source of error. In the first instance, 
unless the placebo is administered in such 
a fashion that an observed emergent can 
be clearly linked either tp the placebo, the 
test substance or both, then obviously ad- 
ministration of the placebo has been fruit- 
less, and any consideration of the validity 
of a given result merely “because a placebo 
was given” is unwarranted. The same com- 
ment applies to the second instance. More- 
over, it is necessary that a placebo be itself 
rigidly controlled. If oral, it must have phys- 
ical characteristics exactly analogous to 
the active medication, including texture, 
weight, color, odor, taste, size and shape. It 
must be administered in exactly the same 
fashion and with identical procedures as the 
real drug. If injectable, procedure is of para- 
mount importance, since many patients are 
overly conscious of the color of the injection, 
its quantity and frequency. 
. 
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The most important control procedure— 
and the most frequently overlooked in psy- 
chiatric research—is homogeneity of the 
sample. This is a matter of crucial im- 
portance regardless of whether control 
groups are used or not. Significant results 
cannot be expected from an investigation 
merely because ultrasophisticated methods 
of analysis are employed. A “samplable” 
sample is a basic necessity too, otherwise 
the investigator loses himself in a dangerous 
delusion and perpetrates an unwitting fraud. 


FIGURE 2 
Results of Evaluating Drug Effects With Reference 
To Length of Illness (B), or Without Such Reference (A) 
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Vide, in this connection, the abundance 
of studies liberally employing percentages, 
statistics, pi and r squares, correlation fac- 
tors, levels of confidence and analysis of co- 
variants, wherein the sample is constituted 
of subjects with such a variety of symp- 
toms, syndromes and diagnoses that any 
results obtained are representative of nu- 
merical values alone, and do not reflect 
changes intrinsic to the subjects studied. 
The basic control, then, in any psychiatric 
study consists of a suitably uniform sam- 
ple: for practical purposes, 5 patients with 
closely comparable and clearly identifiable 
objective symptomatology, onset and de- 
velopment of the syndrome, age, sex, and 
cultural setting, constitute a suitable sam- 

le. 
j ‘All other factors notwithstanding for 
evaluation of results of any single experi- 


LENGTH OF TREATMENT IN MONTHS 


ment this type of sample, by itself, provid 
50% probability. Any other method of con 
trol, or combination thereof, that does not 
start from a ‘similar basically homogeneous 
sample, cannot expect to achieve more than 
a negligible level of probability. So-call 
diagnostic groupings cannot be considered 
homogeneous. Indeed, it is rare when v: 

ous investigators will agree on diagnostic 
categories in a given sample. When vari 
ous investigators rate, evaluate or select 
symptoms or patients without controlled ~ 


SAME GROUPS, BUT EVALUA- 
TED ACCORDING TO LENGTH OF 
ILLNESS "ACUTES" 2 YEARS, 
"CHRONICS" OVER 2 YEARS 


ACUTE O 
CHRONIC gy 


procedures, this results in as much ri ay 
domization of criteria as there are rater: Me 
This is one explanation of why many thera- — 
peutic procedures, for example, appear t 
have no better, nor different results than 


provide a suitable sa: 
one investigator(7) 


our own experience, for a special extensive 
study of a new antischizophrenic drug, we 
‘were only able to obtain 860 verified and 
objectively identifiable chronic schizo- 
phrenics out of a population of 2,700 pa- 
tients ; at that, the study took 2 years to be 
completed. It is unquestionably necessary 
_ that samples be obtained from a large 
| enough pool to provide an adequate num- 
er of patients similar by age, sex, precise 
symptomatology and other specific vari- 
ables. One obvious solution is the pooling 
together of resources by several investiga- 
rs, in the sense of performing collective or 
cooperative studies. Even more obvious is 
the need to utilize to the full the resources 
of state hospitals, where adequate numbers 
patients, improved investigative control, 
nd population stability provide highly 
ient research situations. The contention 
patients in state hospitals are different 


ortive, inadequate or “expeditious” in- 
estigations. 
_ The preceding pitfall may be grouped un- 
eee heading of errors in controlling ma- 
te the research design of any study 
uld begin by the investigator obtaining a 
ible sample. Any sample should be 
homogeneous and uniform, as reproducible 
possible, and clearly identified in objec- 
ly ascertainable, descriptive terms, to 
ible other investigators to perform com- 
‘isons with a minimum of confusion, Ade- 


CAFFEINE Na/BENZ 
ers 7% im 


INSOID 


: CHLORPROMASINE STARTED 


SEVERITY. OF PARK: 
SIDE = EFFECT, 


o 1 2 3 


PITFALLS IN PSYCHIATRIC RESEARCH 


ASMIT 3mg i.m, (2 c.c.) 
m. 


[April 


quate controls must be provided : not too 
elaborate, not oversimplified. Let us keep in 
mind that controlling an experiment is more 
a procedure than an adventitious artifact. 

Observation errors arise from lack of ade- 
quate controls and from unconscious per- 
sonal bias manifested as “overinterpretive- 
ness.” The following example will not only 
illustrate this point but its remedy as well : 
a patient, receiving an antipsychotic drug, 
developed rigidity and tremor. Although 
this particular drug was not known to pro- 
duce extrapyramidal reactions, it belonged 
to a chemical family that did. The resident 
caring for the patient to make sure, ad- 
ministered an injectable antiparkinsonian 
drug, whereupon the symptoms disappeared. 
The resident concluded that the test drug 
did cause parkinsonism. On re-evaluation it 
was discovered that the “parkinsonism” dis- 
appeared too when a sterile hypo was ad- 
ministered, as well as when the drug was 
discontinued. It persisted for weeks, how- 
ever, when the patient was placed on oral 
placebos (which could not be distinguished 
from the test drug). The conclusion reached 
by the resident, then, was faulty due to 
hasty interpretation of observational data. 

This pitfall arises from errors in observa- 
tion and includes not only superficiality in 
performing observations, uncritical observa- 
tion and insufficient observation, but also 
the hasty interpretation of inadequate ob- 
servation. During an investigation one 
should take pains to insure that observa- 
tions are adequate and correct. These ob- 


FIGURE 3 i 
Experimental Verification of Placebo Reaction To A Test Drug 
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servations should be merely collected, and 
interpretations or theorizations of any kind 
should be deferred until all of the evidence 
that can be collected is in. 

Most errors of recording are due to the 
failure, on the part of investigators, to set 
forth sufficient data, or to adequately define 
their recording parameters, or both, This is 
especially true with respect to descriptive 
terminology, even such common terms as 
“depression,” “catatonia,” “anxiety,” and sim- 
ilar ones. We all believe everybody under- 
stand such terms as we do, yet, when 
individual definitions are compared, dis- 
crepancies of meaning are found to be stag- 
gering. 

Tabular recording pitfalls are more sub- 
tle, They arise mostly from the tendency 
to conglomerate non-homogeneous quanti- 
ties into apparently homogeneous headings, 
such as different symptom complexes into a 
single “diagnosis.” Recording of non-homo- 
geneous lumped data is as bad as computa- 
tion from non-homogeneous samples. It is 
unfortunately frequent to see such tabular 
designations as “mixed psychoneuroses,” or 
“schizoaffective disorders,” not to mention 
the more baldly-stated miscegenations such 
as “pseudoneurotic” and “pseudopsycho- 
pathic” and the vaguely delimited but 


ubiquitous “neuroses,” “ 

wherein are amalgamated multifarious pi 
chogenic, psychosomatic, behavioral, in- 
trinsic and adventitious manifestations in 


lected, record only under headings made 
exact as possible and, wherever feasibl 
fine or explain your headings. 

From the above usually follow err 
computation. It is fair to state these ar 
far the less frequent, yet there is a perv: 
form the abolition of which will go far to- 
wards ameliorating the present obfuscatio 
extant in many clinical reports, This is he 
practice where one expresses parts of sa 
ple groups as percentages, the total of w] 
does not reach the hundred mar 
centages, unless used as rates of oc 
can only mislead. It is necessary to e: 
numerical results in actual figures (ra 
than percentages) where the precise 
occurrence, in a sufficiently large s 
is not known. “Bodily mechanisms 
the same way in 100% of individuals, not 


FIGURE 4 


“Lumped” and Analysed Results of Evaluation of Antidepressive 
Treatment. Same Group of Patients In Both Cases 
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FIGURE 5 
Demonstration of CI. Bernard's Dictum (See Text) Indicating Specific Bodily 
Mechanisms Behave Always In The Same Fashion, Not Inconsistently 


Glucose in Blood (ave). — 


mgs. 
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65% or 35%”(3). 

The pitfall derived from errors of com- 
putation can be avoided, at times, by merely 
expressing certain data as tables of figures 
rather than as computations. More often, 
however, it can be avoided by using the 

= computing technique that is compatible 

with, or indicated for, the material ob- 

tained. Abstruse statistics applied to con- 

_ crete results serve more to obfuscate and 

_ mislead than to enlighten, and detract from 
the credibility of the author, 

Certain researchers require, sine qua non, 
the integration into the research team of a 
trained, expert statistician. However, the 
majority of the clinical studies which gen- 
erally fall into the realm of research do not 
require such sophisticated assistance, In 

= these studies where the clinical experience, 
diligence, and observational powers of the 
i investigator enter into play, statistics serve 
first as an endogenous control for the in- 
$ vestigator to check himself against the 
human frailties of unconscious interpreta- 
tion, suppression, or reinforcement of the 
data so as to mold them to pre-existing 
theories, and second, as a means of ex- 
plicitly and succinctly displaying his, the 
investigator’s, data and conclusions. 
Q-sorting, Latin squaring, and p factoring 
are not statistics, but statistical procedures, 


a 
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in the same fashion that psychoanalysis is a 
psychiatric procedure but not psychiatry it- 
self. Extending the analogy, there is as little 
need to use psychoanalysis in every pa- 
tient as there is to use Q-sort and other 
similar procedures in every research situa- 
tion. Simple numerical tables are usually 
sufficient to represent both partial and total 
results for a given moment of time, or for 
a non-quanta series of individual times : i.e., 
number of patients developing extrapyram- 
idalism in 3 weeks of treatment, in the first 
case, or number of patients developing ab- 
reactions after 1, 2, 5 and 9 months of in- 
tensive psychotherapy. * 

When it is desired to represent a time- 
based sequence, then a plain coordinate 
graph, with time as one of the ordinates and 
the datum desired as the other, is more than 
satisfactory. As was said before, use actual 
figures for tables or graphs unless the cases 
studied are greater than 100, in which case 
percentages can be safely used. 

For the researcher who is without the 
help of an expert statistician, it is well to 
have at hand such excellent, because of their 
clarity, treatises such as G. U. Yule and 
M. G. Kendall’s An Introduction to the 
Theory of Statistics (London: C. Griffin 
Co., 1947), and Raymond Pearl’s Introduc- 
tion to Medical Biometry and Statistics 
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FIGURE 6 
The Illustration at Left Appeared In An Article Purporting To Show That “Far Less” of Steroid A i 
Was Needed to Achieve A Certain Effect Than Steroid B. The Correct Method of Depicting Appears at Right 
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(Philadelphia : Saunders & Co., 1950). 
Errors of communication are also subtle. 
They are not as easily understood, nor cor- 
rected, as the preceding ones. Lack of clar- 
ity in exposition is the primary fault. This 


FIGURE 7 
Unnecessarily Complex and Confusing Diagramming 
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pitfall particularly besets the investigator 
who attempts to demonstrate his results in 
graphic fashion and consists of graphic 
distortions of verbal or cipheral images. 
The errors inherent in the methodology of _ 
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tabulation and computation will, naturally, 

carry over when the tables themselves are 

used for graphic representation(4). These 

graphic expositional errors are more clearly 

demonstrated visually than explained ver- 
ally. 

This pitfall may be overcome by relying 
on clear, simple and uncomplicated literary 
exposition, avoiding always terms of un- 
‘clear or controversial semantics, and de- 
_ fining the terms of the exposition whenever 
it appears necessary to do so. A clear, simple 
~ verbal image should be also translated into 
simple, clear graphic representations, Re- 
liance should be placed in straightforward 
graphs and charts rather than pictoral eso- 
erica. In this specific instance, it pays to 
consult an expert in graphs and charts 

hen results of a research study require 
“more sophisticated representation. 

n addition to these principal sources of 
error there are many hidden ones. Only two 
f the most pervasive will be cited: 1. 
The tendency to editorialize, and 2. The 


his attitude by stating that “these drugs 
were passing fads”(6). In the light of to- 
day’s knowledge one can see the faults in 
‘his arguments. When his paper was pre- 


sented, however, only verification of wheth- 
er or not the author adhered to strict scien- 
tific methodology could demonstrate to the 
reader if Sauerbruch was dealing in fact or 
“editorializing.” Such editorializing is based 
on possible, and plausible derivations of 
the findings in the study itself, but not on 
actual facts ; such derivations are, therefore, 
conceptual and problematical rather than 
actually descriptive, and as such are as apt 
to be wrong as right. These faulty extra- 
polations should be avoided. 

The same comment may be made regard- 
ing statements unsupported by the evidence 
presented by the author himself, Such state- 
ments usually recommend employment of a 
therapeutic procedure, or a drug for some 
certain condition, the recommendation 
being based on results obtained in other 
conditions, although the connection, etiolog- 
ically, between the two was neither 
demonstrated nor even alluded to in the 
experiment. Anybody just casually familiar 
with medical history can easily recognize 
in the above Galen’s modus operandi. His 
statements and recommendations, plausibly 
presented, intuitively conjectured, specula- 
tively and hypothetically evolved, and “edi- 
torially” presented, created so much medical 
bemusement that centuries were required to 
shake it off, and it has not yet been com- 
pletely laid to rest. 
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ADOLESCENT MALADJUSTMENT AND FAMILY DYNAMICS * 


ALBERTO C. SERRANO, M.D., EUGENE C. McDANALD, M.D., 
HAROLD A. GOOLISHIAN, Pu.D., ROBERT MacGREGOR, Px.D., 
anp AGNES M. RITCHIE, MSW? 


The staff of the Youth Development 
Project, a psychiatric outpatient clinic for 
adolescents and part of the department of 
psychiatry and neurology at the University 
of Texas Medical Branch has been studying 
for more than 3 years, a brief, intensive 
family centered psychotherapy program 
called Multiple Impact Therapy.? In this 
treatment procedure, family groups, mobil- 
ized around the emotional disturbance of 
an adolescent, have been seen by an inter- 
disciplinary team. 

The treatment aspects of the method were 
described by Dr. Schuster to this audience 
2 years ago. The results are now being eval- 
uated and prepared for publication. 

The purpose of this presentation is to 
point up what we have learned about the 
dynamics of the 63 disturbed adolescents 
and their families. It is our impression that 
our patients fall into 4 diagnostic categories, 
and that there are 4 types of family inter- 
action, each associated with one of the 4 
types of adolescent disturbance. 

The categories of maladjustment in ado- 
lescence approximate in their description 
Sullivan’s(1) and Erickson’s(2) conceptions 
of what happens to an individual when spe- 
cific developmental tasks are not completed 
at the appropriate stages of growth. 

These categories dre: the infantile mal- 
adjustment reaction in adolescence; the 
childish maladjustment reaction in adoles- 
cence ; the juvenile maladjustment reaction 
in adolescence ; and the preadolescent mal- 
adjustment reaction in adolescence. These 
types are supported by studies of the de- 
velopmental histories, clinical observations 
and psychological testing of the disturbed 
adolescents in our series. 


1 Read at the 117th annual meeting of The 
American Psychiatrie Association, Chicago, IIL, 
May 8-12, 1961. 

2 University of Texas Medical Branch, Galves- 
ton, Tex. 

8 This study is supported in part by Public 
Health Service Grant OM76(R). 


INFANTILE MALADJUSTMENT 
REACTION IN ADOLESCENCE 


This first category includes 6 schizo- 
phrenic youngsters ranging in age from 14 
to 17. The small size of our sample pre- 
cludes any specific contribution to the dy- 
namic theory of schizophrenia, but our 
findings are similar to those of other in- 
vestigators in the field(1, 3, 4). pa 

These youngsters live in an autistic 
fashion typical of early infancy. They ap- 
pear dedicated to maintaining a symbiotic 
relationship with “the mothering one.” Their 
socialization is extremely limited and makes ~ 
no sense to their peers. They relate as 
though peers were objects or spectators. 
They are indifferent toward authority and 
education. Their individuality seems to have ~ 
been sacrificed for the illusion of being 
omnipotent masters in their fantasy world. — 

Puberty changes intensify their being 
perceived more clearly as deviant members 
of their group. Although they seem to trust” 
no one, including themselves, they deal wit! 
their uncertainty by occupying themselve' 
in keeping an adult happy, sad, or otherwise ” 
emotionally involved. This is a full tim 
preoccupation that appears to have inter: 
fered with their emotional growth. a 

One of the striking facts about the fami- 
lies of these adolescents, although not 
unique to this group except in terms of 
severity, was the contrast between the 
overt and covert patterns of parental lead- 
ership. The parents seemed on the surface 
to function according to the imperatives of 
our culture, Typically, the fathers appeared 
to function as moderately successful bread- 
winners, while the mothers appeared to be 
in a relatively passive position as home- | 
makers, At a covert level it was typical for 
one of the parents to accept his own ex- 
clusion, avoiding leadership, while the other 
parent functions subtly in a dominant po- 
sition. 

‘All of these couples were unhappy and 
had been so most of their lives. They were 
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mistrustful of themselves and of others. 
They became disillusioned with one another 
early in their marriage after each found the 
‘spouse was not the kind of person that 
` could make up for the unhappiness of the 
past. Their life long frustration and hostility 
were continually reinforced in the marriage 
elation but remained concealed except for 
occasional outbursts over irrelevant issues 
6). As has been observed in families of 
chizophrenics, by Lidz(5) and others(7), 
they showed no capacity for flexible co- 
operation. 

One of the children born in this climate 


When the emotional needs of the mother- 
ing one were met by the schizophrenic 
child, one or more of the siblings seemed 
to have been thereby saved from a similar 
fate and to have acquired instead the con- 
ventional values of the family. This so-called 
“well sibling,” by being dependable, seemed 
_ able to achieve a working adjustment in- 
side and outside the family. He did not, like 
his sick sibling, get involved in a double 
_ binding relationship with the dominant 
parent, but formed a closer relationship with 
the weaker and excluded parent, who ap- 
ey had a more positive influence on 


Crises brought these families to seek pro- 
fessional help for their sick child after his 
infantile behavior became unbearable to 

them or society or when the youngster be- 
came overtly psychotic after failure to ad- 
_ just to the increasing demands of reality, 
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These families in their initial encounter 
with the team were highly resistive to alter- 
ing their communication patterns but were 
interested in extruding the “sick member” 
or in having him labeled as defective, homo- 
sexual, or hopeless. 


CHILDISH MALADJUSTMENT 
REACTION IN ADOLESCENCE 


This second category was represented by 
20 boys and 1 girl, referred for aggressive 
behavior that appeared uncontrollable. 
Their acting-out behavior was manifested 
by temper tantrums, threats, destruction of 
property, truancy, car theft, running away 
from home, and failing at all adult spon- 
sored projects. They troubled their parents 
and the community with their arrogance 
and negativism, their anti-learning attitude, 
their low tolerance for frustration, and the 
tendency to get themselves in trouble in an 
impulsive way that made the responsible 
adults ashamed and sorry. They seemed to 
live out a power fantasy calculated to make 
others hate them. Although dynamically 
similar in many respects to the infantile 
adolescents, this type of youth appeared 
mostly engaged in a struggle for autonomy 
that his parents seemed emotionally unable 
to grant. Having specialized in manipulat- 
ing adults, these young persons failed to 
make affective contact with their peers and 
made little sense to them. This made it 
necessary to avoid situations with peers that 
might validate their feeling of impotence 
as individuals. They associated with peers 
of both sexes only when they could impose 
their own terms and ‘thereby avoid com- 
petition; more typically they associated 
with younger or older youths. As puberty 
progressed, the childish behavior became 
more obvious and seemed to lose its charm 
to the mothering ones, who after years of 
believing or acting as though child rearing 
was their exclusive responsibility, decided 
to give up that role, and this increased the 
child's efforts to remain important. While 
in the infantile adolescent group the 
mothering parent was successful and satis- 
fied in maintaining the symbiotic relation- 
ship with the sick one, in the childish ad- 
olescent group dependence on the child by 
the mothering ones gradually declined and 
this was experienced by the adolescent as 
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rejection. His solution then became a des- 
perate attempt to hold on to the mothering 
one by increasing the nuisance value of his 
childish behavior. 

The family matrix of the childish adoles- 
cents showed a high degree of imbalance 
in leadership in the home. Their fathers had 
more ego strength and appeared to be more 
capable. of leadership in most instances. 
Most of these 21 fathers began their partici- 
pation in the life of the family after the 
mother-child relationship had developed 
during the fathers’ absence. The fathers 
were all dealt with by the children as 
though they were intruders. They were or 
became reluctant to exercise authority. As 
a rule they functioned in a passive-aggres- 
sive way and permitted their wives, who 
needed their support, to fall flat on their 
faces in their efforts to control the children, 
These parents had feelings of unworthiness, 
inferiority, self doubt, and were afraid of 
showing their hostility overtly. These fathers 
too became non-participant observers whose 
observations tended to be disqualified by 
the family as a whole. 

In a majority of our cases, the childish 
adolescent was the oldest of several sib- 
lings. He was regarded as undependable 
and tended to lose his birthright to a more 
dutiful conforming younger sibling. The 
childish adolescent patients were usually 
referred as a result of a crisis situation at 
about age 15. Their families brought them 
to the clinic asking for advice on how to 
curb the annoying behavior of their child. 
These were situations that brought a hereto- 
fore excluded fathe? more meaningfully into 
family relations concerning the nominal pa- 
tient. While initially the parents were high- 
ly resistive to focusing on anything but how 
to alter the child’s behavior, the interest of 
the team in helping them to achieve satis- 
faction as parents within the framework of 
their personal limitations brought a rapid 
reduction in their resistance to self study. 


JUVENILE MALADJUSTMENT 
REACTION IN ADOLESCENCE 

This third category included 13 boys and 
3 girls who were anxious and fearful. They 
presented a variety of somatic symptoms 
such as headaches and gastrointestinal dis- 
turbances as well as other neurotic traits. 


Their average age was about 12. They 
seemed intimidated by parental authority, 
Their problems appeared to be related to 
fear of initiative and to guilt(6). 

Most of these anxious children partici- 
pated in groups composed of their age 
mates, but their worries about competiti 
kept them from being intimately involved, 
They seemed to learn well according to 
tional achievement test standards, but often 
had poor marks. They had internalized pat- 1 
terns of conformity similar to those of over- ” 
conscientious adults, Their presenting prob- 
lems were tics, annoying habits, poor at 
tention, somatic symptoms, and phobias. 

Occasional delinquent acts of a neurotic 
sort seemed to invite the intervention of © 
authority, which resulted in their being re- 
garded as maladjusted rather than mean q 
These neurotic adolescents in our series 
came from homes in which the parents were 


the fathers took an aggressive position 
manifested by authoritarian and hypererit- 
ical attitudes(12), that ostensibly cover 
over feelings of inferiority, doubts about 
their identity and fear of intimacy, he 
mothers had basic conflicts similar to the 
fathers’, and were habitually on the defen- 
sive in response to the husbands’ repeated 
unfavorable reflexions on their ability to 
function in the mothering role. In most 
cases these parents quarrelled frequently 
and openly in the children’s presence a i 
inconsequential details of child rearing. 

The relation of the fathers to these adc 

direct as to allow ~ 


ipal fashion, acti 

pected and feared r 
father for the closeness they had with the 
mother. Intense sibling rivalry characterized 
these families. As initiative and capability. 
seemed to be punished with criticism 
blame, these overintimidated children usu- 
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ally expressed the feeling that they could 
= not alter their way of relating to others. 
| Prior to marriage these parents generally 
had some degree of relatedness to the com- 
munity. Marriage and the appearance of 
_ children were regarded as unhappy inter- 
__ ruptions of those rewarding premarital ex- 
periences. The fathers, however, had a 
reputation for being hard to get along with 
and showed limited adaptability in their 
vocational life. 

Generally the cases were referred by 
school authorities after they found the 
neurotic symptoms so disruptive as to jus- 
tify the exclusion of the children from 
school. In most of these cases the parents’ 
marriage was at a critical point. Initial 
cooperation in treatment was high in these 
families, although it often quickly changed 
to an expression of ambivalence about their 
dependency in the manner of the help- 
rejecting complainer. 


PREADOLESCENT MALADJUSTMENT 
_ REACTION IN ADOLESCENCE 


Our fourth type is represented by a 
_ group of teenagers with an average age of 
16. These youths were in tune with peer 
group norms and demanded the privileges 
of young adulthood. They also demanded 
recognition of their disregard for the re- 
_ sponsibilities that go with those privileges. 
_ Their parents reported a fairly recent onset 
of rebellious and delinquent behavior. In 
contrast with the guilt-free acting-out of the 
childish adolescents, who appeared to be 
struggling for a sham autonomy, this group 
seemed to have doubts about their identity. 
They participated with their peers and to 
a large extent made sense to them, but at 
_ one time or another they forfeited their 
_ status in the group by getting the group 
into trouble. 
They seemed to exaggerate their bonds 
and identification with the gang(9) at a 
time when their age mates start to shape 
their individual identities. These adoles- 
cents had many doubts about their man- 
hood or womanhood. This seemed related 
` to the doubts the parents had about them- 
selves. 
These adolescents got in trouble with the 
school and the community. Their school 
placement was generally in accord with 


their mental ability, despite their façade of 
indolence and frequent difficulties with 
authority. Actually, this group was ambiy- 
alent about authority. Their misbehavior 
appeared at times almost deliberately cal- 
culated to require parental and community 
disapproval, as well as firmer and more con- 
sistent discipline. They showed more anx- 
iety than the childish acting-out adoles- 
cents; yet they were more self confident 
about their ability to do things. They were 
interested in social and sexual activities that 
expressed contempt for their parents’ values, 
At the same time these activities were spon- 
sored by the parents’ failure to do anything 
about their children’s misbehavior(10). 

The majority of the fathers appeared in 
civic life to abound in “goodness,” They 
were active leaders in business. At home, 
however, they functioned as passive-aggres- 
sive critics. The mothers as a whole were 
self critical and admitted to feelings of in- 
feriority or past failures. These adolescents 
were either the oldest or the only child. 
They resented the freedom of the younger 
siblings who seemed to them to be more 
privileged. Yet they tended to be admired 
and liked by these younger siblings. 

Crises mobilized these families in an at- 
tempt to keep in the home the rebellious 
child whose behavior seemed to endanger 
his remaining a sick yet vital part of the 
family. The defiance of school and commu- 
nity made institutional placement a neces- 
sity or a possibility. 

In treatment these youths were fairly 
verbal and expressed their complaints and 
their understanding of ‘the history of their 
difficulties, without however being willing 
to compromise their loyalty to and identifi- 
cation with their particular deviant group 
standards, 

The fathers were quite matter-of-fact and 
cooperative, although unaware of the ex- 
tent of their involvement in the problem, 
They appeared to be shrewd observers of 
their family. Their failure to act on their 
observations was a surprising discovery to 

em. 

The mothers were self critical and gen- 
erally more resistive and guilty in treatment, 
feeling that the investigation would uncover 
that they were at the root of the adoles- 
cent’s difficulties, Both parents had fairly 
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complicated relations in the community 
but had no projects which they shared. 

While they were competitive in their 
relations with their equals, often as a couple 
they had worked out a division of labor 
that unwittingly fostered the weakness of 
one or the other. Their appreciation of what 
to take for granted was impressive and in- 
volved tacit agreement not to invade estab- 
lished areas of privacy. The few matters 
openly discussed were quite superficial and 
tended to be without emotional involve- 
ment. 


CONCLUSIONS 


The various types of adolescent disorder 
may be related to 4 types of unhealthy 
family interaction. The adolescent's primary 
role in intrafamilial imbalance is to func- 
tion as a stabilizing factor, that is, he 
internalizes or externalizes the unresolved, 
unspoken parental conflicts. The realiza- 
tion of his individual potentials and emo- 
tional growth are impaired, inasmuch as 
they are made secondary to the primary 
role, The neurotic equilibrium of the family 
is broken when the adolescent's behavior 
becomes unendurable to himself, the family 
and/or society. This precipitates a crisis 
that tends to mobilize the family to seek 


some type of help. It is at this time 
clear understanding of adolescent : 
justment and family dynamics beco; 
most important for diagnostic and th 
peutic purposes(11). k 
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This report will summarize psychiatric 

appraisals of the parents and siblings of a 
_ group of schizophrenic children in treat- 
ment at the Ittleson Center for Child Re- 
search. The study, still in process, was de- 
signed to add to current epidemiologic in- 
formation regarding schizophrenic children 
and, of more significance, to clarify some 
theoretic and methodologic issues in the 
investigation of etiologic factors. 

At Ittleson Center, clinical observation 
combined with systematic research has 
supported the concept that children with 
the designation “childhood schizophrenia” 
actually represent a heterogeneous group 
of severe ego disturbances, Prolonged clin- 
ical observation of these children has led to 
the awareness that even after children with 
_ obvious neurological impairment were ex- 
_ cluded at the time of application for treat- 
ment, there remained a large group within 
the childhood schizophrenia universe with 
"Suggestive, transient or subtle signs of neu- 
_ tological deficit. In one study when ratings 
were devised which gave weight to these 
equivocal or “soft” neurological signs, it 
was possible to subdivide the group of 
schizophrenic children into one subgroup 
without signs or history suggestive of neu- 
 rological impairment, termed the “nonor- 
ganic” subgroup, and a subgroup with such 
_ signs and/or history, termed the “organic” 

subgroup. For experimental purposes these 
_ appraisals were made independently by a 
__. pediatric neurologist who had no access to 
= Clinical records, therapeutic information or 
the other data being accumulated in a 
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1Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Il. 
May 8-12, 1961. 
2 Publication No. 21 of the Childhood Schizo- 
phrenia Project of the Henry Ittleson Center for 
Child Research, under support by the Common- 
wealth Fund and the Ittleson Family Foundation. 
Doctors S. Radin, D. Sobel, V. Teichner and 
Miss A. Sherman participated in the collection of 
- the data presented in this report. 
8 Respectively, research psychiatrist and direc- 
tor, Henry Ittleson Center for Child Research, 
New York, N. Y. 
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systematic and controlled study of schizo- 
phrenic children and their families. This 
study demonstrated that the 2 subgroups 
of schizophrenic children were significantly 
differentiated from each other in many areas 
of ego functioning(8). The gradient in most 
areas of ego competence was : normal con- 
trol group superior to “nonorganic” schizo- 
phrenic subgroup which was in turn su- 
perior to the “organic” schizophrenic sub- 
group. The validity of the subdivision of 
the group of schizophrenic children was 
further supported in the study through the 
investigation of family functioning using a 
participant observation technique(3, 4, 8, 
9), and in another study by appraisal of 
maternal attitudes using an interview tech- 
nique(18). Families of the “nonorganic” 
subgroup were shown to have a significant- 
ly lower functional adequacy than the fam- 
ilies of the “organic” subgroup who ap- 
proached the adequacy of the control 
families. Maternal attitudes toward appro- 
priate structuring of the child’s environ- 
ment were significantly more deficient in 
the “nonorganic” subgroup, This phenom- 
enon of inadequate, inappropriate or con- 
fused structuring of the child’s environment 
by the mother had been repeatedly ob- 
served on a clinical level and referred to as 
“parental perplexity”(11, 18). 

This research demonstrated the heuristic 
value of a theory of causal heterogeneity 
in investigations of the etiology of child- 
hood schizophrenia. If a group of schizo- 
phrenic children such as that studied above 
had been considered to have a unitary dis- 
order, subgroups would not have been 
looked for or recognized. In addition, had 
the group been treated as a single one the 
significance of the deviancy in the families 
of the “nonorganic” subgroup would have 
been disguised or diluted by the presence of 
the more normal families in the “organic” 
subgroup. In other words, since both “good” 
and “bad” families would be found in the 
“single” sample, the fallacious conclusion 
would have been made that family influ- 
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ence is unimportant. 

The above reported studies additionally 
suggested that any investigation of the in- 
cidence of schizophrenia in the parents of 
schizophrenic children, such as the one to 
be reported, needs to include careful as- 
sessment of family functioning. For ex- 
ample, the above studies indicated that 
family influence may be of more primary 
importance for the “nonorganic” subgroup 
than for the “organic” subgroup. Whether 
parental influence is transmitted only 
through the psychosocial atmosphere of the 
home or also via the genes, was not estab- 
lished. The low adequacy families did 
furnish an inferior psychosocial atmosphere 
but genetic factors which may coexist were 
not assessed. On the other hand, in studies 
of the incidence of parental schizophrenia 
in families of childhood schizophrenics, the 
simple assumption of genetic transmission 
of pathogenic influence by families contain- 
ing psychotic parents without adequate as- 
sessment of the psychosocial atmosphere of 
the home overlooks the possibility of non- 
genetic influence of such a family on the 
child, 

Theoretical Postulates. In initiating the 
study to be described the following theoret- 
ical postulates were proposed. 

In accordance with the concept of etio- 
logical heterogeneity outlined above, it 
was predicted that there would be a greater 
incidence of schizophrenia in the parents of 
the “nonorganic” subgroup as compared 
with those of the “organic” subgroup of 
schizophrenic children. In the “organic” sub- 
group where traumatic factors such as in- 
terference with intrauterine development 
brain damage, and encephalitis are pre- 
sumably important, it was assumed that the 
etiologic importance and incidence of pa- 
rental psychosis would be less than in the 
“nonorganic” subgroup. 

Tt should also be kept in mind that includ- 
ed in the conceptual model which guides 
the research at Ittleson Center(8, 10) is the 
concept of multiple etiologic factors acting 
in combination with each other in a single 
child. These etiologic factors include so- 
matic factors (genetic and/or acquired ) 
and family environment. Actually many, if 
not all, of the children in the “organic” 
subgroup are considered to represent vary- 


and rating of the schizophrenic children by 


ing mixtures of somatic incapacity, the 
effects of a pathogenic family environment 
and inherited factors. Therefore, although it 
is predicted that a greater number of th 
parents of the “nonorganic” subgrow 
would show schizophrenia, the finding o; 
some psychotic parents in the “organic 
subgroup families would also be expected. 
It was expected that either on a geneti 
or psychosocial basis more siblings of th 
“nonorganic” subgroup children would be 
schizophrenic. Even disregarding genetic 
influences, in light of the previous study 
which indicates a lower adequacy in the 
families of the “nonorganic” children, 
was expected that the siblings of the “non- 
organic” subgroup would be less well ad- 
justed children than those of the “organic” 
subgroup. £ 
The assumption that in the presence of 
schizophrenia in the parents the psycho- 
social as well as the genetic influences on 
the child must be considered led to the ex- 
pectation that families with one or two psy: 
chotic parents will have lower family ade- 
quacy than families without psychotic 
parents, 3 


TECHNIQUES 


The techniques that were used to test 
these propositions are : 

1. Independent neurological appraisal 
a child neurologist, as previously describe 

2. Psychiatric diagnosis of parents an 
siblings. ‘ 

3, Appraisal and rating of general a 
justment of the siblings by the interview- 
ing psychiatrist. In view of expected diffi- 
culties in establishing diagnoses in siblin 
of very broad age range an appraisal of 
general adjustment of each sibling was — 
made. The children were rated on a scale 
from 1 (very poor adjustment) to 9 (ex- 
cellent adjustment). a 

4. Rating of family adequacy by a par- 
ticipant observation technique during a 3- 
hour home visit with all family members 
present(3, 4). This is identical with the 


schizophrenic children were studied in this — 
experiment. Although this is a small sample, 
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it represents 90% of all children admitted 
for treatment at the Center during the past 

_ 5 years. These children ranged in age from 

6-11 years at the time of study. The onset 
of symptoms in all of these children was 
before the age of 5, and in more than one- 
_ half of the group some signs of abnormality 
_ were noted in the first year of life. In every 
_ case used in this study the child had been 
classified and referred to the Center as a 
childhood schizophrenic by at least one 
“psychiatrist and this diagnosis was con- 
firmed subsequently by study at the Center. 
Agreement in judgment of 2 psychiatrists 
_ at the Center was required before a child’s 
gnosis of childhood schizophrenia was 
cepted. The criteria used at the Center for 
the diagnosis of childhood schizophrenia 
conformed generally to those defined by 
Bender (6) and included those of Potter(20) 
d Bradley(7). Several of the children fell 
o the*category of infantile autism de- 
scribed by Kanner(15), both early, with 
autism from the first year of life, and chil- 


est neurological ailments had already 
excluded from admission as were chil- 


structually intact families is not entirely 
clear, How these children differ from the 
full range of childhood schizophrenics 
which includes both younger children and 
children from broken homes is an open 
question. Similarly present data regarding 
incidence of parental psychosis may differ 
from samples that include nonintact fam- 
ilies. 

_ _ Parental Diagnosis. It is well recognized 
_ that qualitative and quantitative differences 
in the criteria used for the diagnosis of 
adult schizophrenia by various examiners 
* introduce difficulties into the comparison 
of data of different investigators. 

` The 4 examiners who made the diagnos- 
tic appraisals of the parents and siblings of 
_ these schizophrenic children were experi- 


enced psychiatrists, all of whom had re- 
ceived some training at the Columbia 
Psychoanalytic Clinic. They had had con- 
siderable experience in the diagnosis and 
treatment of borderline psychotics, and 
their orientation to the diagnosis of schizo- 
phrenia is influenced by the approach of 
Hoch and Polatin(13). Therefore, the group 
of parents in this study who are classified as 
schizophrenic contains a number of persons 
who can be variously designated as border- 
line, pseudoneurotic, latent, ambulatory or 
compensated schizophrenics, and whom 
some investigators might treat as separate 
from the psychotic group of family mem- 
bers as “schizoid personalities.” Only one 
mother and one father had a history of hos- 
pitalization for schizophrenic psychosis. 
These parents and siblings were seen for 
as many diagnostic sessions as was neces- 
sary to establish the diagnosis. The amount 
of time spent making the diagnosis ranged 
from 1-12 hours per subject. 

The parents studied included 45 mothers 
(16 mothers of “nonorganic” and 29 moth- 
ers of “organic” schizophrenic children) 
and 39 fathers (13 fathers of “nonorganic” 
and 26 fathers of “organic” schizophrenic 
children). Of the total of 50 siblings, 48 
were examined* (22 siblings of “non- 
organic” and 26 siblings of “organic” schizo- 
phrenic children). Two siblings were a set 
of identical twins, and one sibling was an 
deel co-twin of a schizophrenic index 


Family adequacy ratings were available 
for 28 of the families, 

General descriptive data. To assist in de- 
fining the schizophrenic children of this 
study they have been contrasted with a 
group of 30 public school children between 
the ages of 6 and 11 years, in number of 
children in the family, birth order and age 
of parents at time of child’s birth 5 (Tables 
1, 2, and 3). No conclusions are drawn re- 
garding differences among the various 


? „+4 Although these were structurally intact fam- 
ilies, 6 of the fathers and 2 siblings were not avail- 
able for examination for various reasons. 

5 This control group was used only in assessing 
these 3 factors. It was not used in the following 
sis of incidence of parental and sibling psy- 

osis. 
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TABLE 1 ie et 
Number of Children in Families of Schizophrenic Children Classified by “Nonorganic” and “Organic” 

Compared with Number of Children in Families of Normal Children of the Same Age Range : 
By Means and Sigmas d 


Normal children * ~- 
Schizophrenic children, total group 


Schizophrenic children, “nonorganic” subgroup 
Schizophrenic children, “organic” subgroup 


* Dublin(2) reports that the mean number of children in the average American family, excluding childless couples, is 2.2. ie 


TABLE 2 i 
Birth Order of Schizophrenic Children Classified by “Nonorganic” and “Organic” Compared with 
Birth Order of Normal Children of the Same Age Range : By Number and Percent. 


Hs 


ORDER OF BIRTH 


ONLY FIRST * SECOND THIRD FOURTH FIFTH 
BA aE % Paes, Wine ic tia ete. Fo) ic 0 
Normal children 0 00 17 567 12 400 1 33° 0) 00 On Ole 
Schizophrenic children ~ 
total group ie LL Meee yey aE 7. + EIES, 8.911 Ts Opener ee 
Schizophrenic children z ZN 
“nonorganic” { 
subgroup 8187.10") 62,5 1 62) 3) 218 7a a ees awe 
Schizophrenic children 
“organic” subgroup 8 27.6 Poraietocd 62535 20:7 ek 34 0 00 0 


* Includes “only” children. 


TABLE 3 

Age at Birth of Child of Mothers and Fathers of Schizophrenic Children Classified by “Nonorganic” and 
“Organic,” and Normal Children : By Means and Sigmas ; 

(In Years) 


NORMAL GROUP 


SCHIZOPHRENIC GROUP 


TOTAL GROUP “NONORGANIC” SUBGROUP “ORGANIC” SI 


MEAN SIGMA MEAN SIGMA MEAN’ , SIGMA MEAN 
Mother's age » 27.83 4.16 28.75 4.66 29,92 5.83 28.08 
Father’s age 31.16 5.08 32.50 6.00 33.25 6.83 32.08 


groups although the relatively high inci- 
dence of first born in the “organic” subgroup 
of schizophrenic children is of suggestive 
interest. Previous findings of a high per- 


centage of first born schizophr: 


enic children 


(5, 16) might actually reflect the influence 


of the “organic” subgroup. 
As in all previous studies 


(1, 5, 14, 16), 


there are more boys than girls in the schizo- 
phrenic group. The ratio of males to fe- 
males in this group of schizophrenic chil- 


(3.8/1) while 


dren is 2.7/1. The “organic” subgroup shows 


a higher incidence of males 


in the “nonorganic” subgroup the n 
predominance is less striking (1.7/1). 
Psychiatric Appraisals of Parents a 
lings. Table 4 shows the incidence of sch 
phrenia in the members of the famili Of 
schizophrenic children. The very high in- 
cidence of schizophrenic mothers ( 
particularly noteworthy. It is more st 
in the “nonorganic” subgroup where. 
half the mothers are schizophrenic, but it 
is also found in the “organic subg 
where about one-fifth of the mothers: 
psychotic, The children in al 
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TABLE 4 i Dy 
Incidence of Schizophrenic Parents and Siblings of Schizophrenic Children in Families With a “Nonorganic’ 
Schizophrenic Child and with an “Organic” Schizophrenic Child : By Number and Percent 
“NONORGANIC” SUBGROUP “ORGANIC” SUBGROUP TOTAL GROUP 
No. TOTAL No. TOTAL No. TOTAL 
SCHIZO- NO. % SCHIZO- SCHIZO- NO. % SCHIZO- SCHIZO- NO. % SCHIZO- 
PHRENIC EXAMINED PHRENIC PHRENIC EXAMINED PHRENIC PHRENIC EXAMINED PHRENIC 
Mothers 7 16 43.7 6 29 20.7 13 45 28.8 
Fathers 1 13 77 4 26 15.4 5 39 12.8 
Mothers & Fathers 8 29 27.6 10 55 18.2 18 84 21.4 
Siblings * 3 22 13.6 1 26 38 4 48 8.3 


* Includes one identical co-twin of a schizophrenic child and a set of identical twin siblings of a schizophrenic child. 


have been reared by mothers, themselves 
vulnerable in ego. 

The greater incidence of schizophrenia 
in mothers of the “nonorganic” subgroup 
(44%) than in the mothers of the “organic” 
subgroup (21%) is as hypothesized. This 
finding is viewed as tentative in view of our 
small sample, yet it tends to reinforce the 
previous evidence, which indicates that 
childhood schizophrenia is a heterogeneous 
disorder with at least these 2 subgroups, 
and emphasizes the need for such sub- 
division in further etiological studies. 

= The incidence of maternal schizophrenia 
_ (29%) is higher than that of paternal schizo- 
_ phrenia (13%). The significance of this is 
_ not definite, This finding is in line with the 
hypothesis that since the mother is the 
_ primary influence in the period of early 
_ deyelopment of the child, one should expect 
to find more severely disturbed mothers 
than disturbed fathers in the families of 
_ Schizophrenic children. However, there is 
some evidence to suggest that more schizo- 
phrenic women marry than schizophrenic 
men, and that the general incidence of 
schizophrenic women who become mothers 
is higher than that of schizophrenic men 
= who become fathers(19).* This dispropor- 


oy ee 


6 Pollin, Ladusky and Lee found among the 
parents of 398 chronic schizophrenic patients 
carefully screened for admission to the National 
Tnstitute of Mental Health that 38 mothers and 
9 fathers were schizophrenic. A subsequent anal- 
ysis of the 453 male and 423 female schizo- 
phrenic patients admitted to Warren State Hos- 

. pital over a period of 10 years demonstrated that 
as a result of differences in the marriage and 
fertility rates the female patient group had 560 
living children while the male patient group had 
815 children. These data are part of a study still 
in progress, but nearing completion and planned 
for publication sometime during the coming year, 
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tion might be further emphasized in this 
sample which excludes nonintact families 
in that it is possible to assume that a family 
is more likely to survive intact with a 
schizophrenic mother than with a schizo- 
phrenic father. Other speculations as to the 
significance of this finding include the pos- 
sibility that latent schizophrenic tendencies 
are more easily brought into evidence in 
the mother who has the responsibility for 
care and close personal contact with the 
child than in the father who can maintain 
a relatively integrated status through de- 
tachment and pursuit, outside the home, of 
less confusing, more structured and con- 
crete occupational’ activities(12). 

The incidence of diagnosed schizo- 
phrenia is so small in the fathers and sib- 
lings that, here especially, larger groups 
would have to be studied before definitive 
conclusions could be made. However, of 
some interest is the finding that siblings of 
the “organic” subgroup of schizophrenic 
children achieve a higher mean adjustment 
rating (5.71.1) than, the siblings of the 
“nonorganic” subgroup (4.51.6). 

Family Adequacy Studies. Comparison of 
family adequacy scores of families with and 
without psychotic parents shows that fam- 
ilies with at least one psychotic parent are 
inferior in adequacy of functioning to fam- 
ilies without psychosis in either parent 
(family adequacy ratings of 162.2 and 209.9 
respectively ).7 Table 5 shows the distribu- 
tion of families in relation to family ade- 
quacy score and presence of parental 
schizophrenia. Only families without pa- 
rental schizophrenia are in the upper range 
of family adequacy (scores from 200 to 


1 Highest possible family adequacy rating is 
294, 


o 
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d TABLE 5 


Distribution of Families of Schizophrenic Children in Relation to Diagnosis of Parents and Family 
Adequacy Scores 


FAMILY ADEQUACY SCORE 
PARENTAL DIAGNOSIS 100 120 140 160 180 200 220 240 260 


l Both Parents schizo- 
phrenic (N—3) 


Only mother schizo- 
phrenic (N=—4 t ii t if 


x Only father schizo- 
phrenic (N—=1) 


Neither parent ; i N: ; 
schizophrenic * ttt * A 
* +e 


ja (N=—20) ` 


(Total N=28) 
=—Family of “nonorganic” schizophrenic child (N=12). 
*=Family of “organic” schizophrenic child (N=16). 


294). These findings further support the and/or genetic) and psychosocial factor: 
contention that postnatal familial in- Stress has been placed on the need 
fluences cannot be ignored in etiological techniques that adequately measure th 
studies. They do not prove that genetic subtler indications of neurological impair 
? factors are not involved in childhood schizo- ment in the children and the adequacy of 
phrenia. However, they do point to the the families’ interaction with the children, 
fact that the presence of schizophrenic par- in order to assess their relative roles 
ents in the families of schizophrenic chil- childhood schizophrenia. 
dren cannot in itself be taken to prove the The division of a group of schizoph 
genetic hypothesis as a sufficient explana- children into a subgroup with signs an 
tion because these families with schizo- history suggestive of neurological impair 
phrenic parents are also relatively inade- ment and a subgroup without such sign 
quate families from the psychosocial view- or history has been supported in previo 
point, studies done at the Ittleson Center. The 
Comparison of the findings of the present findings supporting this kind of grouping 
study with those of previous investigations included differences in many Areas o! 
into the incidence of schizophrenia in the functioning of the children, differences in 
parents and siblings of schizophrenic chil- the adequacy of the families, and differ- 
dren, notably the ‘interesting studies of ences in the maternal attitudes of th 
Bender and Grugett, Kallman and Roth, mothers. The validity of this subdivision is 
and Kanner(5, 14, 16), can be at best high- further supported in the present study by — 
ly speculative because of differences in se- differences in the incidence of schiz 
lection, diagnostic criteria, techniques of phrenia in the mothers of those 2 subgrou 
family appraisal, and design of study. Be- ‘There are twice as many mothers. of the 
cause of the demands of brevity this com- “nonorganic” subgroup diagnosed schizo- 
parison is not included in this report. phrenic as there are mothers of the “or- 
ganic” subgroup. 
ees The importance of the psychosocial i 
‘An attempt has been made to demon- pact of families with s chizophrenic par- 
strate the heuristic value of the concept Snt (s) is underlined by the finding that 
of etiological heterogenaity in investigations ilies in which one or both parents are 
p the etio a ei oga rono schizophrenic have a lower family adequacy 
of eb varying mixtures of etiological rating than families without parental psy- 
factors including somatic deficit (acquired chosis. ; 
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SUCCESS AND FAILURE IN THE TREATMENT OF 
CHILDHOOD SCHIZOPHRENIA + °? i 


IRVING KAUFMAN, M.D. THOMAS FRANK, M.D., 
JEANNETTE FRIEND, M.A., LORA W. HEIMS, Px.D., 
anp RUTH WEISS, M.D. 


The diagnosis of childhood schizophrenia 
is so frequently surrounded with an aura of 
gloom that we thought it worthwhile to 
consider the factors associated with success 
and failure in the treatment of these chil- 
dren. We compared the 10 cases demon- 
strating the greatest improvement with the 
10 showing the least improvement in a 
total of 40 schizophrenic children and 
their families. We used a psychoanalytic 
frame of reference(1, 2, 3) and saw these 
cases in psychotherapy for an average of 
4-5 years in day care, inpatient, outpatient, 
and private practice. In addition, we 
used environmental adjuncts such as 
schools and group programs rather than 
drugs or shock treatment. These 40 cases 
constituting our research sample were se- 
lected from a larger group on the basis of 
availability of data. 

We developed scoring criteria to evalu- 
ate changes in personality and social adap- 
tation, but time does not permit descrip- 
tion of these criteria. About 75% of these 40 
children demonstrated considerable dimi- 
nution or remission of schizophrenic symp- 
toms and major gains in social adaptation. 
About 25% either remained fixed or re- 
gressed. Therefore, the 10 most and 10 
least improved represent the extremes of 
success and failure rather than a measure 
of total success or failure. 

Drawing on data from interviews with 
these children and their parents, psycho- 
logical testing, observations by ward per- 
sonnel, teachers, and community agencies, 
we found the following : 

1. Age of child. There was no significant 


TRead at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Tl., 
‘iticularly indebted to the Gaebler 


Childrens Unit of the Metropolitan State Hospital 
research. 


difference between the 2 groups 1 
average age at the start of treatment 
years for most improved and 7.6 years f 
the least improved. 

2. Sex, There were 8 boys and 2 girls 
each group. y : 

3, Diagnostic subcategory. These 
dren were classified according to the fi 
lowing subcategories(4) on a 1 to 5 
of diminishing severity : (a) with minim 
ego development (also referred to as auti 
tic, atypical, or pseudoretarded ) ; (b) wit 
fragmented ego development; (c) with 
delinquent behavior: (d) with somai | 
symptoms ; and (e) with neurotic-like 


chotic patt 
described in the literature 


most improved group, 4 were initially au 
tistic, and 5 demonstrated fragmented 
development. These 9 children were at the 
sickest, most overtly psychotic level at th 
start of treatment. None started at the hi 
est neurotic-like level; 9 of these 10 dl 
dren had advanced to a symptomless | 
neurotic-like level. In comparison, in 
least improved group, 5 started treatmen 
at the 2 sickest subcategories, 2 were 
linquent schizophrenics, and 3 started 
the highest neurotic-like level. Neverthel 
at the time of this study, 
either lost ground or remained fixed at th 
level, and none was in 
category. 

The following are examples of most 
least improved cases and also exemp 
some of our diagnostic subcategories. 


Peter, a Type A autistic or pseudor' 
child at the start of treatment, was born t 
highly intellectual woman who had a gradu 
degree. She divorced her husband who | 
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remarried. Peter’s I.Q. was recorded as 30 and 
he was placed in a private institution for re- 
tarded children when he was 27 months old. 
He was mute, lacked coordinated motor be- 
havior, appeared oblivious to human contact, 
and sat staring into space. Because of the 
severity of his symptoms, he was considered 
hopelessly impaired, and brain damage was 
postulated in spite of a negative neurologic 
study. Because his family did not visit, mem- 
bers of the institution staff took him to their 
homes some weekends. Apparently in response 
to this staff interest, he improved and his 
father was informed that Peter now appeared 
bizarre and psychotic rather than retarded. He 
left the institution at age 7 to live with father 
and his second wife. She had a special gift and 
interest in rescuing the unfortunate, and be- 
came devoted to Peter as well as to her 2 
normal children of this marriage. Peter and 


-stepmother were seen in therapy for 2% years. 
' Peter grew less bizarre and withdrawn. He 


became voracious and demanding of human 
contact, learning, and food. During therapy 
sessions he responded to minor frustrations by 
trying to throw himself over a banister. When 
he improved sufficiently to start school, he 
spent only 6 weeks in the first grade and was 
promoted to the second grade because he 
quickly learned the work and shouted out the 


_ answers. He continued to improve, made 


friends and developed a variety of interests. 
At follow-up 3 years after termination of 


_ treatment, he was observed as “bossy,” and 


is considered “brilliant” by his 5th grade teach- 
er. He is a leader in his boy scout troop and 


_ capable of warm relationships to others. 


This next case took the opposite direction 
going from neurotic-like to severely psy- 
chotic because treatment was prematurely 
interrupted and the degree of emotional in- 
vestment in therapy was insufficient. 


Alfredo was brought to treatment at 8.8 
years because he was withdrawn, nervous and 
disobedient. He was interested in music and 
listening to mystery stories. At age 3 in nursery 
school he was considered an odd and with- 
drawn child but had maintained himself until 
the spring before the start of treatment. He 
developed eye blinking, nail biting, nocturnal 
enuresis, restless sleep and night terrors. He 
had many fears of sickness and death, 
threatened to commit suicide and wanted re- 
assurance that his parents loved him. In spite 
of these difficulties, he was in the fourth grade 
making excellent grades. 

With 5 years of treatment, he improved, had 
less difficulty sleeping, learned to play with 


SUCCESS AND FAILURE 


[ April 


other children, joined the scouts, and became 
interested in going places and doing things. 
Although it was evident to his therapist that 
his underlying paranoid structure still per- 
sisted, he seemed to arrive at a plateau of 
social adjustment; but because of pressure 
from the clinic to close cases in order to open 
intake, Alfredo was discharged without com- 
pletion of treatment. Although his mother had 
been in treatment, she was highly ambivalent 
about her involvement. Follow-up 4 years later 
revealed that although he had finished high . 
school, he regressed, was hospitalized and is 
now in a back ward of a state hospital in a 
hebephrenic state, incontinent, uncommunica- 
tive, and out of contact. 


4, Diagnostic subcategory of the parents. 
Classification of the parents according to 
their manifest personality structure(9) re- 
vealed no significant difference at the start 
of treatment between the 2 groups. 

5. Length of treatment. Although these 
children and their parents usually required 
long term treatment, length of treatment 
was not positively correlated with improve- 
ment. The average duration in the most 
improved group was 3 years (37.1 months) 
and about 5 years (57.6 months) for the 
least improved group. The distribution is 
skewed because some of the least improved 
cases were treated in institutions for as long 
as 12 years. It is our experience that the 
length of treatment for successful cases is 
highly individual and in rare cases improve- 
ment takes place within a year, more fre- 
quently it is longer term extending up to 15 
years. 

6. Frequency of treatment. Although a 
few of the children were seen 3-5 times a 
week, most of the children and parents, in 
both groups, were seen at the same fre- 
quency of 1-2 times a week. 

7. Number of therapists. Seven of the 10 
most improved children had one therapist, 
the remaining 3 had 2 therapists ; in con- 
trast, only 3 of the least improved had 1 
therapist, 1 had 2, 2 had 3 and the remain- 
ing 4 had 5 therapists in succession. In ad- 
dition to the greater number of therapists 
in the least improved, the shifts from 1 
therapist to another were more disruptive 
to the child. In the 3 improved cases where 
there were 2 therapists, the shift was 


planned and provided a continuity of treat- 
ment, 
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8. Regularly scheduled and maintained 
therapy sessions on the part of the therapist. 
Nine of the 10 children who improved most 
were at the highest level of regularly main- 
tained schedule of treatment sessions ; 
whereas only 3 of the least improved chil- 
dren had this level of regularity of therapy ; 
the other 7 had many gaps in treatment and 
more cancellations by the therapist. 

9. Emotional investment of therapist in 


. treatment of the individual case. (a) Chil- 


dren.—Ratings of the emotional investment 
of the therapist revealed that all 10 of the 
most improved children rated at the highest 
point in the rating scale. Only 4 of the least 
improved children rated at this high level. 
(b) Parents.—There was no significant dif- 
ference in the therapist’s emotional invest- 
ment in the treatment of either group of 
parents. 

10. Family regularity in keeping appoint- 
ments. There was no significant difference 
in the regularity of appointments in the 
families of the 2 groups of children. 

11. Reaction of the family to improve- 
ment in the child. When we tabulated the 
reactions of parent or parent substitutes to 
improvement in the child, 7 of the 10 cases 
most improved had emotional support for 
positive change, while only 1 family of the 
10 least improved children was supportive 
of positive change. There was gross evi- 
dence of undermining of treatment in this 
latter group but much less in the cases 
which improved. The following is an ex- 
ample of the type of gross undermining 
which we have observed : 

2 


A 14-year-old boy was placed in a foster home 
when the parents were too frightened of him 
to keep him at home. As the child improved, 
in contrast to their previous positive comments 
about the foster home, the parents complained 
that the cultural standards were not high 
enough : there was not enough interest in art 
and music. They turned the child against the 
foster parents with whom he had now de- 
veloped a positive relationship. In successive 
placements the child developed a positive re- 
lationship with improvement, the parent dis- 
rupted the treatment, forcing a change in set- 


ting or therapist. 


It is our impression that because parents 
of schizophrenic children use their child 
as a defense against their own anxiety, they 
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undermine improvement at certain stages 
of treatment. In cases which improve, we 
find the parents have achieved adequate 
security to become more free of this patho- 
logic entanglement with their child. 

12. Adjuncts to treatment. Various ad- 
junctive treatments were utilized, such as — 
school, special group, inpatient institutions, 
foster homes and camps. There were 24 
such facilities used for the children who 
showed the least improvement and 13 for ~ 
those most improved. The next finding 
points up that adjuncts without synchro- 
nization may be meaningless. f 

13. Synchronization of treatment co 
ponents. When we rated the degree of syn- 
chronization of therapy of child and parent 
and the integration of adjunctive treatmen 
by the therapist, 8 of the 10 children who 
improved the most rated at the highest 
level and the other 2 were near this level 
Three of the children who improved leas 
rated at the highest level of synchronization 
and 7 rated at low levels. 

14. Major changes in the immediate fami 
ly group during treatment. There wer 
major changes in the family environment 
of 6 of the 10 most improved schizophrenic 
children, For example, in one family, t 
father died and mother married a new 
healthier husband who was considerable 
help to the child. In 3 other instances, thi 
child was permanently removed and placed _ 
in foster families, In 2 of the 10 least 
improved children, there were changes 
which were not necessarily helpful. There 
was a divorce in 1 family and the fath 
who was the major support of another child, — 
died. ; 

Discussion 


Certain factors differentiated the most 
improved from the least improved. Th 
combined presence of the following items 
appears to foster optimal therapeutic re- — 
sults, We realize that these factors ma 
not be all inclusive. Omitted are such im: 
portant considerations as the experienc 
and skill of the therapist : A 

1. Emotional investment of the thera- 
pist. We find that the quality of the thera- 
pisťs countertransference and his beli 
and expectation in the child’s capacity to- 
improve, have significant bearing on results 
Unless the therapist is strongly invested in 
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the treatment of the particular child, he 
is unable to offer the kind of emotional 
interaction which has been lacking in the 
child’s prior relationships and which the 
child requires to improve. Because of their 
painful experiences, these children have not 
ade a sufficient tie to human beings. The 
emotional investment of the therapist and 
other participants in the treatment plan 
motivate him to try once more. 

2, Lack of change of therapist. In con- 
rast to the multiple therapists in the un- 
improved cases, the improved cases had 
either 1, or at most 2 therapists, Continuity 

can be maintained with a shift in therapist 
the shift is part of the treatment plan. 

‘or example, occasionally children seem 

unable to advance from a regressed thera- 
“peutic relationship with a therapist from 
“whom they received the kind of direct 
otional gratification that is necessary in 
he beginning stages of treatment. Transfer 
o a new therapist may be necessary. How- 
sver, when transfer occurs for reasons out- 
side of the treatment needs of child and 
arents, it may be extremely disruptive to 
progress. Schizophrenic pathology includes 
problems in reality testing concerning the 
ve istence of a love object or person. Shifts 
therapists add to the child’s confusion as 

ho is there in reality and who is not. 
3. Synchronization of treatment com- 
ments, In our experience, it is of prime 
mportance for the therapist to take active 
esponsibility for synchronizing the total 
therapy and offering support to the various 
participants. This may include regular 
meetings with supportive representatives in 
the child’s environment, such as foster 
‘parents, teacher, leader of special play 
groups formed around the needs of the 
child, scout masters or the staffs of social 
agencies who have some kind of responsi- 
bility for the child. In such synchronization 
the therapists’ goals include: (a) inter- 
pretation of the child’s behavior and sup- 
port to the above individuals who may 
therwise become discouraged or made so 
anxious by the child that they become im- 
mobilized in their efforts to help him; and 
(b) clarification of the roles, integration 
of the approaches to the child in order to 
minimize conflict between the participants, 
or disruption of the various components of 
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the treatment. This integration of thera- 
peutic forces is perceived by the child as 
providing the security of a unified environ- 
ment, and counteracts his fear of frag- 
mentation and disintegration. 

4, Parental support for improvement in 
the child. Even when therapy is optimal 
from the point of view of synchronization, 
investment, and continuity, progress goes 
awry unless the child has emotional sup- 
port for positive changes from his parents 
or substitute parents. In treating the par- 
ents, it seems essential to recognize the 
role the child’s pathology plays in protect- 
ing other family members against their 
own anxieties, and to anticipate the in- 
evitable resistances to change. In cases 
where the child greatly improved, the 
parents gained sufficient support from their 
own therapy to become able to offer him a 
more positive relationship. 


CONCLUSION 


It appears that with so severe an illness 
as childhood schizophrenia, the absence of 
any one of the following 3 environmental 
supports : competent psychotherapy, posi- 
tive parental attitudes, strong adjunctive 
therapy, such as school or day care, may 
tip the balance against improvement. 


BIBLIOGRAPHY 


1. Kaufman, I., Rosenblum, E., Heims, 
Lora W., and Willer, L.: Am. J. Orthopsy- 
chiat., 27 : 683, 1957. 

2. Boatman, M. J., and Szurek, S. A.: A 
Clinical Study of Childhood Schizophrenia. In 
Jackson, Don D. (Ed.}: The Etiology of 
Schizophrenia. New York: Basic Books Inc., 
1960, p. 389. 

3. Rank, B., and MacNaughton, D.: A 
Clinical Contribution to Early Ego Develop- 
ment. In The Psychoanalytic Study of the 
Child, Vol. V. New York: International Uni- 
versities Press, 1950. 

4. Kaufman, I., Frank, T., Friend, Jeannette 
G., Heims, Lora W., and Weiss, Ruth : Adapta- 
tion of Treatment Techniques to a New Classi- 
fication of Schizophrenic Children. Presented 
at the annual meeting Am. Orthopsychiat. 
Assn., Chicago, 1960. 

5. Brown, J. L. : Am. J. Orthopsychiat., 30 : 
382, 1960. 

6. Wallerstein, R. S., Robbins, L. L., Sar- 
gent, H. D., and Luborsky, L.: Bull. Men- 
ninger Clin., 20 : 221, 1956. 


A 


i 


1962] 


I. KAUFMAN, T. FRANK, J. FRIEND, L HEIMS, AND R. WEISS 


7. Mahler, M. S., Ross, J. R., and DeFries, 
Z. : Am. J. Orthopsychiat., 19 : 295, 1949. 

8. Simon, W., and Wirt, R. D.: Am. if 
Psychiat., 117 : 887, 1961. 

9. Kaufman, I., Frank, T., Heims, Lora W., 
Herrick, J., Reiser, D., and Willer, L. : Am. J. 
Psychiat., 116: 920, 1960. 


DISCUSSION OF PREVIOUS TWO PAPERS 


S. A. SzureK, M.D. (San Francisco, Calif.). 
—These papers illustrate two of the several 
types of approach to the study of the psychoses 
of childhood. They characterize more or less 
the burgeoning literature of the last decade 
and a half of about a half-century of the his- 
tory of our acquaintance with this subject, 
particularly in this country. One of these papers 
represents the increasing number of clinicians 
in child psychiatry with progressively greater 
training, experience and interest in psycho- 
analytic, or, more generally, in psychological 
modes of therapeutic research. Such clinicians 
have with increasing persistence applied their 
resulting skills to this severe, complex, still 
puzzling and prognostically grave disorder or 
group of syndromes. Such prolonged studies— 
a new form of the longitudinal approach—are 
efforts to explore the limits of the psychogenic 
theory. The other report is an example of the 
primarily cross-sectional method. It is, how- 
ever, sophisticated in present day awareness of 
the psychosocial factors contributing to per- 
sonality development and maldevelopment. Yet 
it seeks differential information to estimate 
the relative importance of etiological contribu- 
tions from the two logically possible sources, 
namely, inherited or acquired somatic disease 
and postnatal experience. 

ĮI wish to comment briefly regarding histori- 
cal perspectives. Until 1941, the year of pub- 
lication of Charles Bradley's book on childhood 
schizophrenia, the literature was, especially in 
this country, relatively small. In the decade 
from 1946 to 1956, one survey 1 listed 542 
titles, and the past 5 years have probably wit- 

wth. Amid considerable 


students of chil 
the fact of such disorders, albeit with debate 


continuing regarding nosology, 
therapeutics. 


i Elstein, R., Bryant, K., and Friedman, S. W. : 
Childhood Schizophrenia and Allied Conditions. In 
Bellak, Leopold (Ed.) : Schizophrenia : A Review 
of the Syndrome. New York : Logos Press, 1958, 


p. 555. 


Recent contributions from genetic studies, ~ 
from neurophysiology, biochemistry and other 
basic sciences have given fresh impetus to the |4 
search for somatic etiological factors. The con- 
tinuing work of clinicians, on the other hand, 
has uncovered a considerable variety of syn- 
dromes, of onsets and of clinical course, of 
lated psychosocial factors and sometimes of 
associated definable organic disease. Among 
these clinicians the more psychologii 
minded have emphasized the great variety i 
and severity of parental disturbance, perhaps 
always manifested in intrafamilial disorder, 

As might be expected, the whole range of | 
the available therapeutic armamentarium has 
been and is being studied : the somatic treat- 
ment of various kinds of shock, and of drugs, 


parent or pa 
ferentiating the psychotic syndrome from men- 
tal deficiency, from obscure, or insidiously 
developing, definable disease of the nervous — 
system, especially in the earlier years of f 
are present. 

Let us consider the Ittleson paper first. Many 
workers in this field have for some years come 
to expect that reports from this center under 
Dr. Goldfarb’s directorship will be concise, ~ 
well-written documentations of pieces of wo) 
which are often ingeniously designed tests of 

with considerable lo 
ptions. Th 
tion to this — 


aspects of a contin 
program of research pu! 
and considerable imagination. I 


t has been 
of the 


data obtained, 
of the relevance to 
cautious conclusions, their judicious 
edgement of limitations, their reservations re- 
garding the size of the sample and their dis- — 
cussion relating it to the experience and ideas — 


of other observers. 


basic effort in thi 
logical possibility that 
etiological factors operating in 
in different patients. 
some question concernin, 
make the basic division of 


914 SUCCESS AND FAILURE 


[ April 


“organic” and the “non-organic” subgroups. 

_ That there is a considerable proportion of writ- 

ers who make no mention of the “soft” and 
“equivocal” neurological signs and suggestive 
history may be an indication of their reserva- 
tion about the validity of these criteria as indi- 
cators of disease of the central nervous system. 
The authors use quotation marks around the 
= words organic and non-organic through- 
_ out their paper. Further, they express the atti- 
tude that these signs and historical data are 
4 “suggestive,” “transient,” and “subtle” indi- 
R cators of neurological impairment. 
f All this does not, of course, invalidate the 
possibility that these signs do indicate such 
organic impairment. Nor does it preclude the 
possibility that organic impairment may be one 
day more directly substantiated. Moreover, 
these considerations do not reduce the value of 
iy effort such as this one to examine all avail- 
able correlative information concerning this 
possibility. Also the data tend in almost all re- 
= Spects to support the probability that there are 
significant differences between the 2 groups. 
_ Therefore, it seems as if 2 subgroups have been 
_ separated from the total sample studied. Fur- 
_ ther, the data regarding differences here re- 
ported, that is in parental disorder, in the num- 
ber and degree of disorder in the siblings of the 
atients, and in the kind of family interrelation- 
‘ships are, I think, concordant with the observa- 
tions of other students. 

The critical point here is, therefore, perhaps 
only whether or not such data as obtained in 
this cross-sectional study would support the 
same thesis if examined in the light of supple- 
mental information from the same families as 
to the: chronological order of events in each 
family. As I have said, variations have been 
observed by others in form and in severity of 
_ the child’s symptomatology, and these seem 
_ related to the form and severity of his parents’ 
disorder, to the degree of disorder of the 
__ siblings, to the number of the siblings affected 
_ and particularly their ordinal position in the 
= sibship in relation to the patient. These differ- 
ences appear also related not only to the degree 
= and form of intrafamilial equilibrium within 
any one family, but also consonant with the 
differences observed between various families. 
_ Such observations seem particularly clear in the 
course of prolonged longitudinal and especially 
therapeutic studies. Such variations in history 
_* of the family in such studies can be often re- 

lated to the degree, kind and duration of the 

premarital neurotic disorder of each parent, to 
the stresses external as well as internal to the 
family after their marriage, or as expressions of 
the interaction of all of these factors, particu- 


larly prior to and after the child patient’s birth 
and that of those of his siblings affected by the 
disorder. These variations are also seen clearly 
related to therapeutic procedures. It goes al- 
most without saying that such changes in both 
the history and in the period during therapy 
may be either in an integrative or malintegra- 
tive direction. 

These questions concerning interpretation or 
the significance of the findings reported in this 
study have, of course, no bearing on their 
value as additional information for this prob- 
lem. As a model of design of a study and of 
clear reasoning about the data, this paper is 
an encouragement to other students to work in 
the same way and direction and it is a portent 
of the quality of the work we may expect from 
the authors in the future. 

The paper by Dr. Kaufman and his collab- 
orators is an effort to assess the relative influ- 
ence of factors which affect the progress of the 
psychotherapeutic approach to these disorders. 
It is an indication, too, that the number of 
these children with whom this kind of work 
has been done, and for a long enough 
time (12 years with one patient in the group 
reported here) by individual therapists and 
groups of therapists in various centers, may be 
sufficient to subject the experience to com- 
parison and some analysis. 

Such psychotherapeutic efforts have, I think, 
been at times misunderstood by some as ex- 
pressions of rather naive optimism which dis- 
regards or blinds itself to the other theoretical 
possibility of the presence of somatic etiological 
factors. The work, however—if I surmise cor- 
rectly the intent and theoretical position of the 
authors, of other colleagues similarly engaged, 
or if I may speak for myself—with an eye as 
to how the biochemist is coming along and 
with close repeated study of the somatic con- 
dition of patients is an attempt as far as pres- 
ent knowledge and current opportunities per- 
mit to discern those factors within the psy- 
chological domain which affect negatively or 
positively their experiment within this hypoth- 
esis. If the negative factors could be iden- 
tified, estimated and eventually reduced or 
eliminated, then the results of such purely psy- 
chological therapeutic experiments would con- 
tribute their share of data towards the final 
answer as to etiology, nosology and hence to- 
wards more rational therapeutics. 

The relatively small number of children 
markedly improved towards integration, and a 
larger number of somewhat improved or tran- 
siently improved have led the most experienced 
of these clinicians to study reflectively the var- 
ious factors in their own accumulating clinical 


a 


1962 ] 


I, KAUFMAN, T. FRANK, J. FRIEND, L. HEIMS, AND R. WEISS 


experience for further insights and possible im- 
provement of their own methods. They, more 
than colleagues who are less inclined towards 
the psychogenic possibilities, are well aware of 
the inadequacies of their own methods, the 
innumerable gross and subtle factors operating 
negatively in their experiment within the hy- 
pothesis. 

Among these is the enormous amount of 
time needed to acquire the experience and skill 
to begin the labor of understanding the nature 
and depth of the psychopathology not merely 
in some intellectual and theoretical sense but 
in the fully emotionally integrated sense which 
has some chance of being translated into a be- 
ginning of a workable therapeutic situation 
with any individual patient. Even after this has 
begun to be possible with a given child the 
extremely sensitive and generally tenuous na- 
ture of the rapport often eventuates in a 
violent or subtly persistent withdrawal of the 
patient to even a slight variation in therapist's 
attention or affective attitude, or in reaction to 
some events outside of the therapeutic situa- 
tion. Similarly great periods of time are needed 
for working through details of the transference 
after a fairly resilient therapeutic situation has 
been established. If the experience of therapists 
in other centers is at all like our own then 
repeatedly there are self-examinations as to 
whether a still greater frequency of sessions, 
more sensitive skill, earlier in the child’s dis- 
order or a longer duration might not have re- 
sulted in a critically more solid and durable 
integration than actually has occurred. Sim- 
ilarly searching questions of adequacy may be 
applicable to the work with the parents and 
to the work of other professions with the child 
in the hospital, such as the nurse, the teacher, 
the occupational or recreational therapist. 

I shall only mention the other important 
problem of integration of the work of all pro- 
fessional personnel of the staff in their common 
yet differentiated tasks with the child and his 
parents towards the goal of reversing the 

deeply pathological vicious circles in each of 
them. In all this the immense difficulty of 
maintaining a sufficient continuity of the same 
personnel with a given child and his family can 
hardly be underestimated. The time lost with 
each inevitable change of therapist or of nurse 


by reason of the patient's regressions and of 
the need for each new person to establish him- 
self with the child or parents seems sometimes 
incalculably tragic. Yet more and more centers 


very difficult problem of designing units of 
measurement with which all workers would — 
agree—and especially about the relevance fo: 
the quality of human psychological health « 
integration of any simply determinable, quan: 
titative factor. Nevertheless, many clinicians 
are constantly striving in this direction becaus 
of understandable desire for comparability of 
their own experiences and with those of others. 
The 14 factors here used, perhaps not 
equally easily and equally reliably quantified. 
are in the direction of such a self-critical in: 
quiry into the possibly discriminable elements | 
of each of essentially 3 aspects which are fun 
tionally almost inextricably interrelated in 
extremely complex field. These aspects operate 
within and outside the therapeutic situation | 
either direction as far as reduction of the dis- 
order is concerned. The 3 aspects I have in 
mind are : 1) those from the side of the pa- 
tient and his family ; 2) those from the side 
of therapists ; and 3) those from the changing 
circumstances of the work. i; 
The major point of this study—which is 
agreement with the experience of other clin 
cians—is that purely psychological therapy does 
affect some change towards integration in many — 
children with this disorder and in a few to a — 
considerable degree. With the final impressions 
of the authors regarding the 4 factors, the com: 
bined presence of which fosters optimal thera- 
peutic results, I think our own experience 
Langley Porter Neuropsychiatric Institute 
San Francisco would be in general agreement 
I surmise also that the present authors, along — 
with others working in the same way, would — 
wish to use past experience to test the efficacy — 
of still greater intensiveness of therapy with — 
patient and parents and greater precision and 

integration of so-called adjunctive, milieu wo 
in the future. 
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MAJOR THEODORE M. BADGLEY, (M.C.), «= 
CAPTAIN HARRY C. HOLLOWAY, (M.C.), U.S? 3A? 
AND CAPTAIN JAMES L. HEDLUND, (M.S.C.), U.S!" 
resume an 
Although numerous papers describing the ing to a Kraepelinian type in The schizo- 
Prognosis and course of schizophrenia have eventual deteriorating course. Mle, hebe- 
' appeared in the literature, only a few have phrenic reaction types are: sim,g° and not 
been concerned with schizophrenic reac- phrenic, catatonic, paranoid, latent,+hi- Eora 
tions in the military population (1-8). It has elsewhere classified. All reaction typan S 
been suggested (2, 3) that schizophrenic re- cept latent are designated as acute™r ' 
actions in the armed forces may include a chronic, and mild, moderate or severe. ia 
larger percentage of benign disorders, im- During 3 years, 1956-58, 2302 active duty 
plying that the schizophrenic serviceman is male military patients were evaluated and 
a breed apart, characteristically with a discharged from the psychiatry service at 
good prognosis. In this study we are ex: Walter Reed General Hospital ; 784 were 
amining the healthiest of this breed, service- diagnosed schizophrenic reaction, and of 
men who not only achieved remission from these, 727 (92.7%) improved sufficiently to 
psychosis, but were continued on duty in þe released to their own care ; 201 (25.6%) 
_ the military setting. BY of the 784 were returned to duty in good 
The population is all male military Pa- remission, fit for service and eligible for re- 
tients diagnosed schizophrenic reaction and enlistment; 524 (66.8%) were medically 
returned to duty from Walter Reed Gen- separated for mental disability; and 59 
eral Hospital during the years 1956, 1957 (758) received other types of disposition 
and 1958, For each man the prognosis was such as, dropped from the rolls because of 
that he could return to duty and accomplish AWOL, transferred to another hospital be- 
Abate ai ee ee occupational fore completion of treatment, or released to 
ji A RAS aed ii dit sate fi Bes another agency for disposition, e.g., return 
| t0 examine the validity of this pr ction, to National Guard. This study concerns the 
which is considered to have been correct if 901 men returned to d 
e patient continued on active duty for Clinical hi “he 
24 months or if he were routinely dis- ealth records and Personnel files 
_ charged after completion of his obligated he ee ated for each serviceman. The 
“service like any other serviceman, ea th record describes hospitalizations and 
visits to sick call and clinics, The personnel 
AGNOSTIC CRITERIA file ee : record of educational achieve- 
The criteria used in the diagnosis of Ea Say nent eXperiences, Armed 
schizophrenic reactions are found in the Forces classification test Scores, assignments, 
Joint Armed Forces ublication, Nomencla- A «ete 
re and Method bf Recording Psychiatric mene Ee and military crimes, enlist- 
). In general these standar ds i: and discharge record, and efficiency 
Bleuler, with emphasis on nass. 
the presence of a fundamental disturbance For each man on duty a current evalu- 
ips, concept formation, ation of efficiency was obtained from his 


rec- 
sits, 
í er available medical 
Read at the 117th annual meeting of The TCPOrts were obtained. Patients temporarily 
oe te Association, Chicago, ml, Tetired from active duty for a psychiatric 
n 12, 1961. ; disability were periodically re-evaluated, 
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various sources provide a 24-month, longi- 
tudinal, post-Walter Reed follow-up for 
each man. Each was sent a questionnaire ; 
however, data from these will not þe pre- 
sented here. 


DEMOGRAPHIC DATA 
Enlisted vs Officer 182 enlisted men - 19 officers 


Grade (Rank) Recruit—Master Sergeant ; 
Warrant Officer—Lieutenant Colonel 


144 Army ; 57 Air Force 
2 days-19 years (Mean=6.8 years) 


Branch of Service 
Length of Service 


Age 17-49 (Mean=27.9) 

Race 55 Negro ; 146 Caucasian 
Marital Status 103 single ; 98 married 
Education 4-20 years (Mean=11.2 years) 


The diagnostic types of schizophrenic re- 
actions were : paranoid, 61% ; catatonic, 4% ; 
latent, 6%; and N.E.C. (mixed), 28%. All 
cases except those diagnosed latent were in 
a general sense acute in onset; 10% were 
rated as mild; 33% as moderate; and 50% 
as severe. 
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GRAPH 1 


SECOND YEAR 
EACTION & RETURNED TO DUTY (N=201) 


Clinical records indicated a pre-psychotie 
schizoid adjustment pattern in 18% ; chronic ` 
or recurrent acting out in 8%; chronic or 
recurrent neurotic symptomatology in 6% 
and no clearly-defined abnormality in pr 
morbid personality in 67%. An identifiab! 
and possibly precipitating event, such 
marriage, engagement, separation from wife 
and family, other specific loss, transfer, 
courts-martial, etc., was present in 27%. 

Treatment was intensive and broad 
in scope, utilizing psychopharmacologic i 
agents, electroconvulsive therapy, individ 
and group psychotherapy, recreational, oc- 
cupational and work therapy, and incor- 
porated some of the principles of mili 
therapy as described by Artiss(6, 7, 10) i 

The average hospitalization prior to the 
follow-up was 101 days, with 5 servicemen 
hospitalized less than 30 days and 16 longer 
than 180 days. 5 5 


24-MONTH FOLLOW-UP 
Graph 1 portrays the percentage of men — 
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m duty, in civilan life and in the hospital, 
plotted over the 24-month course. The per- 
centage of men in the hospital declines 
from 15% at 3 months, to 9% at 24 months. 

_ Two years after return to duty the mili- 
ary status or type of disposition from serv- 
ce was categorized as follows : 

1. Disability Group. Sixty-six men (33%) 
uffered a relapse or other decompensation 
cessitating rehospitalization and dis- 
arge from the service for mental disabil- 
ity. Following their initial release from 
WRGH, they completed an average of 9% 
months of duty, 5 of which were on the job, 
d 4% of which were in military hospitals. 
\t the time of their medical separation, 62 
e released to their own care, and 4 
_ were directly transferred to Veterans Ad- 

istration hospitals. Twenty-five of the 
62 required civilian rehospitalization after 


if 


discharge from the service. During the 2 
ears the combined military and civilian re- 
\ospitalization for the entire Disability 
'oup was 106.4 days per man per year. 
tal days lost, which includes AWOL and 
carceration as well as hospitalization, was 
sentially the same. 
2. Inept Group. Thirteen men (6%) had 
n administratively discharged from the 
-service because of ineptness or low intelli- 
| gence scores, or for reasons other than the 
hizophrenic process, Hospitalization days 
luring the 2 years were 13 per man per 
ear, and the total days lost were 45 per 
an per year. / 
3. Completed Service Group. Fifty-three 
men (26%) had been discharged at ex- 
pi (ETS). Demo- 


G 


piration of term of service 
aphically this was the most deviant group. 
| members tended to be single, younger, 
and had less time in service, Almost none 
ad combat experience, as opposed to 30%- 
50% in the other dispositional subgroups. 
Hospitalization and total days lost will be 
considered later. 

4. Duty Group. Sixty-nine men (34%) 
ere still on active duty. Of these, 13 had 
een hospitalized, and 7 had sustained dis- 
ciplinary action (e.g, reprimand for 
AWOL). Hospital days were 13.5 per man 
‘per year, with an additional 2 days lost to 
WOL and/or stockade time. 

_ Analysis of these dispositional subgroups 
teveals that those who remained on duty 


for 24 months were significantly older, with 
significantly higher rank and longer term 
of service than the other schizophrenic 
servicemen returned to duty. They also had 
accrued more military citations and awards, 
and were significantly more frequently mar- 
ried than the servicemen of other sub- 
groups. Race, level of educational achieve- 
ment, premorbid personality pattern, self- 
referral, existence of precipitating events, 
type of diagnosis, length and course of 
Walter Reed hospitalization, and previous 
psychotic episodes did not reliably discrim- 
inate among dispositional subgroups. 

Of those men discharged at the expiration 
of term of service, 24 were not reassigned 
to duty because of the closeness of their 
expected date of expiration of term of 
service and their desire not to re-enlist. The 
remaining 177 men were reassigned to duty 
and thus tested the prediction of a favor- 
able outcome on duty. This prediction of 
reintegration was correct in 55%. 

Although such factors as age, rank, length 
of service, and marital status did vary sys- 
tematically among the 4 dispositional sub- 
groups, only longer length of service was 
Statistically significant relative to correctly 
predicting reintegration on duty. 

The longitudinal follow-up demonstrated 
that during the first 3 months of return to 
duty, 40 men had some difficulty in 
readjusting to military life, as evi- 
denced by rehospitalization or disciplinary 
action and of these 40 men, 37 (92.5%) 
Were separated. During the first 6 months, a 
total of 60 men showed this evidence of 
failure to adjust, and of these, 53 (88.3%) 
were separated. 

Twenty-nine men were reassigned and 
completed an average of 8.4 months of 
duty per man before the expiration of their 
obligated term of service. During that con- 
tinuance in service they had few lost days, 
none due to military tehospitalization and 
15 days per man per year due to unexcused 
loss of time. In the 2-year follow-up period, 
3 civilian rehospitalizations resulted in 6.7 
hospital days per man per year, 

‘ In contrast, 24 men reached the expira- 
tion of their obligated service time while 
they were in the hospital, did not re-enlist, 
and were discharged from the service di- 
rectly after release from the hospital. These 
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24 were not re-exposed to duty. The num- 
ber of hospital days per man for the 2 years 
of civilian life was 33,8 days per year. 

These 2 groups were essentially identical 
in age, rank, length of service and person- 
ality patterns. All underwent a schizo- 
phrenic break in this service, and the same 
prognosis was given both groups. The com- 
parison of number of hospital days per 
man in these 2 groups brings into question 
the speculation(2,3) that the stresses of 
military life are more apt to precipitate 
schizophrenic psychoses than the stresses of 
civilian life, 

Performance studies on unselected draft- 
ees and paroles to the Army(11), enlisted 
men originally rejected for neuropsychiatric 
reasons and subsequently inducted(12), 
and inductees in general(13, 14, 15) allow 
the overall estimate that approximately 90% 
perform military service without undue 
difficulty, Comparison with this overall rate 
of effectiveness in unselected groups allows 
us to judge the effectiveness of the group 
of schizophrenic servicemen who were able 
to reintegrate into military life. 

In the group successfully predicted to re- 
main on duty, 92% showed no AWOL’s or 
other behavior necessitating disciplinary 
action ; 87% were not rehospitalized. 

There are 60 men remaining on active 
duty to the present time. Half of them are 
in supervisory positions, and there is no 
discernible favoring of any particular type 
of job. Unit commanders have furnished us 
with a performance rating and other cur- 
rent information in 56 cases. Eighty-eight 
percent are seen As average or better in 
terms of useful and effective work, motiva- 
tion, emotional stability, and social adjust- 
ment. The performance rating for each 
man was the average of 4 ratings, using the 
scale, 1=poor, 2=below average, 3=aver- 
age, 4=above average. The mean perform- 
ance rating is 3.112. There is no difference 
in rating between those who were or were 
not rehospitalized. However, those who had 
sustained some disciplinary action are rated 
lower. Downgrading is also evident when 
the rating officer was aware of “nervous 
complaints.” This contrasted with average 
or better ratings given when the rater was 
aware of “physical complaints” or no com- 


plaints. 
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Discussion 


Characteristically, research dealing 
prognosis in schizophrenia has used 
criteria of clinical outcome, e.g., impro 
ment in the hospital, ability to leave and, 
remain out of the hospital, few or no exa 
bations. By studying a military populat 
this investigation has been able to us 
more inclusive criterion of “reintegr 
into premorbid environment,” with the 
jectivity of documented performance 
duty and the operational use of reco: 
command and clinical decisions. 

The prediction of favorable outcome 
men returned to duty, according to Armi 
Forces policy, implies the expectation 
adequate performance in the broad se 
of occupational and social reintegration. . 
tensive observing and recording systems € 
the Armed Forces, including areas of bot 
clinical and field information, provide doc 
mentation of individuals’ personal adj 
ment and duty performance in such a 
as to permit relatively detailed evalı 
of past and concurrent events importani 
follow-up study, It is conceivable that in 
the future this repository of document 
could be refined into an active system 10) 
recording data about the natural historii 
of all schizophrenic (and/or other) 
orders which occur in the military. i 


not been 
identifying, on releas 


ment. 

That some schizophrenic servicemen 
be and have been successfully return to” 
duty is no longer in question. This stud 
provides a rational basis for the expecta! 
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of average performance from those who do 
_ reintegrate into military life. 


SUMMARY 

In terms of percentage, given 100 men 
- found to have schizophrenia while in mili- 
tary service and hospitalized at an Army 
neuropsychiatric treatment center, 93 im- 
proved sufficiently to be released to their 
own care ; 25 were returned to active duty ; 
14 remained on the job until completion 
of obligated service or for more than 2 
years ; 12 of these were rated as average 
or better by the using agency in terms of 
effective work and adequate social adjust- 
- ment, 
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. Inthe near future a manned space vehicle 

will be launched, Rapid technological ad- 
vances promise progressively longer flights 
including explorations of other planets. In- 
dividuals selected for these ventures will 
be exposed to such stresses as high acceler- 
ative forces, weightlessness, prolonged loud 
noises, vibration, radiation hazards, con- 
stant danger, confinement, monotony, iso- 
lation and sensory alteration with a lower- 
ing of sensory input. It is with these latter 
4 stresses that the present study is con- 
cerned, 

A review of the biographical and anec- 
dotal accounts of men who have been alone 
and isolated at sea on rafts or in the Ant- 
arctic, reveal that many of them reacted 
with profound psychological alterations. At 
times these changes were perceptual with 
the person experiencing visual or auditory 
hallucinations, On other occasions there 
was intellectual impairment with an in- 
ability to concentrate and a decreased. ver- 
balization for fear that this decrement in 
intellectual power might be revealed, At 
still other times changes occurred in mood 
with deep feelings of loneliness and de- 
pression. 

In recent years an interest has developed 
in trying to simulate these conditions of 
isolation and sensory deprivation. One of 
the earliest reports came from the McGill 
studies(1). Subjects lay on a bed in a 
small room while a constant white noise 
was present and visual input was depat- 
terned by use of translucent goggles. Cot- 
ton gloves and cardboard cuffs reduced tac- 
tile stimulation. Subjects experienced vivid 
hallucinations and showed intellectual im- 
pairment. A later study by Vernon(2) was 
conducted in a dark, soundproof room. The 
subjects wore earplugs and cardboard 
gauntlets, but had more freedom of move- 


1 Read at the 417th annual meeting of The 
‘American’ Psychiatric Association, Chicago, Ill., 
My 8-12, 1961. 

Psychophysiolozi: 
Medical Laboratory, 


cal Stress- Section, Aerospace 
Wright-Patterson AFB, Ohio, 


ss TT p 


ment than those in the McGill study. Th 
subjects denied perceptual change a 
tellectual impairment was not foun 
testing. Lilly(3) at NIMH suspended 
subject in a tank of water with temperatui 
held constant at 34.5° C. The subject wí 
only a headmask which blacked out vi 
Vivid hallucinations occurred in 2% i 
hours, Subsequent experiments by Shurley 
(4) at Oklahoma, also using the water 
mersion method, have revealed that mi 
subjects developed hallucinations and hi 
lucination-like experiences, The isolat 
studies performed by Ruff, Levy and Thaler 
(5) at the Aero Medical Laboratory usé 
mostly Air Force personnel. Subjects 
placed in a soundproof room with visio: 
put either depatterned by translucent 
gles or blacked out with masks, T 
studies did not show the dramatic pt 
ceptual changes and hallucinations thal 
were reported by the other experimenter 


METHODS } 
This present study was designed to stut 
the psychophysiological reactions of Aii 
Force pilots to sensory deprivation usin 
water immersion method in order to mi 
mize sensory input, The subjects, wearin; 
only a modified pressure helmet and 
nary collection device, were submerged 
tank which measured 8 ft. long, 24 ft, 
and 4 ft. deep. Temperature of the wat 
was maintained between 90°-93° F. by 
flow of warm water into the tank. A re; 
lator on the helmet permitted balani 
air pressures for the submerged subje 
Light was excluded and except for 
monotonous hum of the air blower and 


Because of the buoyancy © 
water, the musculo-skeletal system 
proached a weightless state, A pulley tic 
down was necessary to counterbalance thi 
buoyancy of the helmet. A small tube in the | 
helmet allowed the subjects to drink water — 


from a bottle. Twenty-four gauge needl 
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electrodes were used as EEG sensors, small 
surface electrodes in the mid-axillary line 
for ECG and respiratory sensors. Subjects 
were instructed to move as little as possible 
and to describe freely all their thoughts and 
feelings. A microphone in the helmet per- 
mitted all verbalizations to be recorded and 
cognitive function as measured by the Wat- 
son-Glaser Deduction Test and Robinson 
Rhymes Test was assessed before and after 
the experiments, All subjects were inter- 
viewed after the experiment by a psychia- 
trist for reactions to the experimental situ- 
ation, 


RESULTS 


The 10-hour period of sensory depriva- 
tion was initiated with 14 volunteers, 4 of 
whom aborted the mission within 2 hours 
because of leaks into the helmet or inability 
to void, Of the remaining 10 subjects, 6 
aborted between 6 and 10 hours because of 
ee or pain in the neck, eyes, back or 

ead, 


TABLE 1 


Reactions to Sensory Deprivation 10 Subjects—6-10 Hours 


1, Time disorientation : 10 
_ 2. Decrement in concentration : 7 
3. Thoughts self-directed : 10 
4, Daydreams and search for stimuli: 6 
5, Unrealistic thinking : 3 
6. Imagery: 6 

= 7, Affective States : 
(a) Loneliness : 5 
(b) Feelings of confinement : 6 
(c) Boredom : 10 
(d) Apprehension : 8 
= (e) Irritation : 8 
8. Need for movement and tasks : 10 

= 9. Sleep: 

(a) Subjective : 7 
(b) Objective by EEG; 5 


Behaviorial reactions. Table 1 summarizes 
the behavioral reactions experienced by the 
subjects. These are grouped into 9 cate- 
gories : 

1. Time disorientation. There was pre- 
occupation by all subjects with time. The 
subjects controlled the anxiety growing out 
of the loss of time orientation by three 
techniques: counting numbers, counting 


heart beats, and guessing when the experi- 
ment would end, They would, however, 
subtract an epoch from their first approxi- 
mation in order to avoid the anxiety gen- 
erated by being confined past the hoped 
for time of release. This technique was suc- 
cessful in that upon completion of the ex- 
periment most subjects thought less time 
had elapsed than actually had. Another in- 
teresting phenomenon was that toward the 
end of the experiment, time was experi- 
enced as passing more rapidly than it was 
occurring, 

2. Decrement in concentration. Seven of 
the 10 subjects reported a decrease in their 
ability to concentrate. This impairment was 
of such proportion in one subject that he 
could not remember the Lord’s Prayer or a 
familiar hymn. Another reported that for 
several hours after the experiment his mind 
seemed “blank” necessitating that he visual- 
ly focus on an object in order to concentrate 
effectively. In general, the altered concen- 
tration was in the form of thought proc- 
esses being accelerated, moving rapidly 
from one subject to another. Although sub- 
jectively experienced by most subjects, this 
altered thinking was not revealed by the 
two cognitive function tests administered 
after the experiment (Table 2). Possibly 
this cognitive alteration was only a sub- 
jective experience or perhaps the tests ad- 
ministered did not adequately measure this 
change, or that with reintroduction of 
meaningful stimuli, the normal intellectual 
function was quickly regained, 

3. Thoughts self-directed. Although the 
subjects were specifically encouraged to 
talk freely during the experimental period, 
there was a tendency for some to talk very 
little, one individual saying but 30 words 
during his entire 6 hours in the tank. These 
individuals rationalized their hesitancy in 
various ways. In several, further inquiry re- 
vealed heavily charged emotional situations, 
such as a fight to reject unwanted thoughts, 
imagery, or feelings of claustrophobia. For 
most subjects there was a turning inward 
on the self with a great preoccupation with 
the body and its state of comfort. Table 3 
reflects this somatic preoccupation which in 
7 subjects amounted to 80% or more of all 
their verbalizations, During the early stages 
of the experiment, some of the thoughts 
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TABLE 2 
Cognitive Function After Sensory Deprivation 


WATSON-GLASER NUMBER WRONG 


ROBINSON RHYMES NUMBER WRONG 


SUBJECT AGE CONTROL TEST CONTROL 
A 30 A2 * B7 Al 
B 30 * B4 A3 A3 
c 38 A2 * B5 AD 
D 32 *B3 A2 * BO 
E 31 AO *B2 AQ 
F 28 A0 * B2 A2 
G 35 *B7 A5 * B2 
H 44 * B10 A3 * B3 
l 30 Al * B4 Al 
J 38 * Bll AG Al 
WATSON-GLASER ROBINSON RHYMES 
Improved : 5 Improved : 4 
Worse : 5 Worse : 3 
Same : 3 


concerned things outside the tank, but 
gradually the focus of attention was con- 
stricted to the boundaries of the tank. Body 
discomfort was more easily reported than 
feelings of anxiety. In the postexperimental 
interview, this was admitted by some. Sev- 
eral admitted that focusing on body dis- 
comfort had prevented the occurrence of 
thoughts or images which upset them. 

4, Daydreams and search for stimuli. 
While most subjects had fleeting thoughts 
of past events and people, there was but 
little emotional involvement with this intro- 
spection. An active search was made for 
sensory stimuli, such as touching fingers to- 
gether, seeking for light sources or noting 
the sensation of bubbles moving over the 
skin. Many subjects were surprised that 
they derived so much pleasure from these 


TABLE 3 
Verbalizations in Sensory Deprivation 


ordinarily trivial stimuli. 
5. Unrealistic thinking. Only 3 individuals 
related unrealistic and disturbing thoughts 
all of which involved the body. These dis- 
tortions were impressions that the body — 
was tumbling in the water, that the head — 
was swelling and that the needle electrode 
were traversing the head, X 
6. Imagery. Although a majority of sub- 
jects reported some form of visual or audi- — 
tory imagery, most experiences were with 
out affect, Even the vivid illusion of a ra 


SUBJECT TIME IN TANK 


% VERBALIZATIONS SOMATIC 


TOTAL NUMBER 
COMFORT-DISCOMFORT 


VERBALIZATIONS 


10 hrs. 
10 hrs. 
8 hrs. 40 mins. 
6 hrs. 20 mins. 
7 hrs. 15 mins. 
10 hrs. 
6 hrs. 
10 hrs. 
7 hrs. 15 mins. 
6 hrs. 15 mins. 
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thought that if they were “let in” he could 
not control them. He was able to prevent 
eir occurrence or to dispel them by mov- 
‘ing or looking to the side of the helmet. 
7. Affective states. Moods varied among 
the subjects and also within the same sub- 
ect from time to time. Loneliness was re- 
orted by 5, sense of confinement by 6, 
oredom by 10, apprehension by 8, and 
rritation by 8. In addition, several de- 
cribed a transient state resembling sus- 
ended animation, in which the subject did 
ot desire to move or talk. 

8. Need for movement and tasks. All sub- 
ects expressed a definite need for a task. 
Although specifically instructed not to 
nove, no one was able to do this for more 
a few minutes. Several moved almost 
continuously throughout the test period. In- 
voluntary flexion of the extremities was 
noted in most subjects after movement had 


difficult to know where the body limits 
_ ended, This further prompted the need for 
movement to reassure the self where one’s 
extremities were in space. 
. Sleep. When subjects slept, they did 
for short periods and only rarely reached 
1 deep state of sleep. Reawakening fol- 
Ml lowed stimulation given by involuntary 
novements or urgency to void. Whenever 
the subjects awoke from sleep they were 
likely to experience increased anxiety 
momentary panic, They attributed 
e reactions to their loss of time and 
atial orientation. Quickly, however, they 
_ were able to partially reorient themselves 
avoiding prolonged anxiety, 
_ Physiological and Biochemical Results. 
EKG, EEG, and respiration were recorded 
every 15 minutes. There was much intrasub- 
ject and intersubject variation for pulse and 
respiration responses. One subject de- 
_ veloped a leak in the helmet after 4 hours 
so that we were unable to obtain pulse and 
respiratory measurements because of elec- 
trical interferences. For the remaining 9 
subjects, only the initial 6-hour period is 
used for comparison. Other than an initial 
mean pulse rate of 79 beats per minute as 
_ compared to the experimental mean pulse 
rate of 68 beats per minute, there was no 


consistent pattern, Both the initial mean 
respiration rate and the experimental mean 
respiration rate were 14 per minute. EEG 
was analyzed only for the presence or ab- 
sence of sleep patterns. Although 7 sub- 
jects reported sleeping, there was EEG 
evidence of sleep in only five subjects. 
Because of technical difficulties we were 
able to obtain satisfactory undiluted urine 
samples from only 4 subjects. These sam- 
ples were bioassayed for adrenaline and 
nor-adrenaline in the laboratory of Dr. Mc- 
Chesney Goodall, Memorial Research Cen- 
ter and Hospital, Knoxville, Tenn. Because 
the number of samples was so small, quanti- 
tative results will not be reported. One of 
the subjects showed a rise in both adrena- 
line and nor-adrenaline output, one a de- 
crease in adrenaline and increase in nor- 
adrenaline and two showed a marked 
decrease in both adrenaline and nor-adrena- 
line. In one of the latter subjects, the nor- 
adrenaline dramatically fell from 73.44 pgm. 
per 24 hours to 0.41 pgm. per 24 hours in 
the 10 hours. Neither the increases nor de- 
creases in adrenaline or nor-adrenaline were 
correlated with changes in pulse rate. 


CONCLUSIONS 


In evaluating the results of this series of 
experiments it should be noted that we did 
not obtain our desired level of minimal ex- 
ternal sensory stimulation, We do believe, 
however, that we did obtain a significant 
degree of sensory deprivation and attenu- 
ation, 

Although there are trends in reactions 
to sensory deprivation, it remains evident 
that the situation will be viewed differently 
by various subjects, Each subject will react 
to the situation in accordance with his past 
experience and personality structure. 

While intellectual and emotional changes 
were present in our Air Force group, the 
degree of alterations were not as great as 
in some of the previously reported experi- 
mental groups. It may be that the defense 
mechanisms of our group did not permit as 
much loss of reality contact as other experi- 
mental subjects, most of whom were college 
students or other non-Air Force groups. An 
alternate explanation might be that we were 
introducing so much external stimulation 
in the nature of physical discomfort that 
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subjects focused on this and prevented 
the lapse into primary process thinking with 
true hallucinations. By using new facil- 
ities and techniques, our future research 
will determine if further lowering of sen- 
sory input causes a greater loss of contact 
with reality. There was a suggestion that 
those who remained in the deprivation en- 
vironment for the 10 hours were able to 
relate the somatic discomforts with detach- 
ment and had confidence in themselves, in 
the monitors and in the equipment. 
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DISCUSSION 


Jay T. Suurtey, M.D. (Oklahoma City, 
Okla.).—It is a pleasure to welcome Drs. 
Barnard, Wolff, and Graveline of the Wright- 
Patterson Aerospace Medical Laboratory to the 
small, but growing circle of intrepid souls who 
are performing, by means of the water im- 
mersion technique, these experimental inter- 
ventions into the complex feedback loops 
normally existing between an individual and 
his environment. In terse aerospace language, 
they term this “under null-gravity conditions.” 
Since my presentation of a fragment of my 
own findings here last year,1 I have attempted 
to describe the complex nature of the experi- 
ments in operational terms, referring to the 
experimental variable in a short hand way as 
“the HHDE,” which stands for “hydro hypo- 
dynamic enyironment,” and categorizing the 
experimental frame of reference as that of 
bionomics, or experimental human ecology. 

I, like the authors of this paper, have re- 
luctantly resigned myself to the use of the 
misnomer, “sensory deprivation,” in referring 
to the product of the experimentation, since 
popular usage has so widely seized upon the 
term. The labels applied matter much less 


1 Shurley, Jay T.: Am. J. Psychiat., 117: 539, 
Dec. 1960. 


F 
than the fact that another group of experi- 
menters has demonstrated that curious, com- 
plex, and potentially disturbing effects upon 
mentation and physiology ensue in some pro: 
fusion upon even relatively brief exposures of 
otherwise highly effective, healthy individuals 
to this situation. 

The implication seems abundantly clear thai 
here is a highly challenging set of facts, fron 
both the practical and theoretical standpoints 
They must be explored, tested, and thoroughly 
understood if man is to develop capability o 
personally penetrating ever deeper into alier 
environments without encountering prevent 
able minor to major discouragements. For, | 
believe, disasters can occur if the implica 
tions of these experiments are ignored an 
necessary corrective measures not worked ou 
to counteract insidously developing decrement 
in performance. ae 

At the same time, I feel that generally to 
much has been made of the hazards, and no 
enough attention paid to the reward side of th 
ledger in assessing the effects of these an 
similar experiments. The behavioral finding 
reported here are quite similar to those o 
my group, allowing, of course, for significan 
differences in details of technique, and i 
subjects used. The problem remains, how t 
account systematically for the phenomen 
observed ! We note, too, the attempts to recor 
concomitant physiological data—a difficult tech 
nical problem. What is reported here in thi 
regard is interesting, but insufficiently mean 
ingful for me. S 

Among the many questions left unanswere 
by this sparse description of preliminary finc 
ings are these: Did the experimenters us 
themselves as subjects? If so, was this fac 
known to the subjects? What motivation: 
factors were known to be operating with th 
subjects, and with the experimenters ? Whi 
was the nature of the explicit and implic 
instructions to the subjects? How do th 
authors account for the discrepancy betwee 
the number of subjects reporting sleep, and th 
number in whom EEG evidence is found ? A 
judged by EEG, what depth of sleep was a 
tained ? Finally, were there any peculiaritic 
in the volumes of urine excreted by the 4 sul 
bac p which this could be accurately mea: 
ure : 


For me, this was a fascinating, even tantali; 
ing report. I congratulate the authors an 
look forward eagerly to hearing more fror 
this group. 


THE PSYCHIATRIC SERVICES OF TORONTO 


A. 


The initiation and development of psy- 
chiatric services in Toronto have a pattern 
similar to that of most North American 
metropolitan centres. Mental illness in the 
community created an immediate social 
problem which was managed by segregation 
into asylums: the separation was more or 
less humane but remained unenlightened 
until questing intelligence joined compas- 
sion in the discovery of useful knowledge. 
The conjunction, when time and opportu- 
nity allowed, revealed the great pioneers of 


_ psychiatric advancement. 


The Ontario Hospital, Toronto. The To- 


-ronto Asylum was built in 1846 on the ad- 


vice of a Committee of the College of 


' Physicians and Surgeons of Upper Canada. 
_ The.population of the city was then 19,706 
and the committee was anticipating the 


founding of a university medical school. 
The committee was concerned to involve 
students in the rapidly advancing science 
of mental pathology : consequently a suc- 
cession of Medical Superintendents of the 
asylum were appointed as Professors in 


- Medical Psychology at the University of 


Toronto, until in 1906 the incumbent was 
named Professor of Psychiatry. 
The old building is still sited at 999 


~ Queen St. West. As the Ontario Hospital, 


i 


Toronto, it was modernised in 1956, with 


; the provision of an up-to-date reception and 


treatment unit, an open outpatient division, 


_ class and lecture rooms and research labora- 


tories. In 1956 the hospital was recognised 
as a University teaching hospital ; its prox- 
imity to the University, the other teaching 
hospitals and the research institutes allows 
a somewhat unique contribution to graduate 
education in psychiatry. 

The Ontario Hospital, New Toronto is 
another Provincial mental hospital which 
has become surrounded by a rapidly ex- 


_ panding population. Originally it served the 


vast expanse of Northern Ontario, but now 


_ it is situated well within the 240 square 


miles of metropolitan Toronto and provides 


1 Professor of Psychiatry, University of Toronto, 
Canada. 


oog 


B. 


S. 


for the western portion of a 1,600,000 com- 
munity. To do so, the hospital has been re- 
organised into a number of separate clinical 
units and has added day care facilities and 
outpatient services. 

The Provincial Mental Health Services 
are the responsibility of the Minister of 
Health of the Province of Ontario, with 
offices located in the Parliament Buildings, 
Toronto. The Ontario hospital service in- 
cludes 16 mental hospitals, 3 hospital 
schools for the mentally retarded, and 25 
outpatient clinics. However, very important- 
ly the Ministry’s responsibilities extend far 
beyond the direct administration of a Pro- 
vincial hospital service. Psychiatric divisions 
of general hospitals, community clinics, 
graduate professional education, research 
facilities are all financed by grants-in-aid. 
In these ways the Mental Health Branch 
is closely identified with the expansion of 
psychiatric services, in collaboration with 
the communities, the voluntary associations, 
and the general hospital and university au- 
thorities. Many instances of such collabora- 
tion are to be seen in Toronto: a number 
are directly related to the initiative and 
vision of Dr. C. K. Clarke. 

Dr. Clarke was a man of indomitable 
spirit and extraordinary energy. In 1905 he 
was appointed Medical Superintendent to 
the Ontario Hospital, Toronto, and a year 
later became Professor of Psychiatry in the 
University of Toronto. In the same year a 
12-bed psychiatric unit for “functional and 
nervous disorders” was successfully oper- 
ating at the Toronto General Hospital. In 
1909 an outpatient clinic was established 
(Dr. Ernest Jones, director) for the purpose 
of working with mental cases “in the early 
stages of the disease.” Reporting on the first 
year of work Dr. Clarke stated “it is inter- 
esting to note that none of the (155) pa- 
tients so treated have reached the asylum, 
thus proving what has been contended that 
early treatment is not only advisable but 
important in many cases.” 

In 1912 Dr. C. K. Clarke was appointed 
Superintendent of the Toronto General 
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Hospital, and later to the influential post of 
Dean of Medicine. In this position he 
helped establish a “social service clinic” at 
the General Hospital to study the special 
problems of mental defectives in the com- 
munity. In 1916 he founded a psychological 
laboratory in the University of Toronto to 
identify children with “premonitory signs 
of insanity.” It was reported that of the 
first 569 children seen at the clinic, because 
they were believed to be mentally defec- 
tive, about 8% were found to be suffering 
from dementia praecox or some other form 
of juvenile psychosis. 

Since 1913 Dr. Clarke had been attempt- 
ing to establish a Psychiatric Institute in 
Toronto similar to the Munich Clinic under 
Kraepelin and Alzheimer: he perceived 
this institute as a centre of teaching and 
research in Ontario, but his efforts were un- 
rewarded until in 1925 the present Toronto 
Psychiatric Hospital was built at 2 Surrey 
Place. The University provided the site, the 
City constructed the building, and under a 
special act of the Legislature, the Province 
administered the services. Dr. C. B. Far- 
rar was appointed medical director and suc- 
ceeded Dr. Clarke as Professor and Head 
of the Department of Psychiatry, University 
of Toronto. 

The Toronto Psychiatric Hospital now has 
four main divisions in addition to its 76- 
bed inpatient unit. The adult outpatient 
department is situated on Elizabeth St. and 
College. The main emphasis is on individual 
psychotherapy, group techniques and social 
therapy. On-going research interests include 
the validation of the Rorschach test and 
speech and communication disabilities. The 
Forensic Clinic is at 7 Queen’s Park Cres- 
cent, adjacent to the main hospital : this 
clinic is concerned with the study and treat- 
ment of sex deviates. The Clinic for Chil- 
dren and Adolescents is at 34 Grosvenor St. 
—a Mental Retardation division has recently 
been established there. The research labora- 
tories, especially emphasising psychophysi- 
ological enquiries, are located in the main 
hospital. 

The hospital function has far outgrown 
its structure and a new Psychiatric Institute 
has been planned. A 240-bed hospital, 
teaching and research centre will be sited 
on the west campus of the University. For 


service and university purposes the Institute 
will be linked, even more closely than the — 
present hospital, with the Ontario hospitals, E 
the psychiatric divisions of the teaching 
general hospitals, the research institutes, 
the voluntary agencies and the community 
clinics. 4 
The Thistletown Hospital is an Ontario 
hospital which provides inpatient treatment 
facilities for very disturbed children, in- 
cluding autistic and schizophrenic children, 
Some 60 patients are treated in long c 
term: an emphasis on milieu therapy is — 
made possible by the utilisation of child 
care workers who are responsible for the 
daily management of the children. Features — 
of the programme are the training of pro- 
fessional personnel in child care work, and 
the use of the school rooms as an integral < 
part of the therapeutic planning. 3 
The Department of Psychological Medi- 
cine in the Hospital for Sick Children of- 
fers consultation and treatment services 
mainly on an outpatient basis. The clinic is — 
particularly concerned with psychosomatic 
problems, special disabilities, and acute 
manifestations of emotional disturbance. 
The West End Crêche represents an in- 
teresting experiment in the day care of 
autistic children. These patients are intro- 
duced into a milieu of normal healthy — 
youngsters if and when they seem ready for — 
the move. The psychiatric team works co- 
operatively with the staff of the Créche 
under the authority of a Board of Manage 
ment. oe 
Some municipal services are worthy o 
special f Toronto, Board 
of Heal 
organised in 19 
psychological testing, 
tion and counselling f 
tal health problems, 
The Child Adjustment 
Board of Education—und 
Dr. C. G. Stogdill) provid 


of behaviour problems referred by the 
ile and Family Court 
schools. The Juvenile a r 
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disturbed children and adolescents. 
General hospitals provide an increasing 
number of beds for psychiatric illnesses. 
The hospital care is financed by the Ontario 
Hospital Services Commission, through pre- 
aid government insurance. A survey has 
shown that 40% of the patients admitted 
were suffering from the more serious forms 
‘mental illness. On discharge 85% of pa- 
ents returned to their homes: less than 
0% of those discharged were transferred 
mental hospitals. 

the Toronto General Hospital, the 
ellesley Hospital, the Toronto Western 
ospital and St. Michael’s Hospital are uni- 
sity teaching hospitals with psychiatric 
visions, They are approved by the Royal 


ay chiatry, for graduate education in psy- 
chiatry. Senior staff appointments are con- 
‘olled by the university and are linked to 
eaching and research responsibilities. 
The psychiatric division of the Sunny- 
rook Hospital—a general hospital adminis- 
ered by the Department of Veterans Af- 
‘airs—is similarly related to the University. 
Voluntary agencies are influential in the 
_ Toronto psychiatric scene. The Canadian 
Mental Health Association has its head- 
uarters in Toronto and has many pioneer- 
ng ventures to its credit, Dr. Clarence 
Hincks, founder of the Canadian National 
Committee for Mental Hygiene (the pre- 


ociation) was a collaborator of Dr, C. K. 
Clarke and a friend of Clifford Beers. The 

resent director, Dr. J. D. Griffin, has been 
Fr cel responsible for the development of 
active Provincial branches of the Associ- 
ation, for the organisation of the White 
Cross volunteer movement, for the setting 


$ 


up of a unique Mental Health Research 
_ Fund, for the initiation of the Tyhurst Com- 
mittee on Mental Health Services in Canada 
(soon to be published) and in Toronto for 
the Toronto Mental Health Clinic. This 
clinic is financially supported as an inde- 
pendent voluntary organisation by the 
United Appeal Fund : it collaborates pri- 
marily with social agencies for the provision 
_ of child guidance and adult psychiatric out- 
_ patient services. The clinic is also a mem- 


cursor of the Canadian Mental Health As- , 


ber service in the graduate training pro- 
gramme for psychiatrists and other pro- 
fessional workers. 

The Ontario Association for Retarded 
Children and The Ontario Association for 
Emotionally Disturbed Children have their 
headquarters in Toronto, An important 
“Group for the Scientific Investigation of 
Mental Retardation” provides generous re- 
search support. 

Alcoholism and Drug Addiction Research 
Foundation, an independent agency fi- 
nanced by the Province, furnishes both in- 
patient and outpatient services at the 
Brookside Hospital and Clinic, Toronto. 
In addition the Foundation has educational 
and research divisions, the latter supporting 
strong sociological and biological research 
programmes, The Foundation has organised 
clinical services for the alcoholic in all the 
major cities of Ontario. 

The University of Toronto Health Service 
furnishes psychiatric consultations for its 
large student body. Treatment needs are 
met by the clinical facilities of the Uni- 
versity Department of Psychiatry. 

The private practice of psychiatry in 
Toronto is extensive ; almost all psychiatrists 
engaged in private practice hold appoint- 
ments in one of the general hospitals or 
community clinics ; a considerable number 
have concurrent teaching or research re- 
sponsibilities within the university. 

This incomplete survey of psychiatric 
facilities in Toronto offers little more than 
a general impression of the pattern of serv- 
ices available. However two further com- 
ments are necessary to’ give a little better 
focus. First, the organisations described are 
almost all centrally located within easy 
reach of the Queen’s Park Government and 
University centres ; the problem of supply- 
ing psychiatric services to large suburban 
areas is urgent in both sociological and 
medical senses. Secondly, the legal proc- 
esses governing the admission of mentally 
ill patients to hospital are exceedingly lib- 
eral : no formalities are required by general 
hosiptals, a recommendation by one medical 
practitioner is sufficient authority to admit 
to the Toronto Psychiatric Hospital, two 
medical certificates (one in an emergency ) 
will allow admission to an Ontario Hos- 
pital. Following the British example ef- 
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forts are continuously being made to sim- 
plify legal procedures. For example, at the 
Ontario Hospital, New Toronto, an “in- 
formal admission unit” has been estab- 
lished : patients admitted to this unit are 
no longer subject to the Mental Hospitals 
Act. Similar liberal arrangements hold for 
assignment after treatment to “residential 
units” as a preliminary to reestablishment 
in the community. $ 
The American Psychiatric Association 
(then the Association of Medical Superin- 
tendents) held its first annual meeting — 
the 25th—in Toronto in 1871. Toronto was 
again the host city in 1881 and lastly in 
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ercised at a leisur: 
and press for a ore 
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savour local colour and flavour have 
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for speed and efficiency. Howe 
who are still amedly old f 
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THE CARE OF PSYCHIATRIC PATIENTS IN A 
GENERAL HOSPITAL WITHOUT SPECIAL FACILITIES * 


PAUL W. DALE, M.D., ann HAROLD S. WRIGHT, M.D.? 


In the 4-year period—1954 to 1958—the 
number of community general hospitals in 
the United States accepting psychiatric pa- 
tients increased by 40%. By 1958 the num- 
_ ber of psychiatric admissions to general hos- 

pitals was larger than the number of ad- 
missions to public mental hospitals. This 

paper reports the experience at a small com- 
munity general hospital of admitting and 
_ caring for psychiatric cases, using the al- 
_ ready established facilities without the de- 
_ velopment of a separate psychiatric unit. 
There are throughout the United States 
" psychiatrists who function adequately with- 
_ out a hospital appointment and general hos- 
" pitals that do not have psychiatrists on their 
attending staff. These hospitals go about 
their business without any apparent suf- 
fering from the fact that their staff does 
_ not include a psychiatrist. Psychiatrists also 
have not always found a need for general 
_ hospitals. Of the many patients who need 
psychiatric attention, some will best be 
_ served by general hospital care. The pur- 
pose of psychiatric care in community gen- 
eral hospitals is to provide better for pa- 
tients who suffer serious and troubling ill- 
nesses. 

A psychiatrist must alleviate the fear that 
some members of hospital staffs have of ad- 
mitting psychiatric cases to their hospital. 

is fear expresses itself in many ways— 

joking is part of it—but more troublesome is 
the tendency to want to segregate these pa- 
tients in some remodeled wing of the hos- 
Pital or similar removed sections. The staff 
may want to impose limitations and restric- 
tions—restrictions based on their fear rather 
than any understanding of the medical and 
, psychiatric problems involved. A way to 


1 Abstract of paper read at the 117th annual 
meeting of The American Psychiatric Association, 
Chicago, Ill., May 8-12, 1961. 

2 From the Psychiatric Dept., The Greenwich 
Hospital Association, Greenwich, Conn. 
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remove this fear is to encourage the rest of 
the medical ‘staff to actively participate in 
the examination and treatment of the psy- 
chiatric cases that come to the hospital. 
It is not always clear to members of the 
medical and surgical staff of a general hos- 
pital exactly how a psychiatrist must oper- 
ate. While another physician might be able 
to let his patients with a sore throat or 
stomach ache wait a few minutes while he 
takes care of the more urgent call, in psy- 
chiatry this can be difficult. If a psychiatrist 
finds himself fully scheduled throughout the 
day, it is not easy to drop what he is doing 
and attend to problems in the hospital. The 
scheduled patients have first call on his 
time. The attendance of hospital meetings, 
conferences, rounds, and so forth, must be 
scheduled just as a patient’s interview is 
scheduled and time must be apportioned be- 
tween these two demands. By the nature of 
the serious problems that patients present, 
the demands of the patients can be a very 
moving thing that causes a psychiatrist to 
focus his working energy in their care. It is 
not usually possible to crowd in an extra 
patient or an extra hospital staff meeting. 
Hospitals, and the medical and surgical 
staffs of hospitals, must ‘recognize that be- 
cause of the kinds of psychological inter- 
actions that occur between psychiatrists and 
their patients, psychiatrists sometimes func- 
tion differently from other physicians, Fur- 
thermore, the psychiatrist is frequently 
hard-put to find ways to ease the patient’s 
discomfort and to correct what is wrong. 
Psychiatric treatment is frequently labori- 
ous, the patients can be difficult to deal 
with, and the psychiatrist may not have any 
branch of science to fall back upon to find 
successful treatment for his cases, 


THE ECONOMICS OF PSYCHIATRIC ILLNESS 


Third party payment plans are very much 
a part of the medical world of the day, and 
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seem to be rapidly on the increase. In the 
course of this project, the relationship of 
third party payments to the problems of the 
care of psychiatric illness in general hos- 
pitals was studied. The influence of this 
social phenomenon becomes an important 
part of the practice of psychiatry in a gen- 
eral hospital situation. 

The psychiatrist who attempts to work in 
a general hospital must be in a position to 
advise his patients and their families what 
costs might be expected, and how they may 
be covered, so that sensible planning within 
their financial means can be accomplished. 
It is easy to see that the economics of hos- 
pital care sometimes excludes patients from 
admission to a general hospital who might 
otherwise be admitted. 


AT THE GREENWICH HOSPITAL 


The psychiatric department, medical staff, 
and administrator of the Greenwich Hos- 
pital recognized that psychiatric patients 
deserve and need the facilities of a general 
hospital. Furthermore, they believed, and 
found true, that introducing active psychi- 
atric treatment in the hospital would im- 
prove the recognition and therapeutic han- 
dling of psychological factors in the illnesses 
of other patients in the hospital and in the 
community. 

Patients with mental illness were ad- 
mitted to all floors of the hospital. Their 
accommodations were in part governed by 
the patient’s selection of a 4-bed, 2-bed or 
single room—often for economic reasons, 
sometimes for personal reasons. Patients 
seen in the clinic and other patients without 
a private psychiatrist or private physician 
were admitted to service psychiatry where 
their daily care and treatment were under- 
taken by the intern and resident on medi- 
cine. All patients were admitted on a volun- 
tary basis just as those with surgical and 
medical disorders. 

The selection of patients for admission 
was based not on diagnosis but rather on the 
availability of facilities here for the effective 
treatment of the disease which the patient 
suffers, and his ability to reside with reason- 
able comfort in a general hospital and co- 
operate with the therapeutic efforts in his 
behalf. In addition to those admitted by the 
members of the psychiatric staff, there is a 


. 


e 


` the psychiatric staff. As a rule, this consulta- 


group of patients with primary psychiatric ‘ 
disorders who are admitted by their family — 
physicians and are seen in consultation by 


tion is not confined to a single visit, but the 
patients are seen regularly throughout the 


psychiatric care and thereby disposed of to” 
other hands, We retained the family phy 
sician’s active participation in the case. 

Patients admitted to the Greenwich Hos- 
pital had at least sufficient insight to recog- 
nize the nature and seriousness of their ill- 
ness to cooperate with the physician ani 
nursing staff. 

Uncooperative, delirious patients were 
admitted for medical treatment of the dis- 
order producing the delirium. Some cat: 
tonic patients were admitted for further ob- 
servation and immediate therapy, eith 
drugs or EST, Many of these patients hay 
been successfully handled until the cati 
tonic symptoms have resolved. Family mem- — 
bers have signed authorization for their — 
treatments. N 

‘All the diagnostic categories of mental 
disease have been admitted, These include 
acute organic mental disorders, which are 
usually toxic disorders, requiring medi 
treatment; chronic brain disorders, 
mitted largely for further diagnostic study ; 
the functional psychiatric disorders includ- 
ing schizophrenia, manic-depressive psy- — 
chosis, involutional psychosis, and depres- 
sive psychosis; the neurotic conditions — 
including conversion reactions, phobic 
states, psychophysiologic reactions, and 0) 
casionally some personality trait disturb- : 
ance, particularly emotional instabilities and 
immaturities. 3 

In addition to the support of hospital ad- 
of the program can 
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ques, and enthusiasm to undertake not 
nly the nursing of the body but psycho- 
gical nursing as well. The patients, for the 
‘most part, have been cared for by the floor 
duty nurses and only in rare instances of 
seriously ill patients has it been necessary to 
supplement this with private duty nursing. 
n spite of the fact that one of the largest 
groups of admissions is the depressed pa- 
ent, there have been no suicides. 


\OBLEMS 


Even a small increase in psychiatric pa- 
tients can sometimes strain the facilities of 
the hospital. It often happens, especially 
luring the winter months, that the hospital 
Operating at capacity or over capacity, 
d consequently it may be difficult for a 
sychiatric case even of urgent nature to 
ain admission because there is no bed 
space available, Where general hospitals 
re already operating at near capacity, the 
ddition of psychiatric patients without ad- 
tional facilities can create a problem, 

me of the more serious limitations is 
] at there can be no suitable room anywhere 
in the patients’ areas to conduct an hour of 
chotherapy. Such facilities are most ur- 
ently needed on general hospital floors 


xpect patients to have private conversa- 
ms with their doctors. 


A third problem is that 


able to solve problems of diversion, recrea- 
tion, or relationship to other patients and 
nurses in the hospital by themselves because 
of the very nature of their illnesses. 


SuMMARY 


Experience over a 3-year period demon- 
strates that a general hospital can admit, 


- and successfully treat, a wide variety of 


psychiatric disorders using the facilities that 
ordinarily exist in such a general hospital 
designed and built for the care of patients 
with physical diseases. 

The advantages of this program are that 
it permits the patient to be treated in the 
community where he resides. There may be 
more ready acceptance of hospitalization by 
the patient and his family. Usually his 
health insurance plan provides some cover- 
age for such care. It permits patients to have 
simultaneous psychiatric, medical and sur- 
gical study, and almost always in our ex- 
perience, several physicians were involved 
in the treatment of each patient. Lastly, it 
is of educational value to members of the 
staff—interns, residents, nurses and student 
nurses, 

This method of care of psychiatric pa- 
tients in a community general hospital is 
commended to others who are considering 
similar programs. We suspect that wherever 


` the three ingredients of a good psychiatric 


staff, a progressive administration, and a 
willing nursing department co-exist, such a 
program will be successful. Psychiatric 
services in general hospitals will improve 
medical care throughout the hospital, will 
strengthen the medical staff, will advance 
teaching, and, most of all, will provide a 
needed service for a group of distressingly 
ill psychiatric patients. These problems and 
these patients occur in all communities 
throughout the land. 
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(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


TRANYLCYPROMINE ' IN THE TREATMENT 
OF CHRONIC SCHIZOPHRENICS 


JOSEPH A. BARSA, M.D., AND JOHN C. SAUNDERS, M.D.? 


The chronic schizophrenic, who is seclu- 
sive, withdrawn, anergic, apathetic, delu- 
sional and hallucinated, has long posed a 
challenge to psychiatry. In recent years 
tranquilizing drugs, especially phenothia- 
zine derivatives with the piperazine group, 
have had some success with this kind of pa- 
tient. More recently monoamine oxidase in- 
hibitors have been combined with tran- 
quilizers to obtain better results. Many 
patients who had not responded previously 
to tranquilizers, did show improvement un- 
der this combination therapy. But this drug 
regimen was not without danger, for in a 
significant number of patients there seemed 
to be an exacerbation of the psychosis, the 
patient becoming disturbed, irritable, ag- 
gressive and responding more actively to 
delusions and hallucinations. This exacer- 
bation was often difficult to control and 
frequently lasted long after the monoamine 
oxidase inhibitor was discontinued. 

The purpose of the present study was to 
test the effectiveness of the monoamine 
oxidase inhibitor, tranylcypromine (Par- 
nate), when used in combination with tran- 
quilizers, to treatechronic schizophrenics. 
Seventy female schizophrenic patients were 
chosen. Their ages ranged between 19 and 
63, and they had been continuously hos- 
pitalized for 2 to 28 years. They were un- 
tidy, idle, seclusive, withdrawn, anergic, 
apathetic, delusional and hallucinated. All 
had been treated with various tranquilizing 
drugs for at least 2 years with slight, or no 
improvement. Twenty-one patients had re- 
ceived levomepromazine, 12 chlorproma- 
zine, 3 trifluoperazine, 2 thioridazine, 2 
fluphenazine, 1 promazine, 17 a combina- 
tion of chlorpromazine and trifluoperazine, 

1 Tranylcypromine was supplied by Smith Kline 
& French Laboratories, Philadelphia, Pa. 

2 Rockland State Hospital, Orangeburg, N. Y. 


tranylcypromine was added, starting with 5 
mg. b.i.d., and gradually increasing the dose 
until either satisfactory therapeutic results — 
were obtained or untoward side-effects ap- 
peared. The highest dose reached was 30 
mg. b.id, The patients received tranylcy- 
promine for 4 to 8 months, with the excep- — 
tion of 9 patients in whom the drug had to 
be discontinued earlier because of the ap- 
pearance of acutely disturbed behavior. In — 
2 patients the drug was stopped after — 
weeks, in 1 patient after 3 weeks, in 3 pa: 
tients after 2 months, and in 3 patient 
after 3 months. Si 

At the close of the study the patients 
were evaluated as follows : 7 patients wer 
markedly improved, i.e., in remission, free 
of delusions and hallucinations, and either — 
released or ready for release from the hos- 
pital; 10 patients were moderately im. 


sponding more actively to delusions an 
hallucinations. This worsening i 
despite reduction in dose of tranyleypro- 
mine to 10 mg. daily, but it disappeared 
5-10 days after discontinuation of the drug, 

The most frequent side-effect encoun- — 
tered was a spell of dizziness and weakness — 
associated with a marked fall in boat pres 
sure. Twenty-one patients experien: one — 
or more of these attacks, which occurred — $ 
most frequently in the first month of ther- 
apy. Three patients had a momentary los: 
of consciousness together with a precipitous 
fall in blood pressure. It was usually pos 
sible to prevent further hypotensive crises 
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by lowering the dose of tranylcypromine. 

There was no other serious side-effect ex- 
"cept for the above mentioned appearance of 
= disturbed behavior in 20 patients. 
‘ In summary, it has been shown that 
~ tranyleypromine, when used in combina- 
-tion with a tranquilizer of the phenothiazine 
derivative group, is effective in the treat- 
ment of chronic schizophrenics who are 
withdrawn, apathetic and regressed. In 
common with other MAO inhibitors, tran- 
ylcypromine may produce an acute exacer- 


bation of the psychosis in some patients. 
However, whereas the disturbed symptoms 
caused by other MAO inhibitors often last 
many weeks after the drug has been dis- 
continued, these symptoms disappeared 
5-10 days after tranylcypromine was 
stopped. Tranylcypromine also has quicker 
action than other MAO inhibitors. The 
troublesome side-effect of severe hypoten- 
sion can be lessened by starting with a low 
dose of tranylcypromine and increasing it 
very gradually, 


THE RELATIVE MERITS OF TRANYLCYPROMINE ALONE AND 


This paper presents the summary of my 
findings noted in a comparative evaluation 
of the therapeutic effects of tranylcypro- 
mine (Parnate, S.K.F.) used alone and 

_ tranylcypromine used in combination with 
_ trifluoperazine (Stelazine, S.K.F.) in the am- 
bulatory treatment of 50 patients with 

_ severe agitated depressions. The literature 
dealing with tranyleypromine and tranyl- 
‘Cypromine-trifluoperazine combined in the 
_ Management of depression is confusing and 
~ somewhat contradictory, I Previously re- 
ported that “tranylcypromine alone” was of 
ho significant benefit in patients with 
Severe agitated depressions(1), and that 
-the tranylcypromine-trifluoperazine com- 
bination appeared to be the psychopharma- 

_ cologic treatment of choice at this time in 
_ the management of patients with severe 
_ agitated depressions (2, 3). Trifluoperazine 
alone was of no significant benefit in the 
_ Management of depressed patients(2). The 
iterature is very difficult to compare. Some 
authors imply that tranyleypromine is indi- 
cated in all types of depression, even in 

_ withdrawn schizophrenics( 4). Others have 
written that the combination of drugs is 


j; 


_— "Se 
1The drugs were supplied by Smith Kline & 
French Laboratories, Philadelphia, Pa. 
? Neurological Institute of the Presbyterian Hos- 
pital of New York and the Dept. of Neurology, 
Columbia University. 
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TRANYLCYPROMINE IN COMBINATION WITH 
TRIFLUOPERAZINE IN THE TREATMENT OF PATIENTS 
WITH SEVERE AGITATED DEPRESSIONS ! 


STANLEY LESSE, M.D.2 


indicated in a broad range of psychiatric 
illnesses, many with decreased psychomotor 
activity(5, 6, 7). A few investigators have 
found the drug combination to be effective 
in anxious depressed patients(8-12), 

The patients included in this study were 
carefully screened prior to treatment. All 
Were very anxious, agitated and depressed. 
The symptoms, signs, personality matrices 
and family backgrounds commonly associ- 
ated with the diagnostic category “involu- 
tional depression” were seen. All were 
unable to perform vocationally or socially 
and were completely dependent upon their 
families, Many had intermittent suicidal 
Preoccupations. They were too ill to be 


treated on an ambulatory basis with psy- 
chotherapy alone. 


METHOD 


The odd numbered patients were treated 
with tranylcypromine alone, while the even 
numbered patients received the tranyl- 
cypromine-trifluoperazine combination, The 
duration of treatment ranged from 2 weeks 
to 6 months. Of the 95 patients receiving 
tranylcypromine alone, 16 were women 
aged 34 to 66; 9 were men aged 41 to 69, 
Fourteen of the patients receiving the dry 
combination were women aged 42 to 7] 
while 11 were men, 37 to 68 years of age. 
Six patients, 3 in each group, had clearly 
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defined schizoid personality matrices. The 
patients, as a whole, had been severely ill 
for from 6 weeks to 11 years, the average 
period being 4 months. 

The dosages were standardized. Patients 
receiving tranylcypromine alone were given 
10 mgm. of the drug t.i.d. The other group 
of patients all received 10 mgm. of tranyl- 
cypromine plus 2 mgm. of trifluoperazine 
tid. The technique used in evaluating the 
degree of improvement stressed the pa- 
tient’s adaptation to routine vocational and 
social responsibilities to everyday life in 
addition to the degree of symptomatic im- 
provement as described previously in de- 
tail by the author(1, 3). 

Seven of the 25 patients receiving 
the tranyleypromine-trifluoperazine combi- 
nation obtained an Improvement Rating of 
I (excellent) and 9 achieved an Improve- 
ment Rating of II (good). Therefore, 16 
(64%) of the 25 patients treated by the drug 
combination were able to perform on a high 
level vocationally and socially within 3 to 
4 weeks after therapy. The remaining 9 
patients obtained no significant benefit from 
this therapy. ‘ 

This is in marked contrast to the results 
noted when tranylcypromine alone was ad- 
ministered, Here only 2 patients were con- 
sidered as obtaining an Improvement Rat- 
ing of I, while 4 were recorded as Improve- 
ment Rating II. Thus only 6, or 24% of the 
patients, manifested significant benefits from 
the tranyleypromine alone. Eleven of the 
19 patients who had poor results with 
tranylcypromine used alone for a minimum 
period of two weeks were placed on com- 
bined tranylcypromine-trifluoperazine ther- 
apy. Five of the 11 demonstrated Improve- 
ment Ratings I or II. 


COMBINED PSYCHOPHARMACEUTICAL TREATMENT IN 
460 NEUROPSYCHIATRIC PATIENTS 


VERONICA M. PENNINGTON, M.D.: 


During our trials of reserpine in 1953, 
meprobamate in 1954, chlorpromazine in 
1955, triflupromazine, mepazine, promazine, 


1Chief, Hospital Section of Psychiatry, VA 
Center, Jackson, Miss. 


While this sample of carefully screened 
patients with severe agitated depressions 
small, and while the non-specific effects of 


f 
beneficial results noted, when the drug — 
combination was used, these limiting factors 
prevailed with equal force among the pa- 
tients treated with tranyleypromine alone. 


CONCLUSIONS j 
Tranylcypromine in combination with tri- 
fluoperazine is of very significant benefit in 
severely agitated, depressed patients. 
Tranylcypromine alone is of little significant | 
worth in this type of patient. 
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prochlorperazine, trifluoperazine, thiopropa- 
zate, perphenazine, thioridazine, and more 
recently methaminodiazepoxide, imipram- 
ine, isocarboxazid, iproniazid, pheniprazine, D 
nialamide, deanol, and methylphenidate, we 


CLINICAL NOTES 


x ip k 


TABLE 1 
Single Psychopharmaceutical Medication 
NO. OF GREATLY CONSIDERABLY SLIGHTLY No SIDE 
RUG CASES IMPROVED IMPROVED IMPROVED CHANGE REACTIONS 
Reserpine 350 23% 35% 22% 20% 19% 
hlorpromazine 350 52% 11% 0% 37% 15% 
Meprobamate 300 3% 34% 46% 16% 1% 
~Perphenazine 323 33% 21% 27% 19% 15% 
“Methylphenidate 200 20% 38% 0% 15% 27% 
Prochlorperazine 180 9% 20% 36% 33% 17% | 
‘Triflupromazine 132 18% 29% 30% 23% 9% 
, Benactyzine 60 2% 24% 35% 38% 5% ; 
ed only one phrenotropic agent at a time The following charts give the results of 


ecause the testing of individual medica- 


efits of plural medication became 


ychiatric patients in 7 diagnostic groups 
5 subgroups, Meprobamate was used 


the study, 

There were 24 hebephrenic, 54 paranoid, 
64 catatonic patients in the schizophrenic 
reaction group ; 21 manic, 27 depressive in 
the manic-depressive group ; 15 conversion 
reaction, 105 anxiety reaction, 48 depressive 
reaction in the psychoneurotic group. There 
were 19 addiction, 17 antisocial reaction, 
and 1 sexual deviation in the sociopathic 
Personality disturbance group. In intoxica- 
tion, alcohol there were 33, drugs 12 in the 
acute brain syndrome group ; intoxication, 
alcohol 3, cerebral arteriosclerosis 5 in the 
chronic brain syndrome group; 12 in the 


fluphenazine 6, and catron 6 involutional psychotic reaction, 
TABLE 2 
Combined Psychopharmaceutical Medication 
NO. OF GREATLY CONSIDERABLY SLIGHTLY No SIDE 
CASES IMPROVED IMPROVED IMPROVED CHANGE REACTIONS 
p 
' enactyzine ) 185 12% 30% 39% 19% 7.2% 
leprobamate ) 
Chlorpromazine) 108 58% 42% 0% 0% 2% 
Meprobamate ) 
Chlorpromazine) 
Nialamide ) 126 61% 39% 0% 0% 5% 
20 38% 47% 15% 0% 1% 
“10 59% 35% 6% 
0% 8% 2 
ledicaments 96 1 
51% 49% 0% 0% 9% 
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CONCLUSIONS 


The combination of meprobamate, chlor- 
promazine, and nialamide appeared to ef- 
fect the best results. Sixty-one percent of the 
group on these medicaments were greatly 
improved. Meprobamate, chlorpromazine, 
and tofrānil produced the next greatest im- 
provement in 59% ; meprobamate and chlor- 
promazine in 58%. 


A PILOT STUDY OF P-2647,1 A NEW BENZOQUINOLIZINE 
DERIVATIVE EMPLOYED AS A PSYCHOTHERAPEUTIC AGENT 
IN 44 CASES OF OVERT ANXIETY 


MARSHALL E. 


This pilot study is designed to determine 
whether P-2647 possesses psychotherapeutic 
activity; to broadly define the nature of 
such activity should it exist ; and to deter- 
mine whether P-2647 is relatively free of 
unwanted side effects and toxicity within 
the dosage range employed. 


Structural Formula 


CH30 


CH50 


? 
C-N(C2Hs)2 


OAc 
P-2647, a new benzoquinolizine 


Pharmacology. Although structurally re- 
lated to reserpine, tetrabenazine and—to a 
lesser degree—chlorpromazine, P-2647 dem- 
onstrates psychotherapeutic activity that is 
pharmacologically unique. Unlike any ac- 
tive psychotherapeutic agent known today, 
this compound markedly suppresses condi- 


~ 4 Supplied by Charles Pfizer and Co., Inc., New 
York, N.Y. 
2 124 Whitfield St., Guilford, Conn. 


Side effects showed a decreased percent 
age in multiple medication. This can bi 
partially accounted for by the fact that 
the single medication group larger doses 
were required. The ameliorating effect of 
meprobamate on side reactions was also 
considered to be a factor in reducing the 
side effects by decreasing anxiety, bettering 
sleep and thereby reducing the amount of 
phenothiazines necessary for improvement, 


SMITH, M.D.? 


tioned avoidance behaviour (in animals) 
without influencing the release of central 
amines, Although P-2647 proved twice as — 
potent as chlorpromazine and tetrabenazine 
in suppressing conditioned avoidance in 
monkeys, at no time did it influence the 
release of brain norepinephrine and sero- — 
tonin.® f 
In pharmacologic studies, P-2647 exerts 
more potent anti-emetic activity than chlor- 
promazine against apomorphine-induced 
emesis in dogs, is the least sedating benzo- 
quinolizine known, as determined by spon- 
taneous motor activity tests in mice, and 
demonstrates rapid onset and limited dura- 
tion of action—a half-life of approximately 
30 minutes in the blood of rabbits after in- 
travenous administration. Although tremors — 
and salivation were noted in animals re- 
ceiving extremely high doses, no side effects 
were observed with P-2647 at doses far 
above the proposed therapeutic level of 0.5 
to 2.0 mg./kg.8 
On the basis of pronounced CNS activity, 
comparative lack of sedation, and relative 
freedom from side effects and toxicity at 
proposed therapeutic dose levels, P-2647 
was recommended for clinical trial. aM 
Methodology. P-2647 was administered 
orally to 44 patients, 19 to 63 years old, 
manifesting various degrees of anxiety. a 
P-2647 was first administered in doses of 


3 Data obtained from Charles Pfizer and Co., 


Inc., New York, N. Y. 
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days until a response was reported. 
Complete blood counts, urinalyses, and 
alkaline phosphatase and serum glutaminic- 
xaloacetic transaminase determinations 
_ were done 3 times a week. 

Results and Observations. In the pre- 
liminary group of 5 patients, 2 reported 
ignificant reduction in anxiety ; 3 reported 
mild-to-marked “drowsiness.” 

the group of 39 patients receiving 
647, 37 (or 95%) noted a “definite” re- 
ction in anxiety at dose levels of 55 to 


ay TABLE 1 
_ Dosage Levels * at Which Response to P-2647 was 
i Reported in 39 Cases of Anxiety 


NO, OF PTS, 
REPORTING 
RESPONSE 


TOTAL NO. AND % OF 
PTS. RESPONDING AT OR 
BELOW STATED DOSAGE 


Pah 39 (100%) 
ry 36 ( 92%) 
DN a aa 29 (74%) 
ae 18 (46%) 
Tae 9 ( 23%) 

] 2 ( 5%) 


“mild drowsiness”; the 
response reported by the remaining 37 patients was 
described to be a “definite” reduction in anxiety, 


This report deals 
Antipsychotic drug, 
1 We are indebted to James Prescott fi 
Statistical evaluation of the data. a an 


Verdun Protestant Hospi 6 
Blvd, Verdun, p Q Pt» 6875 Lasalle 


with the effects of an 
prochlorperazine, as 


were increased at the rate of 10 mg. every 


TREATMENT OF PSYCHIATRIC PATIENTS WITH A 


SPECIAL REFERENCE TO AFTER CARE! 
J. ST. LAURENT, M.D., C. H. CAHN, M.D. 


activity. Therapeutic effects were usually 
observed within 24 to 72 hours, and cessa- 
tion of medication invariably resulted in 
resumption of symptoms within 24 hours, 
Furthermore, there was a notable absence 
of side effects other than mild sedation or 
drowsiness. Throughout the study, repeated 
laboratory checks failed to reveal deviations 
in hepatic, hematologic or other determina- 
tions, in any patient, 


SUMMARY 

P-2647, a new benzoquinolizine deriva- 
tive, is structurally related to reserpine and 
tetrabenazine. It appears to possess unique 
ability to suppress conditioned avoidance 
behaviour without releasin g central amines, 

In this pilot study, P-2647 was adminis. 
tered to 44 anxious patients, Of these, 39 
reported definite and significant reduction 
in anxiety, With the exception of mild seda- 
tion, no side effects were reported. 

The results suggest that this new benzo- 
quinolizine possesses a degree of psycho- 
therapeutic activity and safety that makes 
it worthy of further investigation. 


» AND T. A. BAN, M.D.2 


rue ts mental hospital treatment and in 


‘er care situation. The main reason 
for selecting prochlorperazine for this study 
was that this drug had been administered to 


a7 


} 
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CLINICAL NOTES ` 


who were seen in the after care clinic 
following discharge. 

Of 152 patients surveyed, 56 were male, 
96 female. The ages varied from 18 to 74 
years, the average being 34 years. These pa- 
tients had improved sufficiently to be dis- 
charged during the 2-year period, January 
1, 1958 to December 31, 1959, and had been 
treated with prochlorperazine for 15 days 
or longer during their stay at the hospital. 

In 45 of the 152 patients treated in hos- 
pital, prochlorperazine was discontinued 
and other medication substituted, i.e., other 
phenothiazine derivatives or non-phenothi- 
azine drugs or both : 41 had not responded 
sufficiently well, 4 had had side effects. On 


-retabulated (Table 2). 


depressed patients appeared to benefit 
none of the manic patients, but the num! 
is too small to be considered significant. 
~ Tf one classifies schizophrenia and 
noid states together, and considers the otk 
diagnoses as a group, these figures can- 


These figures were subjected to statisti 
analysis (chi square method). The diff 
ence between the groups was found to 
significant at the p<.01 level. 

In 12 of the after care patients pro 
perazine was discontinued, in 25 the di 
was decreased and in 11 increased, Of 
12 patients 4 had to be readmitted, 
mental condition of 4 others became co: 


TABLE 1 
TOTAL IMPROVED UNCHANGED 
Schizophrenia 55 32 (58.1%) 14 (25.4%) 
Paranoid reaction 14 12 (85.7%) 1 (7.14%) 
Depression 10 3 (30%) 5 (50%). 
Manic reaction 4 0 0 
Pathological personality 
& neurotic reaction 5 2 2 
Miscellaneous 5 1 2 
TABLE 2 
TOTAL IMPROVED 
Schizophrenics & Paranoids 69 44 (63%) 
Others 24 6 (25%) 


the other hand, in twice the number of 
patients (91), medication was changed 
from other drugs to prochlorperazine, 45 
from other phenothiazine derivatives, 8 
from nonphenothiazines, and 38 from both. 

Eighty (53%) patients showed side ef- 
fects: 70 had extrapyramidal symptoms, 
(akathisia 49, dyskinesia 6, Parkinsonism 
15) ; 3 developed a skin rash and 7 had 
miscellaneous reactions. Of the 80 patients 
with extrapyramidal symptoms 76 (95%) 
were controlled by antiparkinsonian drugs. 

Of the 152 patients in this series, 93 
were followed in the after care clinic. Their 
response to prochlorperazine according to 
their diagnostic categories is presented in 
Table 1. 


The results indicate that prochlorperazine 
in our material was most effective in para- 
noid and in schizophrenic reactions. A few 


been making satisfactory progress, tl 
dition of 12 subsequently became 
and only 13 maintained their improvem 
On the other hand, of the 11 patients whos 
physicians decided to increase the main- 
tenance dose, 8 responded favourably a 
only 3 did not improve. 


SUMMARY 


_2, Frequently, discontinuation or de- 
crease of the dose of prochlorperazine re- 

ted in exacerbation of symptoms, which 
n Most cases responded promptly to re- 
_ sumption of maintenance therapy or to in- 
_ Crease of dosage, 
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EDWARD F. DOMINO, M.D., THOMAS S. SULLIVAN, M.D., 
anD ELLIOT D. LUBY, M.D.1 


Combinations of drugs in psychiatry 
represent an increasing hazard to the pa- 
tient. Luby and Domino(5) reported toxic 
synergism of a potentially lethal nature 
when imipramine and a monoamine oxi- 
dase inhibitor were combined. It is common 
in the treatment of severe depression to use 
barbiturates for sleep in patients already 
receiving antidepressant agents. Clinical 
experience suggests that considerable cau- 
tion should be exercised when barbiturates 
are used with MAO inhibitors. 

It is well known that MAO inhibitors are 
almost devoid of sedative effects and yet 
these agents prolong the hypnotic activity 
of barbiturates. Pharmacological evidence 
in animals suggests that this effect is not 
necessarily related to inhibition of mono- 
amine oxidase(1, 2, 3, 4). 

Recently a relatively new MAO inhibitor, 
tranyleypromine (Parnate), which is struc- 
turally quite different from previous hydra- 
zine MAO inhibitors, has been used clinical- 
ly. To date there appears to be little 
information available as to whether tranyl- 
cypromine has any significant interaction 
with the barbiturates. The present paper 
describes a case of serious toxicity to amo- 
barbital sodium in a patient taking tranyl- 
cypromine. Preliminary toxicity data in rats 
support the clinical observation in this case 
of a synergistic toxic effect of combined 
administration of these two drugs. 


A 20-year-old student nurse was admitted 
following a suicidal attempt precipitated by a 
bitter argument with her mother and poor 
academic performance in school. She was 
psychotically depressed but intermittently ex- 
ternalized her aggression in vehement out- 
bursts directed toward staff. The patient was 


1 Dept. of Pharmacology, University of Michi- 
yes Ann Arbor, and Pies Clinic, Detroit, 
Mi 
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CASE REPORTS 


BARBITURATE INTOXICATION IN A PATIENT TREATED 
WITH A MAO INHIBITOR 


hospitalized on April 25, 1961, and place Or 
10 mg. of tranylcypromine tid., given o 
beginning May 2, 1961. On May 24, sh 
came quite agitated, necessitating seclusi 
She was inadvertently given amobarbital so 
um, 250 mg., intramuscularly for sedation anc 
within one hour became ataxic and fell to 
floor, repeatedly hitting her head and diggi 
into her skin with her fingernails. The 
then began to complain of nausea, headac 
and dizziness. About 3 hours after the bar 
biturate injection, she was vomiting and 
comatose. Her pupils were widely dilat 
her blood pressure was 82/64 mm. Hg. 
was immediately transferred to the ni 
surgical service at the Detroit Receivin; 
pital to rule out the possibility of comp! 
cerebral trauma. 

On admission to Detroit Receiving Hospi 
the patient was unresponsive to pin pric k she 
had multiple ecchymotic contusions — of 
forehead. Emergency cervical spine an 
x-rays were negative. A lumbar puncture 
also negative. CBC and blood urea studies 
likewise normal. Urinalysis revealed 4 
occult blood. The possibility of a brain 
cussion with acute drug intoxication w: 
tertained. The patient remained semicomato 
for 36 hours. She was disoriented with 
memory loss for 3 days. She graduall: 
sponded well to supportive treatment only 
was transferred back to the Lafayette 
after 72 hours. She complained of r 
headache with dizzy spells aggravated 
postural unsteadiness for 2 weeks following | 
incident. During this time she complained 
it was painful for her to concentrate. Her p: 
ous depressive affect was improved ani 
has remained free of suicidal preoccuy 
for several months following the episode « 
acute intoxication. 


een 


EXPERIMENTS IN ANIMALS - 


The circumstances of this case madi 
difficult to assess the relative contribui 
of head trauma and combined amobarbital 


CASE REPORTS 


es 


Apel) 


comatose clinical state. In order to confirm 
the impression that the combination of 
tranyleypromine and amobarbital produced 
enhanced toxicity, a study using two groups 
of albino rats was initiated. Adult albino 
rats were divided randomly into two groups 
of 12 to 15 animals. Group A received 5 
mg./kg. of tranyleypromine subcutaneously 
each day for 3 days. Group B received an 
equal volume of 0.9% saline. On the 3rd 
day of treatment, one hour after the last 
subcutaneous injection, amobarbital sodium 
was given to both groups of animals in a 
dose of 45 mg./kg. intraperitoneally. For 
purposes of objectivity, the sleeping time 
was taken as the time during which the 
righting reflex was lost, It was found that 
Group A rats treated with tranylcypromine 
and amobarbital had a mean sleeping time 
of 78.7 minutes (S.D.-+10.4 min.). In con- 
_ trast, Group B animals which received 
saline followed by amobarbital had a mean 
= time of 31.9 minutes (S.D.+4.0 
tin). Three of the 15 rats given tranyl- 
_ Cypromine plus amobarbital died. In con- 
trast, all 12 rats given saline plus amo- 
__ barbital survived. The increase in mean 
_ sleeping time was over twofold. Statistica] 
analysis of the data using the “t” test 
showed that the means were significantly 
different (p<.001). 


ME TTT iN 


COMMENT 


This case report is complicated by the 
fact that the patient fell to the floor and 
may have sustained a brain concussion. The 
onset of symptoms occurred one hour after 
injection. However, the onset 
of coma was somewhat delayed, inasmuch 
as several hours passed after the injection 
4 Furthermore, the semi- 
comatose state lasted for approximately 36 

ours following amobarbital injection. 

These findings would suggest that the me- 

tabolism of amobarbital was seriously inter- 
_ fered with because of the previous tranyl- 

. Cypromine medication, or that there was 

-brain damage due to cerebral concussion. 

The animal data clearly show that pre- 

medication with tranylcypromine 


> 


in contrast to true potentiating drugs."Al: 
though no specific data are available on the _ 
mechanism of action of tranylcypromine, it 
appears probable, even though this com-| 


pound is quite different in chemical struc.” 


ture from other MAO inhibitors, that it is 
acting in a similar manner to prolong the 
action of amobarbital. It is well known that 
this prolonging action is not related to in- 
hibition of monoamine oxidase. F or ex- 
ample, Allmark, et al.(1), have shown that 
the tuberculostatic agent, isoniazid, which 
is relatively devoid of MAO inhibitory ef- 
fects, also prolongs barbiturate sleeping 
time in rats, Goldin, et al. (3), have pointed 
out that, when administered to mice pre- 
vious to or simultaneously with pentobarbi- 
tal, both isoniazid and iproniazid prolong 
anesthesia, although they do not appear to 
be completely similar in their effects. Iproni- 
azid caused a significant reduction in the 
dose of pentobarbital required to produce 
anesthesia, Isoniazid, in equal doses, had 
no significant effect, Also, following re- 
covery from pentobarbital anesthesia, 
iproniazid reinduced anesthesia but isoni- 
azid did not. Fouts and Brodie(2) have 
shown that iproniazid prolongs the hypnotic 
effect of hexobarbital by interference with 
the rate of metabolic transformation. Iproni- 
i its the enzyme systems in liver 
microsomes which oxidize the side chain 
of hexobarbital, These investigators suggest 

at an action similar to that of other known 
potentiating drugs, such as SKF 385 and 
Lilly 18947, is prevalent. It is of interest 
that Fouts has shown that isoniazid, in con- 
trast to iproniazid, has-no activity in vitro 
in the inhibition of drug metabolism even 
at high concentration, Rowe, et al.(6), pre- 
sented evidence that nialamide, which is a 
potent inhibitor of MAO, produces a rela- 
tively mild degree of hexobarbital potenti- 
ation before its characteristic antidepressant 
effects. These investigators suggested that 
MAO inhibition and hexobarbital potenti- 
ation are unrelated 


mice. These investigators have shown that 
MAO inhibitors 


longing agents since they i i 
: y interfere with 
metabolism of the barbiturate, rather than 


A 


true potentiators such as reserpine and 
. chlorpromazine. Further experiments are 
indicated with tranylcypromine to deter- 


“mine if it acts as a true potentiator. In view 
- of its closer pharmacological relationship 


to MAO inhibitors, this would seem un- 
likely. 

In any event, physicians generally should 
be aware of the potential toxicity resulting 
from the administration of drugs such as 
the barbiturates to patients treated with 
MAO inhibitors. The relatively new drug, 
tranyleypromine, may be added to the 
known list of MAO inhibitors producing 
this effect. 


ADDENDUM 


In correspondence with the Smith Kline & 
French Labs., the following additional data 
obtained by them are of interest. On single 
dose oral administration to mice no evidence 


EPILEPSY VS. SCHIZOPHRENIA 


PHILIP KRAMER, M.D., anp JOHN A. GUIDO, M.D." 


A caucasoid female, 34, married, had 100 
ESTs prior to admission. Reports indicated 
she had been “drinking heavily” before the 
birth of her youngest, had used “excessive 
barbiturates,” and “at no time was electroshock 
effective,” “only giving temporary relief of 
symptoms.” 

Admission survey reported her “circumstan- 
tial, pressure of speech, grimacing, posturing, 
overwhelming anxiety at times or apparent af- 
fective flattening, agitation, lack of insight.” 
Mental examination (by a resident) “alternat- 
ing between hypo and hyper-activity,” “clear 
and coherent, oriented to time, place, person” ; 
“her memory seemed impaired possibly due 
to recent electroshock treatment.” He then 
writes, “Because of the persistent fairly wide 
variations in the patient's motor behavior, it 
would seem reasonable to continue the first 
diagnosis.” Diagnosis : schizophrenic reaction, 
catatonic. “Wide variations in motor behavior” 
might also indicate psychomotor equivalent 
state. 

During pregnancy (1959), she was “ob- 
sessed with fears baby would be abnormal 


1 Respectively, Staff Psychiatrist, Asst. Superin- 
tendent—Psychiatric Services, Metropolitan State 
Hospital, Norwalk, Calif. 


of an increase or decrease in toxicity was ob- 
tained with combinations of tranylcypromin 
amobarbital and d-amphetamine. In a limit 
amount of clinical work in man a combinatio: 
of tranyleypromine (10 mg.), amobarbital (65 
mg.) and d-amphetamine (2.5 mg.) produced 
in only a few cases drowsiness, sedation or con- 
fusion. 
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because ‘I could smoke and drink alcoholic 
beverages.’” Her husband wrote, “She took 
excessive quantities of Nembutal because we 
could not control her.” Background : Mother 
“heavy drinker” ; father, crippled by polio, be- 
came a recluse dying shortly thereafter ; broth- 
er suicide. Patient earned a Baccalaureate De- 
gree (UCLA) majoring in psychology. She 
worked in a child guidance position for two 
years, had apparently done well, and left to 
marry. Her mother died recently. ics 

On admission, October 1960, she was diag- 
nosed schizophrenic, treated with tranquilizers, 
and did not respond. We first saw the patient 
February 1961, and felt she should have in- 
dividual therapy; phenobarbital # gr. q.id. 
was added and patient improved. She admitted 
having temper tantrums and said she occasion- 
ally suffered from severe headaches “n at 
helped by aspirin.” She admitted many inci- 
dents of drunkeness over the years, on one 
occasion quite defensively saying, “Why not P 
My mother did. I saw her doing it and she 
was all right.” Twice she returned from home 
visit with a “hangover.” At home she would R 
wait for her husband to go shopping, disap- 
pear and return inebriated. 

There were days when she was clouded, 
belligerent, acting out and resistive. At other — 
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CASE REPORTS 


[April 


nes, she was quiet, cooperative, pleasant in 
speech, pleading for help. She presented a 
masklike facies frequently and this we in- 


Brain injury or 
emorrhage was questionable because nothing 


Neurological 7.20.61 : Positive Oppenheim, 
Positive Chaddock (left). Diagnosis ; Epilepsy 
brain tumor. X-rays : Pineal body calcified, 
Psychologicals 8.10.61 : Impression : Emo- 
lonally constricted person, evidence of mild 
brain damage, À 

EEG 6.12.61: Diffusely abnormal paroxys- 
al cerebral dysrhythmia, characteristic of 
vulsive disorder. EEG 8.17.61: Impres- 
n: Borderline abnormal EEG, anticonvul- 
it therapy initiated 6.2.61. 
evious is less pathological i 
sence of burst-like paroxysms of cerebral 


activity. The Dilantin and phenobarbital is 
definitely therapeutic in this patient’s chronic 
brain syndrome with convulsive disorder. 


Because of a lack of schizophrenic symp- 
tomatology, the presence of temper tantrum 
behavior pattern as well as a history of 
“seizures,” we felt an organic condition was 
present, With consultations fortifying our 
impression, we changed medications to the 
usual anticonvulsants, causing an improve- 
ment, She became pleasant, friendly and 
cooperative, A review of this case by our 
staff caused a change in diagnosis to CBS 
convulsive with psychosis, The patient left 
the hospital and at last report was doing 
well. A letter received by our charge nurse 
indicates that she is socializing, caring for 
her family and is asymptomatic, 
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ECT IN MYOTONIA CONGENITA 


BERCHMANS RIOUX, M.D., TEOFILO EVANGELISTA, M.D., 
AnD GROVER ICENOGLE, M.D. 


infirmed nor confirmed by our review of 
the literature which contained no instance 
of ECT in myotonia congenita. We never- 
theless decided to use ECT in the following 
case, with and then without succinylcholine, 

ecause of pressing Psychiatric indications, 


A 32-year-old white male was voluntarily 
admitted to the hospital for feelings of de- 
Pression. Lately, he explained, he had ex- 
Perienced insomnia, nausea, and difficulty in 


eer of ie ecause, in his opinion, his 

emotional condition was a by- i 

pigs a a Yy-product of his 
ince he could remember, his muscles had 

been stiff. enever he tric 

echo e tried to move fast 


> 
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companions, with the result that his adjustment 
to life had been only marginal. He never 
learned to be at ease with people. When his 
condition was finally recognized in the service, 
he felt that it was too late. He furthermore 
became discouraged over the inefficacy of the 
treatment and over the discovery that his 
mother and two brothers were also afflicted 
with myotonia congenita. 

As expected, the physical examination 
showed an apparently strong and healthy 
young man but with the obvious inability to 
’ quickly relax his grasp after shaking hands, 

Under chemotherapy and group psycho- 
therapy, he grew more and more dissatisfied. 
Some two months after admission, he bitterly 
complained that nothing was done for him, 
that on the contrary his tension and depression 
were being aggravated. He suggested ECT or 
even suicide as another alternative. 

When we hesitated to grant his demand for 
ECT, the patient had his family request it for 
him. We stated that ECT could, under the 
circumstances, cause a temporary but dan- 
gerous spastic status of the voluntary muscles. 
The hope was that succinylcholine by its action 
on the motor end plate would reduce neuro- 


Several MAO inhibitors have now a 
recognized place in the treatment of various 
mental depressions. Iproniazid (Marsilid), 
the first of the series, was removed from the 
market, early in 1961, because of its toxic 
action on the liver. It was hoped that its 
successor, isocarboxazid (Marplan), would 
be free from such hepatic toxicity. A case 
of “Marplan hepatitis” was reported by 
Knight(1). I now want to report a case of 
hepatomegaly associated with Marplan ther- 
apy. 

A 41-year-old male suffering from mental 
depression was started on March 10, 1960, on 
a single daily morning dose of 30 mg. of iso- 
carboxazid. Two weeks later he was feeling 
much better. He stated that “all symptoms” 
were gone. But because he was still tense and 
insomnic he was put on a higher dose of iso- 
carboxazid, i.e., 20 mg., b.i.d. A week later he 
was feeling so well that program of tapering 


1 Maine Medical Center, Portland, Me. 


CASE REPORTS 


HEPATOMEGALY ASSOCIATED WITH MARPLAN THERAPY 


ALPHONSE TELFEIAN, M.D.t 


muscular transmission. 


choline alone, the decision was reached 
proceed with ECT in combination with 
mg. of succinylcholine intravenously. We u 
a Medcraft apparatus set at 0.2 second, 
volts, and with the glissando technique. Our. 
expert crew was alert but did not detect am 
faulty muscular contraction except for a 
tionable hypertonus in the lower extremitie 
immediately following the convulsions. The 
patient himself boasted of complete muscular 
relaxation for an hour after treatments, Never 
theless, subsequent to his fourth ECT wit 
succinylcholine, he complained of undu 
headache and nausea which he ascribed to 
medication. By that time we had becom 
convinced of being able to handle any com 
plication in this case. The patient was gi 
two more ECT without succinylcholine, : 
without untoward effects. 


SUMMARY 


This is presumed to be the first repos 
of ECT successfully administered in a ce 
of myotonia congenita, with.and then wi 
out succinylcholine. 


off medication was begun. He was to take i 
carboxazid 10 mg., t.i.d., to start with 
April 7, 1960, or 4 weeks after Marplan | 
apy was started, he complained of “black 
feelings and there was postural hypotens' 
systolic blood pressure was 125 in sitting p 
tion and 95 in standing position. It was decid 
to reduce the daily dose of Marplan an 
was put on 5 mg. tid. He was advis 
keep daily in touch, by telephone. Four 
later, on April 11, 1960, he had to be 
pitalized because of nausea, vomiting, severa 
episodes of collapse on standing up, hep 
tomegaly. as 

On admission, physical examination reveale 
a liver five fingerbreaths below the costal ma 
gin and blood pressure was: in decubit 
130/90; on standing : 90/60. Urine ex: 
tion and hemogram were within normal limit 
SGOT (transaminase) was elevated at 74 
units. Thymol turbidity was 2.7 units. 

Withdrawal of Marplan was followed by 
quick recovery and patient was discharg 
home after five days of hospitalization. ei 
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He was subsequently treated with ECT. The 
last I saw of him was on July 18, 1960; he 
had made a complete recovery and there was 
no hepatomegaly. 

In conclusion, this is a case of acute hepa- 
tomegaly which appeared 4 weeks after 
starting therapy with Marplan, Withdrawal 
of the drug brought quick recovery in five 
days, Early detection was possible by reli- 
ance on the clinical symptomatology. This 


The following is submitted as an inter- 
esting case report because of its unusual 
nature, 


A 46-year-old white married male factory 
_ worker had become increasingly depressed, 
= withdrawn, agitated, and delusional for 3 
_ months. He felt that co-workers and neighbors 
_ were talking about him and watching him. The 
' delusional material appeared 2 weeks after a 
regimen of a monamine-oxidase inhibitor was 
Started by the family physician. 
is man, an adequately developed, ade- 
quately nourished person, glanced about the 
room but denied hallucinations, He was ori- 
ented in all spheres and speech was relevant. 
_ He related that he was restless, paced the 
~ floor, and was unable to be interested in his 
home or work, 

The patient was hospitalized in an open 
ward and placed on a regimen of trifluopera- 
zine 4 mg. bid. and supportive psychother- 
apy. Because of little change in symptoms, 
the patient was started on a series of modi. 


14 


a 


fied electrotherapy, Laboratory work and a 
_ physical examination by an internist were 
within normal limits, 


. Since the convulsions were quite soft, his 
dentures were left in as they involved more 
than half of his teeth, The treatments were 
given with atropine grains 1/100, sodium pen- 
»» and succinylcholine chloride 


mouthpiece 
patient was asleep, 


There were no untoward symptoms after the 


—__ 
1 Inglewood, Calif. 


case was remarkable by the absence of clin- 
ical jaundice. 

Marsilid, Catron and Nardil are known, 
on occasion, to be hepatotoxic. It is felt that 
Marplan should, as well, be classified as a 
potentially toxic drug to the liver, 
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FEVER FOLLOWING ELECTROSHOCK 


MORRIS I. VILKIN, M.D.1 


first 3 treatments. F, our hours after the fourth 
treatment the 


veloped fever, 
doctor who dia 
After the sixth 


negative. The w 
slight shift to the left. After the seventh treat- 


ternist and the 

sound. 
Something from b 

from thi 


X-rays 6 months prior to 
A dental survey revealed a broken upper 
right first molar protruding from the gingiva 
th the partial denture. It had been duly 
noted by both internists and did not cause 
discomfort. The d. 
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that was removed as the dentist felt that bacteremia which appeared to be preci 
there was infection surrounding the apex tated, in this instance, by the patients 
of the fragment. biting down slightly more firmly than he 
It is well known that biting down hard would do in normal chewing, even with 
with good dentition can cause a transient the softened treatments received. 


AMENORRHEA OCCURRING DURING MELLARIL 
` TREATMENT 


FREDERICK ZUCKERMAN, M.D., Cart., M.C.1 


After reading about the cases of inhibi- She had had regular periods some 30 days 
tion of ejaculation as a side effect of Mellaril apart lasting 5 days. However, after her period 
in the ‘August issue of the Journal(1-3) I from April 27-31 she was amenorihelg Shi 
took note of one case of a woman on Mel- thought she was pregnant, T B EER E a 
laril who developed amenorrhea during laboratory esaminate reve Pr DO POIRE 
th She missed periods in May, June, July and 

Ey August and on September 8 Mellaril was dis- 
contiuned. On September 26 she bled for one 
day. On October 24 she began a regular 5-day — 
period. 


The patient, a 34-year-old married white 
mother of three children (ages 11, 7 and 4 
yrs. old), developed an anxiety neurosis in 
February, 1961, which was characterized 2 f a 
by episodic feelings of panic and dread with- That amenorrhea in this CaSO Was the 2i 
out obvious cause, irritability, insomnia and product of Mellaril therapy is only a pos- — 
feelings of depression, accompanied by fears sibility suggested by a temporal relatio) 
of “going crazy” and “losing control.” ship. There is no indication of how this 
A She was first admitted to USAF Hospital An- would come about. Nevertheless, sexual 
q drews on March 15 with these symptoms, function in the male seems to be susceptible © 
which improved quickly with Thorazine OB enters impairment on the basis of 
mg. q.id. for three days, followed by Equanil Mellaril therapy, and should other such 
eee. old On Marek ia ee cases present themselves amenorrhea may 


dischar ly t dmitted 9 days lat IVES: 
ee wink AE ara ieee: ‘hs nis prove to be a reversible side effect of Mel- 


being hospitalized for just over one month. On laril. 
oan admission she was coat aa Ma 

mg. q.i.d. and was kept on thi: g until 
August 11. She was placed on Librium at BIBLIOGRAPHY A 
that time but discontifiued it 10 days later and 1. Freyhan, F. A. : Am. J. Psychiat, 118: — 
resumed Mellaril spontaneously, which she took 171, Aug. 1961. wo 
up to September 8. 2. Green, M. : Ibid., 118: 172, Aug. 1961, 


1 Andrews Air Force Base, Washington 25, D. C. 3. Heller, J. : Ibid., 118: 173, Aug. 1961, — 


The World Psychiatric Association was 
established in June, 1961 during the holding 
of the Third World Congress of Psychiatry 
in Montreal. It arose as a most necessary 
phase in the exceptional growth of psy- 
hiatry. As professional and public knowl- 
d 


overnment and of science, must be called 
pon. 

There is a demand on every side for 
information about mental illness—for plans 
for training and research—for service and 
Prevention and for public education, Fortu- 
ately, there is a 


Organization, with 
with the fostering 
each can 


ted to our Own, 
_. This is the second reason for settin up 


conference and in debate with other non- 
governmental world health bodies, 
ep In th 

hospitals 
d 
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THE WORLD PSYCHIATRIC ASSOCIATION 
ASSOCIATION MONDIALE DE PSYCHIATRIE 


every citizen, 

Reports from a rapidly expanding net- 
work of psychiatric centres are passing into 
the journals. In turn new journals appear 
every year. Monographs and textbooks in 
numbers beyond the reading capacity of 
any single individual are now in every 
library. Training units are thronged by men 
and women seeking to equip themselves 
for their future careers in psychiatry, 

New national societies are appearing 
everywhere—some concerned with profes- 
sional matters—some devoted to scientific 
discussion. All these are supported on a 
wave of public interest and a demand for 
service which is constantly growing. 

Again, a World Psychiatric Association 
is essential to bring together and to link 
this widespread growth of psychiatry. 

In setting up the World Psychiatric As- 
sociation, advantage was taken of the fact 

at there was already in existence the In- 
ternational Organization for the Holding 
of World Congresses. It had been responsi- 
ble for the First, Second and Third World 


should be formed by amending the consti- 
tution of the International Society for the 
Holding of World Congresses and that the 

cr constitutional changes should be 
brought forward for discussion at a special 
meeting of the General Assembly to be held 
in Geneva in th 


facilitate our relations with the World 
Organization and other world 
bodies, 


The objectives of the W.P.A. as tl 
E.A. as presently 
ee are as follows: To join with our 
co eagues in medicine in raising the level 
of health throughout the world by : 1. The 
exchange of information concerning the 
Snosis, prevention and treatment of psy- 
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chiatric illness; 2, The encouragement of 
teaching of psychiatrists and all categories 
of ancillary personnel ; 3. The stimulation 
of research and exchange of research in- 
formation ; 4. The establishment of work- 
ing relations with the World Health Organ- 
ization, UNESCO, and all appropriate 
bodies ; 5. The establishment of regional 
and continental sections within the frame- 
work of the W.P.A.; 6. The holding of 
regular world congresses, and of regional 
and continental meetings, under the aus- 
pices of the W.P.A. 

At the organizing meetings of the Third 
World Congress, three committees were 


set up: first, a committee on constitution. . 


The terms of reference of this committee 
are to bring in recommendations concerning 
further constitutional changes for considera- 
tion by the General Assembly in the sum- 
mer of 1962 ; second, a committee on publi- 
city and public relations. The main func- 
tion of this committee is to see to it that 
the existence and objectives of the World 
Psychiatric Association become as broadly 
known as possible both to psychiatrists and 
to their other medical colleagues and to 
the public; third, a committee on finance 
with the task of making recommendations 
regarding the financing of the World Psy- 
chiatric Association. 

There are approximately 107 different 
countries. Many of these countries have 


PRESENTING A PAPER 


In my opinion the reading aloud of a written l a 
meretricious writing ; it is a wicked procedure utterly contemptuous of the audience and 


unfair to it. 


SY 


no 


several national psychiatric societies a 
has been agreed that more than one soci 
from one country can become members 
the W.P.A. Some countries have as yet 
national psychiatric organization and, i 
these instances, consideration is preseni 
being given to a plan whereby ass 
membership in the World Psychiatric 
sociation may be made available to leadin; 
psychiatrists in such countries pending the 
establishment of a national psychiatric 
sociation. 
There are crucial demands and decisi 
awaiting us. For in this period of exc 
tional social transition, great stresses a 
great opportunities alike are born, Ev 
where psychiatry is on the move—goin 
forward on a breadth of front and with 
speed unmatched within medicine. _ 
It is the expectation and the hope of 
officers of the World Psychiatrie Associ 
that national societies in all countries n 
yet represented will come forward with | 
possible speed to join us in this great en 
prise of building a vigorous, vital and 
erful World Psychiatric Association, 
The officers are: President: D. 
Cameron (Canada) ; Vice-President 
Braceland (U. S. A.) ; General Secre 
Henri Ey (France); Associated S 
taries : J. J. Lopez-Ibor (Spain), and 
Sargant (Great Britain) ; and Treasure 
P. Sivadon (France). č 


paper is a cardinal sin, as deplorable as 


—GroRcE SARTON 


NEWS AND NOTES 


Austrian MEDICAL SOCIETY ror Psycuo- 
THERAPY,—On February 6, 1962, the Society 
held its 12th annual meeting at the Vienna 
Poliklinik Hosiptal. Professor Viktor E. 
Frankl, M.D., Ph.D., was re-elected presi- 
dent. During 1961, papers were read by 
‘Professor Wayne E. Oates (Louisville, Ken- 
tucky) on “Medical Ministry,” Rey. Mel- 
vin A. Kimble (Head Chaplain, Mississippi 
State Hospital) and Swami Nityabodhan- 
anda (India) on “Eastern Wisdom and 
Western Psychotherapy,” Professor Kenichi 
Kishimoto (Japan) on “Logotherapy and 
Psychotherapy Based on Zen Buddhism and 
Other Oriental Thought” and others. The 
5th International Congress for Psychother- 
apy was co-sponsored by this Society. 


Napa Strate Hosprrar, ConFerENCE,—Dr, 
David C. Wilson, Chief of Professional Edu- 
cation, Napa State Hosiptal, California, an- 
nounces the Fourth Invitational Conference 
to be held at Napa State Hospital, May 19, 
1962. The symposium will deal mainly with 
“The Psychopharmacologic Revolution—A 
Decade Later.” 

Distinguished speakers will include Dan- 
iel Blain, M.D., Paul H. Hoch, M.D., Keith 
F. Killam, Jr., P ‘D., Enoch W, Callaway 
TI, M.D., Walter E. Barton, M.D., Norman 
Q. Brill, M.D., and Leo Hollister, M.D. 

For further information write to David 
©. Wilson, M.D., Napa State Hospital, 
Imola, Calif, 


—— 


ifi : regional and national. AJl 
physicians practicing in West Texas, Ari- 
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Stanton Street, El Paso, Texas, not later 
than Sept. 1, 1962, 


Louisiana Group Psycuornerary So- 
cwæry.—The First Annual Group Psycho- 
therapy Institute will be held in New Or- 
leans April 6 and 7, 1962, 

The program will include workshops for 
training experience, The guest lecturer will 
be Dr. Hugh Mullan of New York City. For 
further information write to Dr. Arthur S. 
Samuels, Institute Director, 1524 Aline St., 
New Orleans 15, La. 


THE CHALLENGE IN Psycuoruerapy.—The 
Department of Neurology and Psychiatry 
of the University of 
conference on April 13-14, 1962 on “Condi- 
tioning Therapies versus Psychoanalysis.” 

The following speakers are scheduled : 
Dr. Percival Bailey, Illinois State Psychi- 
Horsley Gantt, V. A. 

Md.; Dr. Corbett 
Thigpen, Medical College of Georgia ; Dr. 
A. Hussain, State Hospital, South Dakota ; 


versity of Va. School of Medicine ; Dr. Peter 
Lang, University of Pittsburgh ; Dr. L, J. 
Reyna, Boston University. 


EXISTENTIAL PsycHoLocy anp PsycH- 
ATRY.—The Western Society for Existential 
Psychology and Psychiatry is being formed 
to Scientifically study the newer concepts 


2 RES A 


N. Y. Resrancy INSTITUTE IN MENTAL 
Rerarpation,—Dr, Paul H, Hoch, Commis- 
sioner of the New York State Department 
of Mental Hygiene, has appointed Dr. 


ò 
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George A. Jervis director of the new Re- 
search Institute in Mental Retardation to 
be located on Staten Island. 

Dr. Jervis, director of psychiatric research 
at Letchworth Village, will retain his pres- 
ent responsibilities at Letchworth while 
making preparations for the opening of 
the institute, the construction of which is 
expected to begin in the spring of 1963. It 
is believed to be the first of its kind in the 
world providing a comprehensive mental 
retardation research program in the basic 
sciences. 


DorotHea Drx Hosprrat Reswency.—A 
three-year residency program in psychiatry 
has recently been approved at Dorothea 
Dix Hospital, Raleigh, North Carolina. 


Symposium ON HeapAcHe.—The 14th an- 
nual meeting of the American Academy of 
Neurology, April 23-28, Statler-Hilton Ho- 
tel, New York City, will hold a Symposium 
on Headache: Its Mechanism, Diagnosis 
and Management, All interested physicians 
are invited to attend the Symposium on 
Saturday, April 28. 

The introductory and closing discussions 
will be by Houston H. Merritt, Professor of 
Neurology, College of P. & S., Columbia 
Universitv. 


INDUSTRIAL COLLEGE OF THE ARMED 
Forces.—A. T. Wilson, Jr., Major General, 
USAF, Deputy Commandant, School of Ex- 
tension Studies reports that the College 
offers a 10-month residence and correspond- 
ence course in “The Economics of Nation- 
al Security” for senior military officers and 
civilian executives of the Federal Govern- 
ment to enhance their preparation for im- 
portant command, staff, and policy making 
positions in the national and international 
security structure. The course consists of 
four parts: Background Information ; Re- 
sources and Facilities ; Foreign Aspects of 
National Security ; and Problems of Nation- 
al Security. Certificates are issued upon 
completion of the course. 

This is the second year that such a 
course is being offered. Due to the great re- 


sponse to a similar course last year the — 
capacity of the College has been increas 
so as to accommodate twice the number o. 
students. The correspondence course is be 
ing offered to those who are unable to re- 
ceive residence instruction. So far, more 
than 10,000 persons have completed the p 
course. 
Application should be made to the Com- 
mandant, Industrial College of the Armed 
Forces, Washington 25, D. C., Attn. : Cor 
respondence Course. Applicants should 
have a college education, or compensating 
qualifications. 


Srconp CANADIAN INSTITUTE ON MENTAL — 
Hearta Services.—The Institute was held 
in Ottawa at the Chateau Laurier, January 
15-18, 1962 under the sponsorship of the 
Canadian Psychiatric Association. One hun- 
dred twenty delegates, representing psychi- 
atry, psychology, social work, occupational 
therapy and psychiatric nursing, from the 
10 provinces of Canada participated. The 
theme of the Institute was an examination 
of the following five topics from the in- 
terim reports on mental health services for 
Canada prepared by the Committee on 
Mental Health Services of the Canadian 
Mental Health Association which were dis- 
cussed in plenary and group sessions: 1, 
Nursing services should be unified in that 
all personnel regularly on the ward of a hos- 
pital should be directly responsible to the 
nurse in charge; 2. The professional r 
sponsibility of the occupational therapist 
should include the provision of all activities 
programs such as recreational therapy, mu- 
sic therapy, industrial therapy, etc. ; 3, Inte 
gration of therapeutic services within the — 
community, stressing rehabilitation and co 
tinuity of care; 4. Government-operated 
mental health services should tend to de- 


boards for mental health centres ; and & 
Any member of the psychiatric treatment — 
team, adequately trained and medically su- 
pervised, can engage in individual or group 
therapy. ei 
The final report of the CMHA Committee’ 
on Health Services will be published in 


1962. 
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Dr. Jack R. Ewalt, Professor of Psychi- 
try at Harvard and Director of the U. S. 
int Commission on Mental Illness and 
ealth, delivered the Academic Lecture 
nd drew comparisons between the Cana- 
ian and U. S. recommendations. All mem- 
ers of the Institute visited the new Otta- 
a Mental Health Centre at the Royal 
Ottawa Sanatorium where they saw and 
ard discussed the developments and or- 
anization of a community mental health 
entre, sponsored by the Ontario Depart- 
ient of Health in cooperation with the 
oard of Trustees of the Royal Ottawa San- 
torium. The Centre will eventually be 
perated under the sole jurisdiction of the 


rtained at dinner by the Honourable M. B. 
mond, Ontario Minister of Health. 

Dr, Jean Saucier, CPA President, pre- 
ed at the Institute banquet which had 
à guest speaker, Dr. Robert H. Felix, 
ctor, National Institute of Mental 
th and an Honorary Member of CPA X 
Felix’s subject was “Variations on the 
heme of Community Psychiatry,” 


kerman, M.D., is chairman 
e Editorial Board which includes Greg- 
Bateson, M.A., Iago Galdston, M.D., 
tinker, M.D., Don D. Jackson, M.D., 
enjamin Pasamanick, M.D. 
d be sent to Family Process, 428 E. 
eston Street, Baltimore, Md. 


Tæ Davm C. Wuson Lecrture.—The 
fourth annual David C. Wilson Lecture 
wil be given at the University of Virginia 
School of Medicine on Friday, April 20, 


chiatry at the University of Virginia Hos- 
pital, is supported by the Mona Bronfman 
Sheckman Foundation and the Robert Gold- 
stein Memorial Fund. 


Psycuarrists MEET with RECREATION 
Spectauists To Discuss RESEARCH IN THERA- 
PEUTIC RECREATION.—A committee of emi- 
nent psychiatrists under the chairmanship 
of Mathew Ross, M.D., Medical Director, 
APA, met with recreation specialists at 
the National Education Association’s head- 
quarters November 1, 1961. The purpose of 
the meeting was to explore research needs 
in therapeutic recreation and to discuss the 
possibility of an interdisciplinary attempt to 
solve some of the most pressing problems. 

It was recognized that recreation has long 
contributed to the well-being of mankind. 
Most psychiatrists practicing in public hos- 
pitals such as State and Veterans hospitals 
and some large private’ psychiatric centers 
believe that recreation has therapeutic 
value. However, psychiatrists in private 
practice, clinics and general hospitals are 
not, as a rule, using recreation in the treat- 
ment of mental illness, Two reasons are 
suggested for this situation: 1. Depart- 
ments of psychiatry in schools of medicine, 
fail to include in the education program 
information concerning the value of recre- 
ation in treatment; 2. Scientific evidence 
for recreation as a treatment method is 
lacking. 

The psychiatrists at the Workshop be- 
lieve that recreation is useful in the treat- 
ment of mental illness: The problem is to 
demonstrate how and why. Some scientific 
studies of therapeutic recreation have been 
published, but there seems to be a time 
lag in the application of these findings to 
everyday recreation practice, It appears that 
a better means of communicating research 
findings is needed. 

A major portion of the Workshop was 
devoted to the formulation of questions or 
problems, for which presently there are no 
scientific answers, nor an adequately stated 
hypothesis, 

These problems appear to focus on four 
areas: 1. What is the intrinsic value in 
a specific recreational activity ? 2, What 
types of leadership are helpful in working 
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with patients? 3. What should be the 
basis and values of “prescribed” over 
“voluntary” selected activity? 4. Is there 
a relationship, not necessarily cause and 
effect, between the recreational experiences 
of people and mental illness ? 

The following recommendations were 
agreed upon: 1, Regional workshops to 
include psychiatrists, recreation specialists 
and members of allied professions should 
be conducted in order to plan for research 
in therapeutic recreation. 2. Graduate stu- 
dents majoring in recreation should be en- 
couraged to undertake studies in thera- 
peutic recreation, as part of the degree re- 
quirement. 3. Programs for the training 
of research specialists in recreation should 
be developed. 


Martin W. Meyer, Ed.D., 
Workshop on Research in 
Therapeutic Recreation 


Group PSYCHOTHERAPY FOUNDATION, Inc. 
—This Foundation with offices at 1790 
Broadway, New York, has been established 
for the purpose of promoting the expansion 
of educational facilities in the field of group 
psychotherapy and to develop new methods 
of group psychotherapy for the treatment 
and prevention of mental illness. 

The following officers have been elected : 
President, Lewis H. Loeser of Irvington, 
N. J.; lst V.P., Jack D. Krasner, Ph.D., 
Englewood, N. J.; 2nd V.P., Donald M. 
Carmichael, M.D., Orangeburg, N. Y.; 
Treasurer, Mrs. Asya L. Kadis, New York 
City; Secretary, Helene Papanek, M.D., 
New York City. ` 

The Board of Directors will include : Dr. 
Nathan Beckenstein, Dr. Milton M. Berger, 
Dr. Nathaniel J. Breckir, Dr. Samuel B. 
Hadden, Dr. Maurice E. Linden, Dr. Ab- 
bott Lippman, Mr. Mortimer Schiffer, Mr. 
Samuel R. Slavson, Dr. Aaron, Stein. 


INSTITUTE FOR THE CRIPPLED AND Dis- 
aBLED.—A workshop “Concepts of Mental 
Hygiene for Rehabilitation Personnel” will 
be held on June 6-8, 1962 in New York City. 
Some OVR stipends are available. 

Applications should be made by March 
30, 1962. Inquiries should be addressed to : 
Director of Professional Education, Insti- 


. crery.—The SCPS will hold its tenth ai 


tute for the Crippled & Disabled, 400 
Avenue, New York 10, N. Y. 


SOUTHERN CALIFORNIA PSYCHIATRII 


meeting at the Biltmore Hotel, Los 
geles, Saturday, April 28, 1962. The 
ing session will be devoted to wor! 
and at the afternoon session Dr, D: 
Hamburger, Professor of Psychiatry. 
ford University School of Medicine, y 
speak on “Personal Crisis, Endocrine 
sponses and Coping Behavior,” to be fo 
lowed by papers by members. j 
As enrollment in the workshops is limi 
the committee advises all those ini 
ested to send in their application with fir 
second and third choices, and a $1.00 fee 
early as possible. in 
The following workshops will be hel 
Problems of Adolescence, The Auti 
Child, Pharmacologic Treatment, Legal 
pects of Psychiatry, Ambulatory 
phrenia, Day Hospitals, Addiction Pr 
lems, Psychiatric Emergencies, Modifica 
tions of Group Psychotherapy, Psychiatri 
Education—undergraduate, graduate, post- 
graduate, The Role of Physical Treatme 
as ECT, Hydrotherapy, etc., Psychother 
Failures, Psychiatry and Religion, Ment 
Health Clinics, Techniques in Hand 
Borderline and Character Disorders. 


The Blue Card, era 
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and the American Medical Association. He 

_ was president of the New York Council of 

_ Child Psychiatry and past president of the 
Eastern Group Psychotherapy Association. 


CANADIAN ASSOCIATION FOR RETARDED 
‘Cumpren.—The fifth Canadian Conference 
on Mental Retardation will be held at the 
Nova Scotian Hotel, Halifax, September 18- 
21, 1962, sponsored by the Canadian Associ- 
ation for Retarded Children, 317 Avenue 
Rd., Toronto 7, Ontario. Theme: “The 
Community—A Necessary Member of the 
Team.” For further information contact : 
Mrs, L. J. Stuart, CARC National Confer- 
ence Chairman, 610 Kenaston Ave., Town 
of Mount Royal, Que. 5 
_ The sixth Canadian Conference on Mental 
Retardation will be held at the Marlborough 
Hotel, Winnipeg, Manitoba, September 23- 
26, 1963. 

__ The proceedings of the fourth Canadian 
Conference on Mental Retardation, held 
September 26-28, 1961, at Vancouver, B. C., 
has been published by the Canadian Associ- 
ation for Retarded Children, 153 pages. 
Price $1.00. 


# 


Tue American Boarp oF PSYCHIATRY 
AnD Neurorocy, Inc.—The following are 
new Diplomates who successfully com- 
pleted the Board examination given in 
December, 1961 : 

PSYCHIATRY 
Ackerly, William C., M.D., Boston, Mass, 
Altman, Henry G., M.D., Cambridge, Mass. 
Altshuler, Kenneth Z., M.D., New York, N. Y, 
Ambrosino, Salvatore, V,, M.D., Flushing, N. Y, 
T Anderson, Arthur Alexander, Je., M.D., New York, N. Y. 
_ Ashman, Stuart, M.D., New York, N. Y. 
Barenberg, Paul A., M.D., West Chester, Pa. 
Bartlett, James Williams, M.D., Rochester, N. Y. 
Beatty, Silas R., M.D., Radford, Va. 
Bitman, Harold L., M.D., Jenkintown, Pa. 
Bolocan, Hyam, M.D., New York, N. Y. 
Boonin, Nathaniel N., M.D., Princeton, N. J. 
Breslin, Marianne S., M.D., Chapel Hill, N. C. 
Butler, Robert Neil, M.D., Bethesda, Md. 
Cahn, Burton, M.D., Philadelphia, Pa, 
Clark, Francis L., Jr., M.D., Washington, D. C. 
Clarke, Franklyn R., M.D., 


Coral Gables, Fla, 
urg, Va. 
Great Neck, N.Y. 


Foy, James don, M.D., Washington, D. C. 
oes leo CMD. Philadelphia, Pa. 4 
Freiman, Gerald, M.D., Forest Hills, N. Y. 4 
Fuchs, Ruth, M.D., New York, N. Y. ; 
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NEWS AND NOTES 


van Amerongen, Suzanne Taets, M.D., Boston, Mass. 
Vargas, M. James, M.D., Fort Leonard Wood, Mo. 
Vigoreaux, Jose Ramon, M.D., Bayamon, Puerto Rico 
von Mendelssohn, Felix, M.D., Arlington, Va. 
Wachtel, Arthur A., M.D., New York, N. Y. 
Weintraub, Walter, M.D., Baltimore, Md. 

Weissberg, Josef H., M.D., New York, N. Y. 
Wingfield, Robert Terrell, M.D., Lynchburg, Va. 
Yorburg, Leon, M.D., New Rochelle, N. Y. 

Zucker, Howard D., M.D., New York, N. Y. 


Chen, Chao Jen, M.D., Troy, N. Y. 
(certified in Supplementary Psychiatry) 

Mauceri, Jennie, M.D., Woodside N. Y. 
(certified in Supplementary Psychiatry) 


NEUROLOGY 

Abramowicz, Artur, M.D., Boston, Mass. 

Atkinson, Matthew S., III, M.D., Baltimore, Md. 
Cassidy, Robert John, M.D., Schenectady, N. Y. 
Christoff, Nicholas, M.D., New York, N. Y. 
Cohen, Bernard, M.D., New York, N. Y. 

Decker, Elisabeth Burnett, M.D., New York, N, Y. 
deNapoli, Robert Anthony, M.D., New York, N. Y. 
Fromm, Gerhard H., M.D., New Orleans, La. 

Hass, William K., M.D., Tenafly, N. J. 

Howard, Frank M., Jr., M.D., Rochester, Minn, 
Jeffreys, William Huckel, M.D., Danville, Pa. 
Richards, Nelson G., M.D., Cleveland, O. 

Rosner, Louis Joseph, M.D., Los Angeles, Calif. 
Smith, Bushnell, M.D., Coatesville, Pa. 

Stuart, Thomas J., M.D., Neffsville, Pa. 

Torres, Fernando, M.D., Minneapolis, Minn. 
Vaughan, Herbert Getty, Jr., M.D., New York, N. Y. 


Chodosh, H. Louis, M.D., Paterson, N. J. 
(certified in Supplementary Neurology) 


Tue AMERICAN BoaRD OF PSYCHIATRY 
AnD Neuroxocy, Inc.—The following are 
those certified in Child Psychiatry at the 


Board meeting in February 1962 : 
Bracken, Clifford Charles, M.D, Philadelphia, Pa. 
Brown, Saul L., M.D., Los Angeles, Calif. 
Brozovsky, Morris, M.D., Brooklyn, N, Y. 
Brugger, Thomas, M.D., St. Louis, Mo. 

Chester, Alice S., M.D., Oak Park, Mich. 

Clower, Virginia Lawson, M.D., Cambridge, Mass. 
d'Amato, Gabriel, M.D., Augusta, Ga. 

Dunton, Harlow D., M.D., New York, N. Y. 
Eger, William Henry, M.D., Newtonville, Mass. 
Fountain, Gerard, M.D., Scarsdale, N. Y. 
Freeman, David Franklin, M.D., Chapel Hill, N. C. 
Gilder, Rodman, Jr., M.D., Scarsdale, N. Y. 
Gordon, Kenneth H., Jr., M.D., Philadelphia, Pa. 
Hansen, Howard, M.D., Los Angeles, Calif. 
Harrison, Saul I., M.D., Ann Arbor, Mich. 
Holmes, Donald J., M.D., Ann Arbor, Mich. 
Jaffe, Marvin, M.D., Denver, Col. 

Kagan, Robert, M.D., Beverly Hills, Calif. 
Kemph, John P., M.D., Ann Arbor, Mich. 
Kenward, John Franklin, M.D., Chicago, Ill. 
Klumpner, George Henry, M.D., Oak Park, Ill. 
Kolansky, Harold, M.D., Elkins Park, Pa. 
Krinsky, Albert, M.D„ Worcester, Mass. 

Krush, Thaddeus Paul, M.D., Omaha, Neb. 
Lesser, Stanley R., M.D., New York, N. Y. 
Lipton, Edgar Louis, M.D., New York, N. Y. 
Martin, Jack, M.D., Dallas, Tex. 

Mendelsohn, Roy M., M.D., St. Louis, Mo. 
Moore, William Thomas, M.D., Jenkintown, Pa. 
Motto, Rocco L., M. os Angeles, Calif. 
Pfeffer, Burton B., M.D., New York, N. Y. 
Radin, Sherwin Seth, M.D., Syracuse, N. Y. 
Roosen, Willem W., M.D., New York, N. Y. 
Ross, Donald Campbell, M.D., Philadelphia, Pa. 
Sacks, Herbert S., M.D., New Haven, Conn. 
Schwartz, Melvin L., M.D., Beverly Hills, Calif. 
Slaff, Bertram Allen, M.D., New York, N. Y. 
Spurlock, M. Jeanne, M.D., Chicago, Il. 


Sullivan, Robert Browning, M.D., Chevy Chase, Md. 
Teicher, Joseph David, M.D., Beverly Hills, Calif. 
Toolan, James Michael, M.D., New York, N. Y. 
van Amerongen, Suzanne Taets, M.D., Boston, Mass. 
Weiss, Samuel, M.D., Chicago, Ill. 

Westman, Jack Conrad, M.D., Ann Arbor, Mich. 
Wolman, Harold M., 


under the joint aegis of the APA and Mc- 
Gill University, on April 6-7, 1962 at McGill 
University, Montreal, Canada. ; 
All correspondence, including requests fo 
further information, should be addressed to ~ 
Dr, Alan M. Mann, Montreal General Hos 
pital, Montreal 25, Canada. 


Mercer or MENTAL HEALTH AGENCIES.— — 
The National Organization for Mentally Ill 
Children, organized in 1951, has agreed to 
consolidate its assets and program with 
those of the National Association for Ment: 
Health and give up its status as a separat 
organization. The agreement of consolida 
tion has been approved by the members of — 
each organization and has been signed, but _ 
the consolidation must yet be approved by 
the Supreme Court of the State of New 
York. Steps are being taken to secure such | 
approval. 

‘Announcement of the consolidation has 
been made jointly by Robert P. Marcus, - 
president of the children’s group and Frazi 
er Cheston, president of the Mental Health 
Association. The consolidation affects only 
headquarters operations, and local mergers 
of affiliated units will be encouraged on a 
voluntary basis. : 

The National Organization for Mentally 
Ill Children with 22 chapters in 9 states 
was formerly known as the League f 
Emotionally Disturbed Children. 

According to statistics of the children 
group there are more than a half 1 
mentally ill children in the United States, 
most of whom are suffering from the coi 
dition classified as childhood schizophrenia. 
Less than 2% receive any kind of care : 4,000 
between the ages of 5 and 15 are in state.’ 
mental hospitals. In only 46 of 231 state 
hospitals are they taken care of in separate 
wards. Another 2,500 mentally ill children — 
are treated in separate residential or day- — 
care treatment centers in the community. 


HE MurpereR AND\His Victim. By John M. 
MacDonald, M.D. (Springfield, IIL: 
-Charles C Thomas, 1961, pp. 420. $10.50.) 


‘For too many citizens, murder and other 
rimes are too far away; little known, little 
understood, and perhaps even too little cared 
about. Part of the outrage we feel in the pres- 
ence of heinous crime originates in the violent 
mashing of our smug assumption that crime 
cannot, will not touch us personally. 
Dr. MacDonald’s book, The Murderer and 
is Victim, should help in correcting our de- 
ment. When the detachment has been 
significantly reduced, we ought to be able to 
view the problems of this kind of crime with 
enough attention and energy to solve them 
faster. 
‘This book is a meticulous and vivid exam- 
ination of the experience “murder,” from many 
points of view. Murderers are described, and 
their psychology examined. The victims of 
urderers are looked at, and there is con- 
ideration of the contribution by some victims 
their own murders. That form of legal 
death-dealing known as execution is discussed 
in its several ingenious methods. We find also 
the murders of fiction, the widely shared intra- 
psychic, and thus uncommitted murders of fic- 
n—the murders of the unmurderous. 
There is almost no conceivable method of 
' causing death which is not listed by Dr. Mac- 
Donald as having been used in a historically 
ocumented murder. The scope of the study, 
the. numbers of the killings, and the extraor. 


this field, one is left feeling a little unsatisfied 
with some sense of lack of closure, : 
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tion of murder, Still unexplored, and most at- 
tractive to the interest, is systematic and codi- 
fied information of the psychogenesis of the 
symptom murder, which must precede at- 
tempts (utopian?) to prevent it in all its 
forms, personal, legal and international. 

F. G. E. 


Psycuosomaric Researca. By Roy R. Grinker, 
M.D. Revised edition. (New York : Grove 
Press, 1961, pp. 221. $1.95.) 


Dr. Grinker described this work as “an am- 
plification and extension of [his] personal 
ruminations, supplemented by an overview of 
the field.” The first (1952) edition was “also 
an attempt to develop a conceptual outline 
for new programs of psychosomatic research 
which may be valuable to others.” The epilogue 
states : “Today, eight years since the original 
publication of Psychosomatic Research, there 
is as yet no need to revise the book radically,” 
If this is indeed true and psychosomatic 
medicine has not changed since shortly after 
its birth, the reader is justified in asking 
whether it ever was viable at all, and if it 
was, what stunted its development. These 
questions cannot be answered directly from 
the contents of this book, 

The first chapter, called “Introduction,” 
states emphatically that “psychosomatic” re- 
fers to “a conceptual approach to relation- 
ships, not new physiological or psychological 
themes or new therapeutic approaches to ill- 
ness.” Discussion of this point in Dr, Grinker’s 
book is clearly formulated and well stated. 
Dr. Grinker’s next point—that the subject 
suffers from widespread “loose application of 
superficial psychological interpretations” as 
well as “uncontrolled conclusions based on 
incomplete studies”—is also a good one and 
probably explains on one hand the reluctance 
of most physicians to be swayed by psycho- 
somatic enthusiasts and on the other the lack 
of substantial growth of the subject itself. 

The second chapter is a fragmentary his- 
torical review, which is accurate in a very 
limited way. The third chapter is called “Cur- 
rent Conceptual Models” and consists of state- 
ments of the hypotheses of various permanent 


psychosomaticists of the 30’. ’ $ 
EEN e 30s and 40's. Dr. 
could h 
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competent physician that Dunbar’s book-could 
have been written only by one profoundly 
ignorant of medicine (as well as of psychology) 
and that Franz Alexander’s curious equation- 
like hypotheses have never been supported by 
substantial evidence. 

Most of the rest of the book is a discussion 
of Dr. Grinker’s views on psychosomatic dif- 
ferentiation from womb to at least adolescence. 
This section of the book contains many loosely- 
worded statements comprising undefined terms 
and errors of fact. There are also two chapters 
on the functions of the mouth, to which the 
same criticisms apply. The tenth chapter is the 
most valuable in the book; it comprises a 
presentation of the Field Theory—“The field is 
‘a continuum of patterned transactional proc- 
esses, the structure-function of all the other 
parts of the field, and therefore, of the whole 
field.” The extended discussion of Dr. Grinker’s 
Field Theory is of course excellent. However, 
even though a decade or more has passed 
since its enunciation, there is still no evidence 
that its generalities can be made specific 
enough to serve as a basis of either medical 
practice or research. 

The cover bears an enigmatic photograph 
of a man with a large purple arrow pointing 
to the back of his neck. Either the photograph 
represents an attempt by the publisher to 
mislead the public into buying the book as a 
guide to the self-treatment of so-called psy- 
chosomatic symptoms or it represents the re- 
action—conscious or unconscious—of someone 
on the publishers staff to still another dis- 
appointing discussion of psychosomatic medi- 
cine. 

Manx D. Autscau te, M.D., 
Waverley, Mass. 


La CONDOTTA ANOMALA NEL Dinitro CIVILE 
E NEL Dimurro Penate. By Enrico Alta- 
villa, (Torino ; Unione Tipografico Editrice 
Torinese, 1960, 2 vol., pp. 470, 531 re- 
spectively.) 


It is well-known that a great school of crimi- 
nology flourished in Italy at the time of Lom- 
broso and Ferri, but not so many people seem 
to be aware of the existence there today of a 
brilliant group of criminologists. One of their 
foremost representatives is Professor Altavilla, 
of Naples, the author of several excellent text- 
books and many monographs (some of them 
translated in five languages, though none in 
English to this date). Among Altavilla’s main 
works are : Il delinquente, a treatise on crimi- 
nal psychology ; Il suicidio, a study of suicidal 
individuals from the point of view of psycholo- 
gy, criminalistics and law ; La psicologia giudi- 


ziaria, a psychological study of the 
the victim, the witness, the judge and 
defense lawyer; La dinamica del delitt 
vast inventory of the psychopathology of 
In the present book Altavilla discusses’ 


havior and its various sources : 
mental diseases, alcohol and drugs, p 
pathy and allegedly congenital character 
orders, and the occasional offender, Even 
those who would not agree with all the 
theories, this book is a gold mine of i 
tion, with an extensive bibliography 
good index. 
H. ELLENBERGER, M 

Montreal, Can 


PsycuraTRy—BIOLOGICAL AND SOCIAL. B n 
Gregory. (Philadelphia and London: W. 

B. Saunders, 1961, pp: IX, 577.) i 
This text is divided into two parts, 
eral Principles” and “Specific Syndrome: 
is a self-admitted “ambitious undertakin; 
any one person.” There is, namely, not onl; 
“holistic and eclectic” orientation, but ther 
also the attempt made to integrate “importi 


material from various major school: 
balanced 


is looking for. Whether this will happen tí i hi 


beginner 
cation of 
one assumes that it 
two rather big words in psychiatry. 
fair to mention that this book is neil 
biological nor more sociological than a ¢ 
siderable number of other textbooks. Wi 

due respect for the writer's erudition and 

fatigability, one cannot but think of the F; 


saying : “Qui trop embrasse mal éi 


CORRECTION aie 

Through an oversight in my review 
book Psychotherapy of the Psychoses a. 
1962) edited by Burton, mention was not 
made of the publication in 1952 of a 
under a similar title by Gustav Pychow: 


M.D. $ 
Lawrence C. Kolb, M.D 


Dr, McCarthy was born and educated in 
_ Philadelphia. Always a colorful teacher and 
physician, he represented the last of the 
early Philadelphia school of neurologists. 
‘Graduating from the University of Pennsyl- 
_vania Medical School in 1895, he took his 
_ internship at the Philadelphia General Hos- 
_ pital (Old Blockley ), followed by a year at 
_ the Orthopedic Hospital where he worked 
with Wier Mitchell, W. W. Keen, De 
_ Schweinitz and other leaders in the field of 
neurology, The following year he went to 
Europe and studied at Vienna, Leipzig, 
Berlin and Paris, There he learned the pre- 
cision and the patient, steady, time-con- 
suming requirements of the basic research 
- of the Germans ; and observed the brilliant, 
- clear-thinking work of the French, espe- 
cially in the field of psychology. This was a 
period of great stimulating scientific ac- 
tivity in medicine which he blended into 
his own personality and clinical work. 
= Returning to Philadelphia, he immedi- 
ately set up his office for the practice of 
neuropsychiatry, spending his spare time in 
the Pepper Research Laboratory at the Uni- 
versity. An advocate of the thorough and 
complete history, physical examination and 
laboratory studies, he soon developed an ac- 
tive practice, Finding the general hospital 
unsuited to the rest, relaxation and active 
treatment necessary for his nervous pa- 
tients, he organized a special department 
| for the treatment of nervous disorders at St. 
Agnes Hospital, and later he established 
Roseneath Farm Sanitarium for such cases, 
and eventually established Fairmount 
Farms Sanitarium for psychotic cases, 
i Dr. McCarthy served as Professor of 
- medical jurisprudence at his alma mater 
__ and the Women’s Medical College of Penn- 
sylvania. He enjoyed teaching and his 
quick, brilliant, psychomotor nature drew 
increasing numbers to his lectures, “Each 
year in my lectures I discussed basic and 
practical questions, such as the futility and 
uselessness of religious prejudices and con- 
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DANIEL J. McCARTHY, M.D. 
1874-1958 


troversies of all types. Whether one believes 
that the Koran was given personally to 
Mohammed by Allah, or that one’s religious 
revelations were inscribed on gold plates 
and revealed to Joseph Smith—that religious 
belief is nurtured in the child from baby- 
hood and is instilled in every cell of the 
body. It is useless and unkind to try to 
change religious beliefs, or ever to say any- 
thing derogatory relative to another’s re- 
ligion.” 

As chief on the neurological service much 
of his time was spent in the neurological 
wards of “Old Blockley” teaching interns 
and treating charity patients. For years he 
was active as consultant neurologist to Nor- 
ristown State Hospital. Deeply concerned 
with the devastating effects of tuberculosis, 
and especially its importance in nervous 
and mental disease, he early entered into 
the campaign with Dr. Lawrence Flick at 
Phipp’s Institute in the study, treatment and 
education of the public in the field of tuber- 
culosis. He became one of the founders of 
the National Tuberculosis Association and 
was a delegate to the first International 
Congress for tuberculosis in Berlin, Later 
he was instrumental in bringing the third 
International Congress to the United States. 
When this work was well organized, he - 
gave up tuberculosis work entirely to de- 
vote all of his time to neuropsychiatry, the 
work for which he was especially trained. 

A lieutenant colonel in World War I, he 
went overseas in 1915 and was placed in 
charge of the neuropsychiatric department 
at the Institute, Neuilly, treating chiefly 
nervous tension “shell-shock” cases returned 
from the front lines. Following the prin- 
ciples of Wier Mitchell and the Philadel- 
phia School, his work was highly successful. 
In 1916 he was appointed liaison officer 
with the French 
sent to Germany to inspect German prison 
camps for the English. He was so success- 

in improving conditions there that he 
was decorated by the British Government. 
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In 1917 he was sent to Russia by Secretary 
of State Lansing to investigate conditions 
under the new revolutionary government. 
In 1918 he was appointed Commanding 
Officer of Base Hospital No. 115 at Vichy, 
France. Later he served as Judge Advocate 
of the General Court and after the war as 
member of the Advisory Council of the 
Veteran’s Bureau. He was instrumental in 
the organization of the Red Cross work at 
this time of its early development. 
Following military service he returned to 
his private practice and teaching in Phila- 
delphia. He was a great stimulus to young 
physicians interested in the field of neu- 
rology and psychiatry. Doctors George Wil- 
son, Fay, Winkelman, Keyes, William Long 
and many others prominent in this field re- 
ceived training and inspiration as associates 
in his office at 2025 Walnut Street. Dr. Mc- 
Carthy was the author of numerous articles 
and several books. Much of his medical 
teaching and philosophy was put into book 
form, Medical Treatment of Mental Di- 
sease, written during his retirement. His 
treatment of nervous tension states (the 
neuroses) was masterly, a modification of 
Wier Mitchell’s rest treatment plus his own 
knowledge and wide experience. His basic 
theory was “build up the muscles of the 
body and you will build up the circulation, 
nerve tone, mental and physical health.” 
His reported recoveries in early schizo- 
phrenia were questioned by many but they 
would have been less skeptical if they had 
followed him through all the careful de- 
tailed handling of his cases—early diagnosis 
and hospitalizations the attention to infec- 
tions and debilities of all kinds; the opti- 
mistic, hopeful psychotherapy used from 
the first contact and the vast amount of 
time spent with the patient daily ; his care- 
ful selection of the right type of nurse, 
usually one he had trained himself; his 
military exactness in treatment and firm in- 
sistence on the patient's carrying out every 
detail of the carefully scheduled treatment 
program. While this was a heavy tax on 
both time and energy, he always felt it was 
well worth while in the results. He used 
insulin in nervous and mental cases to im- 
prove nutrition, years before it was used in 
shock therapy. Strong galvanic current was 
used with many patients, just short of shock 


a. 


as a stimulant and psychologic lever 
force willful neurotic patients back into 
normal channels. He was master of the ~ 
clinical quip and truism with a psychologi- 
cal stimulating twist—“Replace the hot- 
house fat by muscle.” “One must be an op- 
timist ; the world has no place for the pessi- 
mist.” “One cannot expect to have a good 
„heart muscle with soft, flabby body mus- 
cles, neglected for years.” “Vigorous and 
regular exercise daily is more important — 
than three square meals.” “If your mind is 
on yourself 50 percent of the time you are 
50 percent sick ; if 100 percent of the time 
you are 100 percent sick—and the way to 
get your mind off of yourself is to concen- 
trate on some work or occupation which — 
takes all of your attention.” i 
All through his medical career every Op- 
portunity was grasped to teach nursing 
groups, social and public health workers. 
For years he taught neurology and psychii 
try in the nursing schools at Philadelphia 
General and St. Agnes Hospitals. In the 
early 1920s Dr. McCarthy organized, and 
led for some years the Mental Hygiene 
Committee of Pennsylvania, which has car- — 
ried on an excellent program of education 
for prevention of mental diseases, and ma- 
terially aided in the improvement O 
care of psychiatric patients in Penns 
vania. He gave the penal system consider- 
able study and was a strong advocate of a 
good parole system with officers especially 
trained and with power over the parolee to 


was interested in the pro 
vaniæ’s state mental hospitals advocating 
small wards in charge of a single psychia- 
trist who would treat his cases actively, 
primarily on a medical basis, looking for- 
ward to quick discharge with an effective 
follow-up to carry on treatment and super- 
vision, thus avoiding the locked doors, the 
hopelessness and fear of the mental hospital 
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the commonly resulting chronicity. 

r. McCarthy was at one time President 
the American Neurological Association 
s consistently active in the Phila- 
Psychiatric and Neurological So- 
. He founded the “Philadelphia In- 
ute for Research in Nervous and Mental 
iseases.” This foundation continues to 
nction and has given money to the Uni-. 
sity of Pennsylvania, Temple University, 
d Jefferson Medical College. He insisted 
the importance of clearing up all infec- 
yn in psychotic states as well as in disease 
rocesses generally. Recent laboratory stud- 
ow how sound these principles are, 
eachings, in many ways, were far in 
dyance of his time. i 
Retiring from active practice in 1935, Dr. 
cCarthy lived at his home “Hill Top” in 
antown and spent his winters in Flor- 
n Palm Beach he helped found St. 
‘y's Hospital, the Society of the Four 
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Arts, the Mental Health Assotiation, and 
was active in prison psychiatric work. He 
served as Chancellor of the Year, at Florida - 
Southern College, where he was given the 
degree of Doctor of Laws. He was a great 
believer in regular daily exercise, taking 
routine sun baths when possible, combined 
with self massage and vigorous walks daily 
of 2 or 3 miles. He enjoyed relatively good. 
health to the last day of his life. Dr. Mc- 
Carthy was always a source of great inspira- 
tion to his students, patients and friends 
calling forth from them deep affection and 
loyalty. Those who were closely associated 
miss him as a kind friend, a stimulating 
colleague, a skillful physician and an open- 
minded humanitarian of broad vision. 
Death took place suddenly in Ventnor, New 
Jersey, October 8, 1958, due to coronary 
heart disease. 
Temple Fay, M.D. 
Kenneth Corrin, M.D. 


Article I. Name 


This corporation, founded in 1844 as the 
Association of Medical Superintendents of 
American Institution for the Insane, known 
from 1892 to 1921 as the American Medico- 
Psychological Association, and since 1921 as 
the American Psychiatrie Association, is here- 
by continued under the last designation. 


Article II. Objects 


The objects of this Association are: (a) to 
further the study of the nature, treatment, and 
prevention of mental disorders; (b) to pro- 
mote the care of the mentally ill; (c) to 
further the interests, the maintenance, and the 
advancement of standards of all hospitals for 
mental disorders, of outpatient services, and 
of all other agencies concerned with the 


orders ; (d) to advance psychiatric education 
and research; and (e) to make available 
psychiatric knowledge to other branches of 
medicine, to other sciences, and to the public 
welfare. r: 


Article III. Members 


1. There shall be these classes of members : 
Fellows, Life Fellows, General Members, 
Life Members, Associate Members, Dis- 
tinguished Fellows, Honorary Fellows, 
Corresponding Fellows, Corresponding 
Members, and Inactive Members. District 


of membership not inconsistent with this 
article. 

2. At the time of initial application, all ex- 
cept Honorary, Distinguished, and Cor- 


countries of the western hemisphere, north 
of South America; or residents of the 
Caribbean Islands; or residents of de- 
pendencies of any of these countries. 

3. An applicant for Associate or General 
i Membership, if never before affiliated with 


District Branch (if such District Branch 


Approved by Council for consideration of the Membership under provisions of the (ei 
and By-Laws 7 X 
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. Associate Members will be phy: 


. To become a General Member, the 
medical, social, and legal aspects of these dis- 


Branches may establish parallel categories. . i > 
4 tion where he is working ; 


responding categories shall be residents of 


this Association, will apply through the. 


` Proposed Amendment of the Constitution and By-Laws 
of the 3 : s 
American Psychiatric Association 


~ 


has jurisdiction and has been app 
for membership processing) in 
prescribed by the By-Laws. 


sent to © 
Secretary of the American Psychiat A 


e 
year the 
President will indicate which member 
have had one year or more of full-ti 
training or experience in psychiatry. 


cian shall either: (a) have been. 
sociate Member for at least one year, 
have had at least three years of 

or experience in psychiatry ; or (b) if 
has never before been of the membersh 
of this Association, he shall have 
three years experience in the spé 
and shall be recommended by the appro- 


advancement from Associate status 
he: (a) holds a valid, nonprovisi 
cense to practice medicine in the ; 


an academic or pad scott 
requiring licensure ; or (Cc) isa 
employee or officer of State, County, 
National Government. 


. Fellows shall be chosen from those w 


have been General Members for : 
two years, who have specialized 
chiatry for at least seven years, 
have made significant contributic 
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to Fellowship status, and consideration 
shall be given to the recommendations of 
the District Branch, if submitted. 

. Life Members shall be members who have 
had 30 years affiliation with the American 
Psychiatric Association, and who are not 
eligible for Life Fellowship. A Life Mem- 
ber has all the rights of a General Member. 


l0. A Life Fellow is one who is a Fellow after 


30 years of membership in this Association. 
A Life Fellow has all the rights of a 
Fellow. 

. A Distinguished Fellow is a physician, 
not a member of this Association, or other 
scientist who has distinguished himself by 
contributions to psychiatry or related 
sciences, and who is so designated through 
the procedure described in the By-Laws. 
Physicians who had been designated Hon- 
orary Fellows will, at the time of the 
adoption of this Constitution, become Dis- 
tinguished Fellows. A Distinguished Fel- 
low will not be eligible to vote or hold 
office but will be invited to scientific 
assemblies of the Association and receive 
such publications as Council may deter- 
mine. 

. An Honorary Fellow is a person other 
than a physician who has rendered signal 
service in the promotion of mental health 
and psychiatry, and who is designated 
“Honorary Fellow” through the procedure 
described in the By-Laws. Other than 
physicians, those previously classed as 
Honorary Fellows of the American Psy- 
chiatric Association will continue in that 
category. Honorary Fellows are ineligible 
to vote or hold office, but will be invited to 
scientific assemblies and will receive such 
publications as the Council may determine. 

. Any General Member or Fellow who, for 
ten years or more, has been in good stand- 
ing, and who establishes inability to con- 
tinue payment of dues as a consequence 
of hardship, illness, or retirement, may 
apply for inactive status. Such status will 
be granted in appropriate cases by the 
Council on recommendation of the Mem- 
bership Committee. An Inactive Member 
will be entitled to register as a member at 
Annual Meetings, but will not pay dues, 
nor will he be eligible to vote or hold 
office. He will be entitled to the JOURNAL 
and such other publications as the Council 
may determine. 

A person professionally qualified to be a 
Fellow and who lives outside the juris- 
dictional area of this Association, as de- 
scribed in Section 2 of this Article, may 


> 


wits [ April 


be elected a Corresponding Fellow. A 
Fellow of this Association who moves per- 
manently outside its jurisdiction may be- 
come a Corresponding Fellow or remain 
in previous status, at his option. 


. A Corresponding Member is a former Life 


Member, General Member, or Associate 
Member who has moved permanently out 
of the jurisdictional area of this Associa- 
tion, as described in Section 2 of this 
Article, and who has applied for the 
status of Corresponding Member. Such a 
member, if he prefers, may continue in his 
membership status. 


Article IV. Officers 


. The officers of the Association are a Presi- 


dent, a President-Elect, two Vice-Presi- 
dents, a Secretary, and a Treasurer. These 
Officers and an appropriate number of 
Councillors will be elected annually by 
mail ballot in the manner prescribed by 
the By-Laws. 


. The Council shall include the above offi- 


cers, the Speaker of the Assembly, and 
twelve Fellows, of whom the retiring 
President shall be one. 


. Past-Presidents after three years of full 


Council service will thereafter be members 
of Council with full floor privileges but 
without the right to vote. 


. The President-Elect will be installed as 


President during the Annual Meeting next 
following the Annual Meeting at which 
his selection as President-Elect was an- 
nounced. If the position of the President- 
Elect becomes vacant during the term, 
the Council will select a Fellow to serve 
as President-Elect and he will be installed 
as President at the next Annual Meeting. 


. The President-Elect, the two Vice-Presi- 


dents, the Secretary, and the Treasurer 
will assume their responsibilities at the 
time of the installation of the President. 
Incoming Councillors will assume their 
responsibilities when their election is an- 
nounced. 


. The President, the President-Elect, each 


Vice-President, the Secretary, and the 
Treasurer shall each hold office for one 
year; Councillors will serve for three 
years. The President, the Vice-Presidents, 
and the four retiring Councillors are in. 
eligible for re-election to their respective 
offices before three years have elapsed 


from the date of their retirement from 
such office. 


- (a) If the position of President becomes 


vacant, the Council will select a Vice- 
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President to become President for the 
remainder of the term. 

(b) If any other position becomes vacant, 
the Council will elect a Fellow of the 
Association to fill that office for the un- 
expired portion of the term. 


Article V. Privileges 


. The right to vote by mail, or in person, 


is limited to Fellows, Life Fellows, Gen- 
eral Members, and Life Members. 


. Anyone with the right to vote also has a 


right to nominate candidates and to pro- 
pose amendments to the Constitution or 
By-Laws. 


. Only Fellows and Life Fellows may hold 


elected office or serve as Chairman of 
Committees, Boards, and Commissions. 


. Every Fellow, Life Fellow, General Mem- 


ber, Life Member, Associate Member, or 
Inactive Member shall be entitled to the 
Journa and such other publications 
as the Council may determine. Every such 
person shall also be entitled to register 
and attend the Annual Meetings as a 
member. 


. Every Fellow, General Member, and As- 


sociate Member shall be liable for the 
payment of dues and assessments. 


. Life Fellows, Life Members, Distinguished 


Fellows, Honorary Fellows, Corresponding 
Fellows, Corresponding Members, and In- 
active Members will be exempt from pay- 
ment of dues. Any persons in these clas- 
sifications who attend the Annual Meeting 
will be entitled to register there on the 
same terms as General Members. 


. Any one of the membership of this As- 


sociation (Article III, Section 1) may be 
appointed to a Committee. 


Article VI.» The Council 


. The Council will consist of the persons 


named in Section 2 of Article IV. 


. A majority of the voting members of the 


Council will constitute a quorum thereof. 
Annually, the Council will elect, from its 
own voting membership, a Moderator of 
the Council. 


. The Council will meet during the Annual 


Meeting of the Association, and at such 
other times as the President or the Modera- 
tor may determine. By petition, one third 
of its members may call a special meeting 
of the Council. 

Each year, during the Annual Meeting, the 
Council will organize an Executive Com- 
mittee. This Committee will consist of the 
President, the two Vice-Presidents, the 


. In the intervals between Council meetings, 


. The Council exercises all powers of the 


Secretary, the Treasurer, the Preside 
Elect, the Speaker of the Assembly, 
two Councillors especially selected. 


its Executive Committee has the powers of 
Council, All actions of the Executive Com- 
mittee will be submitted to the Count 
at its next meeting for information, ratifi: 

cation, or modification. 5 


‘Association, not otherwise assigned, sa 
when the membership is assembled in gen- 
eral meeting. Powers of the Council i 
clude: F 
(a) Fixing the date and place of each 
Annual Meeting of the Association. 

(b) Determining the dues and assessments 
for the various classes of membership; 
(c) Adopting a budget. This is solely the 
responsibility of the Council, and the 
budget, once adopted, shall be reported to 
the membership, for their information, at 
a business session of the Annual Meeting. 
(d) Controlling the funds of the Associa- 
tion and designating its depositaries. 

(e) Making expenditures from the funds 
of the Association in implementation of — 
its goals and purposes. : 
(£) Administering special funds, grants, 
and awards. i 
(g) Creating committees. “iv 
(h) Reviewing applications for District 
Branch charters after appropriate action by | 
the Assembly, and making or approving 
recommendations for redistricting of 
branches when this becomes advisable. 
(i) Processing applications for transfers 


grades. d 
(j) Hearing and disposing of appeals from H 


. applicants rejected for membership. Sa 


1 Expelling a member, or suspending & 
O for a period of not more than i 


(n) Publishing the AMERICAN JOURNAL OF 
PsycHtaTRY, and appointing its editor, Edi- 
torial Board (or Publication Committee), 
and its staff. mae 
(o) Providing for other publications de- 
sirable for carrying out the aims of the 
(p) Appointing such staff personnel as it 


. Unless 


. District Branches will be 


: The Assembly 
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finds necessary to carry out the purposes 
of the Association, including professional 
auditors ; and the setting of salaries. 

(q) Doing all other things necessary to 
carry out the purposes of the Association 
and not inconsistent with the By-Laws or 
with this Constitution. 


Article VII. Committees 


. There shall be the following Constitutional 


Committees: an Ethics Committee, a 
Nominating Committee, a Committee on 
Constitution and By-Laws, a Program 
Committee, an Executive Committee, and 
a Board of Tellers. 


. There shall be such Standing Committees, 


Boards, and Commissions as the President, 
the Council, the Executive Committee, and 
membership may designate. 


. Ad Hoc Committees, when appointed, 


shall act through the next Annual Meeting. 
otherwise specified, committee 
members will be named by the President, 
Each year the President then in office will 
indicate who shall be chairman of each 
committee. Anyone in any voting class of 
membership may be appointed to a com- 
mittee ; but only a Fellow or Life Fellow 
may be named as Chairman of a Commit- 
tee, Board, or Commission. Persons not 
members of the Association may be desig- 
nated advisors or consultants to commit- 
tees. 3 

Unless such power is specifically granted 
by Council or by the membership of the 
Association, no Committee will speak in 
the name of, nor encumber funds of, this 
Association. 


Article VIII. District Branches 


created in the 
manner described in the By-Laws. 

Each District Branch will elect a delegate. 
The delegates, in the aggregate, constitute 
the Assembly of District Branches. The 
Assembly is authorized to consider any 
matters pertinent to the welfare of the 
Association or to the implementation of its 
objects, 

will annually el 
Speaker-Elect and a Recorder. The Speaks 
er-Elect, at the conclusion of his service 
in that position, will become Speaker of 


the Assembly and a voting member of the 
Council, 


Article IX. Amendments 


- Proposals to amend this Constitution may 


originate either (a) by a petition signed 
by fifty or more Fellows, General Mem- 


[ April 


2. 


bers, or a combination thereof, or (b) by 
resolution of the Council. 

(a) Proposals to amend the Constitution 
by petition of fifty or more Fellows and/or 
General Members shall be received by the 
Secretary at least 30 days before the An- 
nual Meeting. Such proposals shall be 
submitted to the Council and placed on 
the agenda for reading at the Annual 
Meeting. 

(b) If at any time prior to the first 
day of the Annual Meeting, the Council 
passes a resolution endorsing a proposed 
amendment, the text thereof shall be read 
at the next Annual Meeting, 


. After a proposed amendment (no matter 


how originated) is read at the Annual 
Meeting, the text thereof shall be pub- 
lished in the Journa (or otherwise 
made known to the membership) not 
later than January 1. The proposed amend- 
ment will be submitted to the member- 
ship for mail ballot, at the time of and 
in the manner provided in the By-Laws 
in voting for candidates for office in the 
Association. All Fellows, Life Fellows, 
General Members, and Life Members shall 
be eligible to vote. If more than fifteen 
Percent of the eligible voters return 
properly marked ballots, and if more than 
two thirds of such ballots are favorable 
to the proposed amendments, then the 
Proposal shall be considered adopted and 
the Constitution amended accordingly. 


- Proposals to amend the By-Laws shall be 


received and acted upon in the same man- 
ner as proposals to amend the Constitu- 
tion except that the favorable votes of a 
majority of eligible voters shall be sufficient 
to enact the amendment to the By-Laws, 
provided that not less than fifteen percent 
of the eligible votes shall have been cast in 
this mail ballot, and also provided that 
not less than ten percent of those voting 
are in favor of the proposed amendment. 


THE BY-LAWS 
Chapter One. Annual Meeting 


- A general meeting of the Association will 


be held annually at such times and places 
as the Council may direct. In times of war 
or other grave national emergency, the 
Annual Meeting may be waived, but 
elections will be held by mail ballot and 
Council or its Executive Committee will 
carry on the missions of the Association. 


. Prior to each Annual Meeting, the Council 


will develop an agenda indicating what 
will be done on each day. The new officers 
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will be installed on a day, time, and oc- 
casion selected by the incoming President. 


. The President (or, in his absence, a Vice- 


President) will preside at each business 
session of the Annual Meeting. 


4. One hundred and fifty voting members 


will constitute a quorum. 


Chapter Two. Disciplinary Actions 


. (a) Any Associate Member, General Mem- 


ber, or Fellow who, for three consecutive 
years, fails to pay dues required by Coun- 
cil will be notified by registered mail by 
the Treasurer of the Association that he 
will forfeit membership if arrearage is not 
paid by a specific date. If full payment has 
not been made by that date, the Treasurer 
of the Association will notify the Council. 
Unless, at its next meeting, the Council 
waives the arrearage or remits the dues, 
the delinquent member’s name will be 
stricken from the rolls of the Association. 
Thereafter, he may return to the Associa- 
tion only by being processed as a new 
Associate Member or General Member, 
unless the Council orders reinstatement 
with or without waiving the arrearage. 

(b) Any member of a District Branch 
(unless he be a Life Member or Life Fel- 
low of this Association) who fails to pay 
District Branch dues for three consecutive 
years will be notified by the Treasurer of 
the Branch that this arrearage will, on a 
specified date, be reported to the Secre- 
tary of the American Psychiatric Associa- 
tion. If, by that date, full payment of Dis- 
trict Branch dues has not been made, the 
Secretary of this Association will be so 
notified. The Secretary of the American 
Psychiatric Association will advise the 
delinquent member of the provisions of 
this section (Section 1. (b) Chapter Two 
of the By-Laws) by registered mail and, at 
the next meeting of the Council of the 
American Psychiatric Association, this de- 
linquency will be reported to Council. 
Unless the Council directs otherwise, the 
delinquent member will be dismissed from 
both the Association and the District 
Branch. Thereafter, he may return to the 
Association only by being readmitted to 
the District Branch in accordance with its 
regulations. 

(c) No Life Fellow or Life Member of 
this Association will forfeit membership 
in a District Branch for nonpayment of 
District Branch dues. 


. The Ethics Committee shall hear all com- 


plaints filed against a member. It shall 


. Any complaint concerning behavior, spe- 


. When the Council receives, through the 


If circumstances warrant, the Council, 


. Upon receipt of 


consist of six Fellows, at least one oO 
whom shall be a Past-President of the 
Association. The terms of the memb 
shall be adjusted so that each year 
seats become vacant, and in each succeed- 
ing year the incoming President she 
appoint members to fill the vacancies o! 
the Committee. The President shall desig- 
nate, from the membership of the Com: 
mittee, a Chairman whose term shall 
for one year. Vacancies developing durin 
the term of any member of the Committee 
shall be filled by the President, who shall 
name an ad interim member or Chairmé 
for the unexpired term of the pre 
member. p 


cified in Section 4 of this Article, shall be 
in writing and signed by the party making 
the complaint. Any person, including an 
member of this Association, may make — 
such a complaint. It shall be filed with the 
Secretary who shall forward it to Council 
for action. : 


Secretary, a complaint that a member has 


comply with resolutions or requests 
the Council, or has brought discredit 
dishonor on the Association or on- 
practice of psychiatry, or has been co 
victed of a crime involving moral turpi 
tude, the Council may (a) dismiss the 
complaint if less than two thirds of the 
voting members of the Council agree, or 
(b) refer the complaint to the Eth 

Committee for consideration and recom 
mendation on approval of two thirds of 


the Council. 


two-thirds vote, may suspend any me 
ber of the Association, without prejudi 
(for not more than ninety days) from any 
or all privileges of membership. Such 
action may be taken by the Council when 
it is considered to be in the best interests 
of the Association pending completion 
the adjudicative procedures described 

low. t: 
a complaint from the Ys 
Council, the Ethics Committee shall desig- 
nate a Fellow of the Association to investi 
gate the basis of the complaint and report 
his findings to the Ethics Committee. Any” 
member under investigation is entitled to 
thirty days’ notice in writing advising him 

of the nature of the charges against him* 
and of the date set for hearing thereon. 


member so charged may appear before 
the Ethics Committee and be represented 
by counsel. If the member is unable to 
travel to the place set for the hearing, he 
may, upon written request, appear before 
= one or more examiners designated by the 
Ethics Committee, who need not be mem- 
bers of the Committee. All examiners shall 
- be Fellows of the Association. Testimony 
of the member shall be recorded and all 
copies must be signed by the member 
. and examiner, certifying the accuracy of 
the transcript before submission to the 
Ethics Committee. 


cil, The Committee may (a) determine 
_ the complaint to be without merit and 
recommend to the Council that it be 
rejected; or (b) advise the Council that 
_ one or more of the charges in the com- 
_ plaint have been sustained and recommend 
that the member be admonished, Tepri- 
manded, suspended from membership for 
a specific period of time, or expelled from 
the Association. 
8. The Council shall have authority to act 
upon the recommendations of the Ethics 
_ Committee. A majority vote of the Council 
shall be required to admonish, reprimand 
or suspend, but a two-thirds vote of the 
~~ Council shall be required to expel a mem- 
ber from the Association. The Council 
may, by a two-thirds vote, impose a more 
severe penalty than that recommended by 
the Ethics Committee. The Secretary shall 
_ promptly notify in writing the member 
i ged of the action taken. The Council’s 
action, in any case, shall be by resolution 
_ and recorded in the minutes. 
9. The records of the Ethics Committee and 
the minutes of the final action of the 
- Council shall be filed with the permanent 
-~ records of the Association and may be 
_ inspected by any member having a legiti- 
_ mate interest therein, Unless the member 
charged requests it, in writing, the name 
of such member shall not be included in 
the Council’s open report to the member- 
ship read at the Annual Meeting of the 
Association, nor in the minutes published 
in the Journat. 
0. A member may appeal a disciplinary 
measure taken against him by the Coun- 


> 


7. Upon receiving the report of the investiga- 


+ When a group of not less than twenty 


- Requirements for membership in a District _ 


cil to the membership by filing notice 
such appeal with the Secretary within ten 
days of receipt of notification of the acti 

of the Council. On receipt of such notice, 
imposition of the penalty shall be hel 
in abeyance. However, if expulsion has 
been directed by Council, the member | 
shall be suspended from all privileges 
membership pending the outcome of his 
appeal. The matter shall be placed on the 
agenda of the next Annual Meeting where 
it shall be heard at a session attended only 
by voting members of the Association and 
the necessary secretarial staf selected by — 
the President. The member shall be given 

an opportunity to be heard and to be 
represented by a person selected by him. 


Chapter Three. District Branches 


members (not more than 20 percent of 
whom may be Associate Members), re- — 
siding in a contiguous geographic district, ~ 
desires to create a District Branch, they — 
will submit a petition, personally signed by 
the proposed charter members, to the 
Recorder of the Assembly of District 
Branches, together with a proposed ~ 
Constitution and By-Laws of the Branch, 
requesting a specific geographical jurisdic- 
tion. The Assembly will consider the 
application and make report and recom- 
mendation to the Council, If the Council 
approves, the proposal will be submitted 
to the general membership of the Ameri- 
can Psychiatric Association for disposition. 
If the proposal is approved by a majority ~ 
of members voting, the District Branch 
will be created, 


Branch will be the same as for membership : 
in this Association, A District Branch may 
elect, as Affiliates 


a fe ee S T. 


J On ee ee ee E E 


oa = 


i tas) an alain 


1962 ] 


Branch, if any, having jurisdiction over 
the area where he resides and/or practices. 
If a member transfers permanently to an- 
other area, the provisions of Chapter 6, 
Section 11, will apply. Voting members 
of the Association, not affiliated with Dis- 
trict Branches at the time of adoption of 
these By-Laws, may, at their option, be- 
come members of an appropriate District 
Branch or remain “members-at-large” and 
so designated by Council. 


_ A District Branch shall be approved for 


processing American Psychiatric Associa- 
tion membership applications (a) when 
its boundaries have been defined in its 
approved Constitution, and (b) after 
certification by its officers of its ability and 
willingness to serve in that capacity. 


. A District Branch’s approval for processing 


membership applications may be rescinded 
(a) by request of a majority of members 
of that Branch attending a regular or 
special meeting thereof, or (b) by resolu- 
tion of the Council, or (c) a recommenda- 
tion of either the Membership Committee 
or the Assembly and concurrence of the 
Council, 


If the creation of a new District Branch 


would require alteration in the jurisdic- 
tional area of an existing Branch, this fact 
should be communicated to the Recorder 
of the Assembly by the Secretary of the 
existing District Branch. If there is ob- 
jection to the alteration by the member- 
ship of the existing District Branch, this 
shall be noted in the communication to 
the Assembly and representatives of both 
groups will be invited to discuss the mat- 
ter when it is considered by the Assembly 
and the Council. The Assembly will make 
recommendations to the Council and the 
Council will make recommendations to the 
Membership of the American Psychiatric 
‘Association at the Annual Meeting. Dis- 
position will be made by a majority vote of 
those present and voting. 


. Each District Branch will elect its own 


officers, arrange its own programs, and 
provide for its own expenses. District 
Branch officers will assume their duties at 
the close of business of the Annual Meeting 
of the American Psychiatric Association 
next following their election. They may 
be formally installed within thirty days 
prior to or subsequent to that date. 


. Each District Branch will select a delegate 


from its membership. These delegates, in 
the aggregate, will constitute the Assembly 
of District Branches. The Assembly will 


Council thereon, and (b) present 
Council suggestions and recommenda! 
on any other matters pertaining to thi 
jectives of the Association. f 
9. The presiding officer of the Assembly 
be known as its Speaker. At each 
Meeting the Assembly will elect | 
corder and a Speaker-Elect. The Sp 
Elect will become Speaker at the Ann 
Meeting next following election. If tl 
position of Speaker becomes vacani 
Speaker-Elect will become Speaker for 
unexpired portion of the term and 
own full term thereafter. If the posi s 
of Recorder becomes vacant, the Polic 
Committee will designate a member 
the Assembly to fill the unexpired po: 
of the term as Recorder. KoF 
10. The Assembly is authorized to adopt 
in accordance with its rules, to amend re 
procedural code. Nothing therein will 
inconsistent with the Constitution, 
Laws, or resolutions of the American | 
chiatric Association or its Council. 
11. The Assembly is authorized to cre 
Policy Committee to function on 
of the Assembly in the interim betw 
Assembly meetings. i 


Chapter Four. Voting by Mail 
1. General Members, Life Members, Fe! 
and Life Fellows (and only these) s 
be eligible to vote by mail on candi 
proposed amendments, or referenda. 
2. Any Fellow or Life Fellow, nominated | 
office by a petition signed by fifty or 
General Members or Fellows, shall 
considered an eligible candidate ani 
name shall be included on the 
ballot for the next general election, p 
vided that such petition has been filed | 
the Central Office of the Association prior | 
. to January 21st. Eek, 
3, A Nominating Committee of five Fell 
will be appointed by the President ne 
sixty days after his installation into that 


Er 
s 


Jeast one for each vacancy, 
October 31st. 
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5. The Secretary will prepare an official ballot 


which will include the names of all can- 
didates selected by the Nominating Com- 
mittee or nominated by petition. The 
official ballot will be mailed to all eligible 
voters between February Ist and Febru- 
ary 15th. The date on which ballots will 
be tallied shall be announced in a memo- 
randum accompanying the ballot. This 
date will not be earlier than four weeks, 
nor later than two weeks, before» the 
opening of the Annual Meeting. All 
properly sent ballots received prior to the 
time of tally shall be counted and the 
person who receives the greatest number 
of votes for each single office will be certi- 
fied as elected thereto. The candidates who 
receive the greatest number of votes for 
office as Councillors will be certified as 
elected to the Council. Results of this 
election will be announced at the Annual 
Meeting. 


. Between February Ist and February 15th, 


the Secretary shall mail an official ballot 
to each voting member. 
(a) To each voter shall be sent a package 
containing (1) the official ballot, (2) a 
letter or memorandum of instructions, (3) 
an inner envelope, and (4) an outer en- 
velope. 
(1) The official ballot shall contain the 
name of each candidate selected by the 
Nominating Committee, and of each 
candidate nominated by petition, to- 
gether with a brief biographic account 
of the candidate. Candidates for the 
same office will be grouped together. 
By symbol, word, or phrase, it shall be 
indicated for each candidate whether 
he was nominated by petition or by the 
Nominating Committee. The country, 
state, district, or province of each can- 
didate shall also be indicated. The bal- 
lots shall be identical, shall not be 
numbered, nor shall there be any pro- 
vision for the signature of the voter. 
The final return date shall be indicated 
clearly near the top or near the bottom 
of the ballot. 
(2) The memorandum of instruction 
shall furnish the key to any symbols or 
abbreviations in the ballot ; shall clearly 
state the final return date of the ballot ; 
and shall give instructions for folding, 
marking, and mailing, 
(3) The inner envelope shall have 
printed on its face a serial number and 
a certificate which the voter will sign, 
indicating that he is the person to whom 


» 
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the ballot was issued and that this is 
the only vote he is casting at this 
election. 
(4) The outer envelope shall be large 
enough to accommodate the inner en- 
velope. On the face of the outer en- 
velope shall be printed or written the 
words “Board of Tellers” followed by 
the office where the ballots will be 
counted so that further addressing by 
the voter will not be necessary. 
(b) Prior to the mailing of the ballots, 
the President shall designate a Board of 
Tellers consisting of members and em- 
ployees of the American Psychiatric As- 
sociation, at least one of whom shall be 
a Fellow of this Association, and at least 
one of whom shall not be a Member or 
Fellow of this Association. The President 
shall likewise designate one or two em- 
ployees of this Association as custodians 
of the ballots. Record shall be kept of the 
serial number of the inner envelope mailed 
to each voter. 
(c) As the outer return envelopes are re- 
ceived by mail, the custodian of the ballots 
shall open the outer envelope and com- 
pare the signature on the inner envelope 
and its serial number with the name and 
number in the record. If these are in 
accord, the custodian will deposit the 
unopened inner envelope in a safe place. 
If a discrepancy is found in the name or 
number, the inner envelope shall be re- 
ferred to the Board of Tellers for a de- 
cision. 
(d) On the day fixed for the counting, the 
custodian shall open each inner envelope 
and remove each folded ballot in the 
presence of a Teller, and place it, still 
folded, in a ballot box. The votes will be 
counted after all inner envelopes have 
been opened. 
(e) The Chairman of the Tellers, or some 
person designated by the President, will 
announce the results of the election at 
the Annual Meeting. 


- VOTING ON AMENDMENTS TO THE 


CONSTITUTION AND BY-LAWS. After 
a proposed amendment to the Constitu- 
tion or By-Laws has been circularized or 
published in the Journa, pursuant 
to the Constitution, the Secretary shall 
Prepare an official text of the proposed - 
amendment to the Constitution or By- 
Laws, preceded by those sections of the 
Constitution or By-Laws that would there- 
by be amended. Under this text matter 
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there shall be printed the phrase “Are 
you in favor of this proposed Amend- 
ment ?” and the words “Yes” and “No” on 
separate lines with space to indicate the 
yoter’s choice. 


. VOTING ON REFERENDA. Whenever 


the Council, the Assembly, or members 
in formal session at the Annual Meeting 
direct, by resolution, that a matter be 
referred to the membership by mail ballot, 
this shall be done in the manner as de- 
scribed in Section 7 above. The Council 
shall, by an enabling resolution, indicate 
the day of mailing and the return date on 
which the ballots shall be counted. There 
shall be a period of at least twenty-one 
days between these two dates. The word- 
ing of the resolution shall indicate whether 
the resolution is to be binding or advisory. 


. EFFECTIVE DATES. Amendments, new 


By-Laws, and referenda shall be effective 
on the date of the certification by the 
Board of Tellers unless a different effective 
date is indicated within the text of the 
proposal. 

CERTIFICATION. After the tally of each 
mail poll, the Tellers shall prepare a writ- 
ten certificate indicating (a) number of 
ballots counted, (b) number of votes 
cast affirmatively and negatively for each 
candidate, (c) number of ballots dis- 
qualified and the reasons therefor, and (d) 
net results of the election. The full text 
of the certificate will be filed in the Secre- 
tary’s office for inspection on request by 
any Member or Fellow. The net results of 
the poll, giving only the names of suc- 
cessful candidates and the text of suc- 
cessfully passed Amendments, will be an- 
nounced at the Annual Meeting and 
published in theeJouRNAL. 


Chapter Five. Scientific Programs 


. Subject to ratification by Council, the 


Program Committee will have final 
authority to determine the acceptability, 
or conditions of acceptability, of scientific 
papers offered for the Annual Meeting. 
The Program Committee will determine 
the date, time, and room for the presenta- 
tion of each accepted paper. 

The Program Committee will select a 
chairman and a recorder for each scientific 
session. 


Chapter Six. Membership Processing 


. A person not previously affiliated with this 


Association, and living within the jurisdic- 


. If an applicant is elected a member of 


_ If an applicant is rejected for membership 


. If an applicant lives ou 


tion of a Branch, will apply for m 
ship through the appropriate District — 
Branch. If he resides outside the area of 
a Branch approved for membership pro 
essing or is not eligible for membership 
the District Branch having jurisdiction, he 
may submit an application for membe 
ship-at-large to the Secretary of the J 
can Psychiatric Association. 


District Branch, notification of his election 
will be forwarded to the Secretary 
least thirty days prior to the Annual Meet- — 
ing. Upon receipt of notification of election 
from the Secretary, the applicant shall 
become an Associate Member or General | 
Member of the Association, provided that 
the Branch has been approved for mem: 
bership processing. The list of member: 
so elected by the District Branches durin, 
the preceding year shall be presented ti 
the membership at the next Annual Meet: 
ing. 


in the District Branch of jurisdiction, the — 
applicant may, within ninety days ; 
being notified, appeal the action of the 
District Branch by sending an applicati 
to the Secretary of the American Psy 


such appeal has been receiv 

mittee will investigate the rej 
at the applicant’s request, grant 
sonal hearing at a place designated b 
tives of the Branch 
a hearing. The Memb 


without prejudice 
to again apply 

Article III, Section 
tside the area of 


ship processing, or is not à 
bership in the District Branch having 


jurisdiction, the application will be re- 
viewed by the Membership Committee 
and forwarded to Council for action. 
Council shall then present the applicant 
“to the membership of the Association for 
election in the appropriate grade at the 
“next Annual Meeting. Members, so elected, 
‘will be designated members-at-large. 

. Promotions from Associate to General 
- Member will be made by the Council in 
appropriate cases, after hearing the opin- 
ions of the District Branch having juris- 
diction and the recommendation of the 
Membership Committee. The Council is au- 
_ thorized to establish more detailed criteria 
for such promotions for the guidance of 
the Membership Committee and District 
Branches, The Council's refusal to promote 
‘Associate to General Membership will 
je without prejudice to the Associate’s 
right to make subsequent application. 
omotions from General Member to 
‘ellow will be made by the Council after 
_ weighing the recommendations thereon of 
the Membership Committee and District 
Branch, The Council’s failure to advance a 
Member to Fellowship will be without 
“prejudice to the Member's right to make 
subsequent application. The Council is au- 
thorized to establish more detailed criteria 
_ for Fellowship for the guidance of the 

- Membership Committee. 

Advancement to Life Membership or Life 
Fellowship will be upon the Secretary’s 
certification that the Member or Fellow 
had been a member in good standing in 
the Association for thirty years, and further 
certification indicating present grade of 
“membership or fellowship. 

, Any member may nominate a person for 
Honorary or Distinguished Fellowship. 
The citation will show the person’s services 
n the fields of psychiatry, mental health, 
“or the social or behavioral sciences. Each 


whether to confer Honorary or Distin- 
guished Fellowship or whether to defer 

_ this recommendation. A deferred recom- 
mendation will not be renewed until two 
years or more have elapsed from the date 

__ of the earlier nominations. i 

9. A General Member or Associate Member 
who permanently moves out of the juris- 
dictional area of the Association may, on 


10. 


11. 


[ April 


application to the Secretary of the As- 
sociation, be granted Corresponding Mem- 
bership unless the Council directs other- 
wise. Such member may, however, retain 
his previous membership category if he so 
desires and continues to pay dues. 

Any psychiatrist living outside the juris- 
dictional area of this Association whose 
professional activities are of Fellowship 
caliber may apply for Corresponding Fel- 
lowship, or such an application in his be- 
half may be made by any Fellow or Life 
Fellow. This will be studied by the Mem- 
bership Committee which will report there- 
on to the Council. The Council will take 
dispositive action on such applications. 
A member of a District Branch who moves 
permanently into the jurisdictional area of 
another District Branch will become a 
member of the District Branch into whose 
area he has moved ; except that, if the 
governing body of that District Branch 
grants a waiver, he may, if he wishes, 
remain a member of his previous Branch. 
After adoption of these By-Laws, every 
Associate Member, General Member, and 
Fellow of this Association living in a Dis- 
trict Branch area will be a member of the 
District Branch having jurisdiction, ex- 
cept: (a) under conditions stated above ; 
(b) ineligible under Article III, Section 
3; and (c) exempt by the Council as a 
member-at-large, as provided in Chapter 3, 
Section 3. 


Chapter Seven. Affiliated Societies 


. When any psychiatric society of a geo- 


Graphic division or region within this 
Association’s jurisdictional area shall de- 
sire to become an affliated society, it will 
submit to the Council a copy of its Con- 
stitution and By-Laws and a list of its 
members. If the Council approves, the rec- 
ommendation shall be submitted to the vot- 
ing membership at an Annual Meeting. If 
the majority of those present and voting so 
determine, the society will thereupon be 
designated an Affiliate Society of the Amer- 
ican Psychiatric Association, subject to the 
limitations of Section 3, below. 


. Any Society that has been designated an 


Affiliate of the American Psychiatric As- 
sociation, prior to the promulgation of 
these By-Laws, will remain an Affiliate 


Society, subject to provisions of Section 3, 
below. 


3. In every affiliated society, all enemas 4. 
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must be physicians ; at least 75 percent 
of the members must be psychiatrists ; and 
more than 50 percent of the Society must 
be members in good standing of the 
American Psychiatric Association. 


| May THE AMERICAN JOURNAL OF PS" 


THE FUTURE OF PSYCHIATRY * { 
THE REPORT OF THE JOINT COMMISSION ON 
MENTAL ILLNESS AND HEALTH ‘8 


LEO H. BARTEMEIER, M.D. 


You may recall that the Joint Commission 
was established originally by 5 members of 
the American Psychiatric Association and 5 
members of the Council on Mental Health 
of the American Medical Association. The 
A.M.A., contrary to my original promise to 
the Board of Trustees, did contribute to 
the financial support of the Commission. 
Since the publication of this final report, 
the A.M.A. has supported it in one of its 
publications and it is currently being stud- 
ied by the staff of the AM.A. and some of, 
its Councils—and is being taken very seri- 
ously. The A.M.A.s Council on Mental 
Health is planning a working conference 
this fall of 150 carefully selected people in 
preparation for a National Mental Health 
Congress to be held next year. This sugges- 
tion and recommendation came not from 
the Council, but from the officers of the 
A.M.A. So you can be certain individually 
and as a group that the American Medical 
Association is supporting this report of the 
Joint Commission. 

I would not have you gain the impression 
that our work is completed with the pub- 
lication of this Final Report. We confidently 
hope and expect that we can rely upon you 
as individuals in your local organizations to 
activate those recommendations with which 
you can agree. 

I have been asked to speak about psychi- 
atrists in private practice and the private 
mental hospitals in connection with this 
Final Report. The National Association of 
Private Psychiatric Hospitals now has 130 
hospitals in its membership. As of January 
1961 it became an autonomous organization, 
separate from the APA’s Mental Hospital 


1 Panel discussion at the 117th annual Meeting 
of The American Psychiatric Association, Chicago, 
Il., May 8-12, 1961. 

2 Medical Director, The Seton Psychiatric Insti- 
tute, 6420 Reisterstown Rd., Baltimore 15, Md. © 


Institute with which it met in 
years. It is growing in strength 
rapid development is due, I 
the direction of its Executive S 
Melvin Herman, and to the various . 
ation committees which work so vigor 
between the annual meetings. Ii 
ward-looking organization. I fi 
time, as our large mental hospitals 
smaller in size, when private mente 
tals, by developing close relationshi 
public institutions, will provide 

mental health services for peo] 
walks of life. I am very optimis 


connecti! 
in the Psycho: 


chiatrists in private 
of their working ho 


pists. The 
psychiatris 
are isolated 
must be accepted as 


creasing withdrawal fr 
such community servi 
many of you in pr 
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wholesome influence you bring to bear each 
time you give of your time to the mental 
health services in your community. For bet- 
ter care of the mentally ill, this practice 
must be revived. 
Many men in private practice are already 
doing many of these things. We need more 
of them. In the Baltimore Psychoanalytic 
Institute, for example, the members have 
been engaging in postgraduate training for 
members of the American College of Physi- 
cians. Seventeen members participated as 
teachers, and the Institute has been re- 
quested to conduct a second program in 
1962, We have also held a training program 
for 75 pediatricians, 


These are the logical ways in which psy- 
chiatrists can contribute to the development 
of social psychiatry in the practice of medi- 
cine. The great majority of the mentally ill 
in the community are treated not by us, but 
by the general practitioners of medicine, 
and by working closely with them, we can 
give more emphasis to the work of the Joint 
Commission, It can be done without too 
much drain on manpower. We begin to see 
more clearly that our work with patients 
involves also our work with families, that 
we as individuals are part of the communi- 
ties in which we practice, and we have far 
more influence than we imagine, if we will 
involve ourselves in the activation of this 
Joint Report. 


KENNETH E. APPEL? 


It is difficult to visualize the appalling 
psychiatric picture of the country when the 
Joint Commission was conceived 8 years 
ago. There were 900,000 patients in our 
mental hospitals each year. There were not 
enough psychiatrists to tackle the problem. 
The shortage was estimated at 40%. Twenty- 
“nine hospitals for the mentally ill, housing 
37,000 patients, had no psychiatrists on the 
staff. Five other hospitals with 2,000 pa- 
tients did not employ a full-time physician. 
The hospitals were 66% understaffed in 
nurses. Only two-fifths of 1% of 300,000 
registered nurses in the country were en- 
gaged in practical nursing of patients in 
public mental hospitals. The overcrowding 
was appalling. More beds were thought to 
be needed immediately, It was estimated 
that the increased admission rate would 
require 100,000 additional beds in the next 
10 years. This involved an increased ex- 
-penditure of $1,200,000,000, Only $1 per 
year was spent per patient for research ; 
$900 was spent for research in poliomyelitis, 
per patient, per year; there was $70 per 
patient for tuberculosis ; and $49 per patient 
for cancer. The situation seemed a national 

disgrace. 
Reports came rolling in of an alarming 
nature from various members of our Associ- 
3 President, Joint Commission ; Professor of Psy- 


chiatry and Chairman, School of Medicine, Uni- 
versity of Pennsylvania, 


ation: of the alarming, disgraceful plight, 
of the shamed, the disgraced, the unappeal- 
ing, the forgotten, the mentally ill. And 
these reports came from Walter Baer about 
nurses ; from Leo Bartemeier about doc- 
tors; from the Central Inspection Board, 
which said about 25% of our hospitals were 
approaching standards for temporary ap- 
proval. In one city with 5 medical schools, 
less than $30,000 was allotted to the de- 
partments of psychiatry. A national survey 
of health facilities of the nation, costing 
$500,000, did not mention psychiatry. From 
Walter Barton and others came reports 
about the terrible limitations in modern 
treatment with regard to the mentally ill; 
and treatment could hardly be spoken of 
for the majority of 700,000 patients. It was 
mostly care and custody. It smacked of 
packing boxes, mass methods. Herding and 
regimentation were the rule. Individual 
psychotherapy, thought to be the keystone 
of modern psychiatric treatment, was ab- 
sent except in the rarest instances. Acute in- 
tensive treatment, which seemed imperative 
for good results, was absent in the majority 
of hospitals. The situation seemed patch- 
work, hodgepodge, makeshift and of the 
horse and buggy age. A shudder went 
through the country when a half dozen men 
resigned as superintendents of important 
mental hospitals. They were frustrated by 
the state of affairs and lack of opportunities. 
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Goals were limited and morale was low. 

And so it seemed the time was ripe to 
try to mobilize an aroused public opinion 
first in psychiatry, then in the lay public, 
and then among the legislators. With the 
efforts of Walter Baer, Barton, Bartemeier, 
and Blain—the four B’s, the “Four Horse- 
men”—and we should add two other B’s, 
Braceland and Bill Menninger—organiza- 
tion of opinion and momentum was de- 
veloped. Bill Menninger persuaded Max 
Hahn of the Field Foundation to give 
$5,000 to start a codification of these diffi- 
culties and problems. Gerty and Carmichael 
of this city were important forces in or- 
ganizing the movement. Smith Kline & 
French made an early contribution so that 
we could document the plight of the men- 
tally ill. We approached the interest—both 
medical and humanitarian—of Senator Lis- 
ter Hill, Congressman John Fogarty and the 
late Congressman Priest. And in this de- 
velopment, the fighting Irishman, Mike Gor- 
man, and the moving blunt scholarship of 
Al Deutsch were most helpful, as well as 
our own Robert Robinson. 

Thus we moved in to the development 
of a program for a national survey. And 
Senator Hill and Congressman Fogarty per- 
suaded Congress to pass the Mental Health 
Act of 1955, which called for a national 
analysis and re-evaluation of the economic 
problems of mental illness, and of the re- 
sources, methods, practices currently uti- 
lized in the approach to the mental illness 
asked for realistic recom- 
was a problem—to 
for this 


The organizing committee, which con- 
already men- 
tioned, approached 36 national organiza- 
tions, including, of course, the American 


Medical Association. We developed, 
Dr. Bartemeier’s leadership, a program to 
tackle this problem. There were 36 national 
organizations. There were 45 members of 
the commission as a whole, who worked. on 
this problem, and they selected a director. 
There were from time to time, I believe, 70 
members on the staff and 200 consultants. 
Jack Ewalt was selected to direct this proj- 
ect. He obtained outstanding interdisci- 


plinary men on the various commissions 
There were 10 commissions to study differ- 
ent problems. And these 10 commissions: 
got consultants to work on it. Brewster 
Smith represented social science ; Nicholas 
Hobbs came as a distinguished psycholo- 
gist; and our beloved Mo Kauffman, with — 
his energy, sharpness and wit, kept the 
Committee on Studies rolling. Jack Ewal 
had the job of harnessing the consultants, 
the various people who were involved—the 
prima donnas, the prejudiced, the conven- 
tional, the interdisciplinarians. It was like 
putting shoes on an octopus ; and he suc 
ceeded well. 

We were fortunate to gain help in th 
communications that have appeared in 7 
volumes (and 3 or 4 more volumes are tc 
appear) from the scientific writer, Gree 
Williams, who kept our sesquipedalian psy: 
chiatric terminology out of the 10 volumes 


budget. 
Tt is obvious that there are many, many 
people who devoted hours of time to this — 
project because they believed in it, A final 
report appeared in 
There are names that, 


mention others that are important to be 
specified in this report. å 
The summary of the report is a new 
kind of document. It is not just a survey 
and cataloguing of discouraging, distur! 
ing and distressing conditions we all know 
about. It is not a diatribe against the com- — 
placency of people in society. Neither is | 
filled with the wishful and unrealistic fan- — 
tasies for melioristic magic. It contains a 
challenging and inspiring set of recommen- 
dations to be used and modified. These 
recommendations, of course, are not final, 


mental illness. 
proach to this problem. 
cannot tackle this problem alone. It is too 
big and too comprehensive for individual 
states to tackle a problem of such magni- 
tude. It contains positive, optimistic plans 
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action, as I haye said, and we use the 
“attack” against mental illness. We 
k of constructive attack against this 
t problem that we have lived with and 
devoted our lives to. Blueprints proposed, 
for counteracting the great sapping of our 
esources represented by mental illness, 


could revolutionize the public care of per- 
sons with mental illness. I believe this 
problem and efforts at its melioration and 
prevention to be of significance. This prob- 
lem of human behavior is of the highest 
importance not only for psychiatrists and 
physicians but for society at large. 


JACK R. EWALT, M.D.* 


The Mental Health Study Act of 1955 di- 

ed the National Institute of Mental 
fealth to employ some group to analyze 
and evaluate the needs and resources for 
reatment of the mentally ill people of 
America, and to make recommendations 


ort of the Joint Commission is to recom- 
nd a program that will approach ade- 
acy in meeting the needs of the mentally 
I, to develop a plan of action that will 
atisfy us that we are doing the best we can 
ards treatment of the mentally ill. In this 
‘eport we have attempted to rise above the 
elf-preservative functions of the different 
fessions, social classes and economic 
1 losophies represented among the mem- 
ers of the Commission and we have at- 
apted to shoulder in a broad way the 
onsibility of citizens of a democratic na- 
on that believes in the uniqueness, in- 
egrity and dignity of man. 
This is not my report, nor that of any 
ir gle person, but an attempt to reflect the 
ormation we could gather from our col- 
leagues; consultants and staff from all about 
the nation. If you find the phraseology a bit 
stic here and there, and characterized by 
untness at times approaching cruelty, 
is because the collective judgment of 
le members of the Commission was that 
situation called for this approach rather 


‘the staff and the Commission members 

take responsibility for the selection 
"areas studied, findings reported and 
1e recommendations selected. You will 
ote we made no study of mental retarda- 


4 Professor of Psychiatry, 


! Harvard i 
chool, Boston, Mass. a 


tion because a study was undertaken by the 
American Association on Mental Deficiency 
at about the same time. The status of psy- 
choanalytic education was also omitted be- 
cause the American Psychoanalytic Associ- 
ation was conducting a study, under the 
direction of Bert Lewin, and this report has 
been published. Our failure to study de- 
linquency, alcoholism, geriatrics, industrial 
programs, the laws, education for psychi- 
atrists and allied professions as well as other 
areas needing study is due to the hard fact 
that we ran out of money before we ran 
out of projects. The areas selected for study 
came from a priority list established by the 
Commission and its consultants. 

Tn reviewing the situation one can con- 
gratulate the public, the governments and 
the professions on the increased money 
spent for mental health research, increases 
in mental health personnel, and in the bene- 
ficial effects of the new treatments, but in 
fact the need for treatment of mental ill- 
ness is still largely unmet. In response to 
public demands the Congress and the Na- 
tional Institutes of Health have moved men- 
tal health from the fourth or fifth position to 
second, just behind cancer, in the amount 
appropriated for research and training. 
State hospitals have in some instances been 
improved in some categories, but there is 
no hospital that is giving every patient all 
the care and treatment he needs. In spite 
of the publicity and the “bit push for mental 
health,” the average percentage of general 
state revenues and of health expenditures 
going to the care of mental hospital pa- 
tients has declined in the past 5 years. 
Phrased differently, i i i 
. y, in spite of the increase 
in the mental hospital budgets in most 
states, the expenditures for other activities 
of government increased more rapidly. 
Mental patients are not yet part of the 
‘New Frontier,” During the past 5 years 
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there has been a net decrease in the average 
daily number of patients in state hospitals 
now totaling more than 27,000 for the na- 
tion, in spite of the fact that a larger num- 
ber of patients are admitted each year. 
The new drugs and other treatment proce- 
dures have made it possible to care for 
more patients outside the hospital, so there 
has been no decrease in the mental illness 
problem—we have merely decided to treat 
more of them elsewhere, principally at 
home. Viewed in one way, we have made 
progress from where we were 10 years ago, 
but viewed from the unmet needs or the 
way we have to go, there is little cause for 
complacency or self-satisfaction. 

The Joint Commission asked why the 
efforts to provide effective treatment for the 
mentally ill had not met public demands for 
service and lagged behind the attacks on 
other health problems. One major reason 
seems to be that mentally ill people are 
lacking in appeal. They tend to disturb 
other people, and when they do people gen- 
erally treat them as disturbers and offend- 
ers, as if they were responsible for their 
behavior, Psychiatrists believe that people 
should feel sympathy for the mentally ill 
and do something about their plight. The 
public apparently does feel sorry for the 
mentally ill but, in the main, they do not 
feel as sorry for them as they feel relieved to 
have them out of the way when they dis- 
turb and offend people with their behavior. 
Thus, in spite of the repeated exposure of 
the shameful, dehumanizing condition of 
the care of many mentally ill persons in 
poorly staffed large hospitals, the public 
does not become sufficiently aroused to seek 
sweeping and effective humanitarian re- 
form. When aroused by some exposé they 
usually pick a scapegoat in the person of 
a superintendent or a commissioner, OC- 
casionally even lambasting the legislature, 
but only for a brief period. Sometimes the 
public guilt is expiated by building some 
new hospitals, or hiring a few of the many 
new employees needed. At no time have the 
citizens seen fit to provide adequate physi- 
cal and personnel resources to effectively 
treat all the persons that come for help. 

In our survey of American people’s view 
of what they were worried about, one in 
four persons interviewed stated he had at 
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times had a problem in which profess 
help with his mental problems would have 
been useful, but only one in seven actuall 
sought help for his problem. gy 
Our studies confirm the much publiciz 
shortage of manpower, including the 
gories of psychiatrist, psychologist, : 
worker, psychiatric nurse and other 
ing personnel. The data reveal all too cl 
ly that the shortage of manpower in 
categories is part of the shortage of 
fessional manpower in general. The na i 
is also short of teachers, lawyers, scientisi 
and engineers. A large portion of t 
tion’s potential brain power is los 
tween high school and college. About 
tenth of our young people graduate ‘fro 
college ; of those of outstanding intellige 
only about one-third finish college anc 
still smaller percentage enter the professio: 
al and science graduate programs: O 
study suggests that our society does 
manifest much respect for the h 
mind, well or sick. 


RECOMMENDATIONS 


The recommendations are based on 
belief that a sound research program and 
sound program for services must | 
mounted on a long term basis. Quick ore- 
ation of new services, hope for sudd 
breaks through in research are not realistic 
and such temporary bursts of enthusi A 
have in the past served more to assuage the 
public guilt for neglect of patients than 
provide sufficient services for the ment 


ill. 

A. For developing new knowledge. 
A larger proportion of the funds for mi 
health research should be invested in 
research ; 2. Long term research in mental 
health and mental illness should be added 
to the present programs j; 
ects; 3. Increased 
placed on the support 
in mental health research ; 4. 
other agencies should make new efforts 
ientist in his career choic 
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gress in 1960 ; 5. Research programs should 
be supported on an institutional basis in 
“suitable educational and research institu- 
_ tions ; 6. The establishment of mental health 
"research centers operating in collaboration 
with educational centers or independently. 
_A start on this was authorized by the 86th 
- Congress in 1960 ; 7. Some portion of men- 
tal health research money should be de- 
voted to building up facilities and staff for 
research in states or regions where scien- 
tific institutions are not well developed ; 8. 
Diversification in subject of inquiry should 
be recognized as a guiding principle in the 
' distribution of federal research projects, 
_ programs, and institutes. 
B. For better use of present knowledge. 
1. In the absence of more specific evidence 
- of the causes of mental illness, psychiatry 
should adopt a liberal philosophy of what 
constitutes and who can do treatment within 
_ the framework of their hospitals, clinics, 
_ and other professional service agencies. The 
mental health professions should recognize 
(a) that certain kinds of medical, psychi- 
atric and neurologic examinations and treat- 
ment must be carried out by or under the 
direction of a psychiatrist, neurologist or 
~ other physician specially trained for these 
' procedures; (b) that psychoanalysis and 
_ allied forms of deeply searching and prob- 
_ ing depth therapy must be practised only 
by those with special training, experience 
_ and competence in handling these tech- 
_ niques without harm to the patient ; namely 
? by physicians trained in psychotherapy or 
_ psychoanalysis, or by psychologists and 
other professional persons who lack a medi- 
_ cal education but who have adequate train- 
ing and demonstrated competence in the 
techniques of psychotherapy ; (c) that non- 
medical mental health workers, with apti- 
tudes, sound training, practical experience 
and demonstrable competence be permitted 
= to do general short term therapy by per- 
| Missive, non-directive techniques of listen- 
ing to patients’ troubles and helping them 
_ resolve these troubles in individually social- 
` dy useful ways. Such therapy combining 
some elements of psychiatric treatment, of 
client counseling, and of someone to tell 
one’s troubles to can be carried out in a 
variety of settings by institution groups and 
by individuals, but in all cases should be 


a 


pursued under the auspices and supervision 
of recognized mental health agencies. 

2. Recruitment and training : The mental 
health profession should launch a national 
manpower recruitment and training pro- 
gram, expanding on and extending the 
present efforts, to stimulate further the in- 


terest of American youth in mental health ~ 


work as a career. In addition to formal pro- 
fessional training, incompletely trained per- 
sons should have the opportunity for short 
courses and on-the-job training to increase 
their competence in the work they are do- 
ing. 

3. Service to mentally troubled persons : 
Persons who are emotionally disturbed 
should have skilled attention available to 
them near their home. The object of this 
service is to detect early signs and symp- 
toms of mental illness and to give treatment 
appropriate to the condition. 

4. Care of acutely disturbed mental pa- 
tients: Immediate professional attention 
should be provided for persons at the onset 
of acutely disturbed, socially disruptive and 
sometimes personally catastrophic behavior. 
The few pilot programs for emergency psy- 
chiatric care should be expanded and ex- 
tended as rapidly as personnel becomes 
available, 

5. Intensive treatment of acutely ill 
mental patients ; Mental illness is the core 
problem in the mental health movement and 
the extensive treatment of those with serious 
mental illness should have first call on fully 
trained members of the profession. There is 
a need for expanding the facilities for treat- 
ment of the mentally ill in community men- 
tal health clinics, general hospitals, and 
mental hospitals as rapidly as psychiatrists, 
clinical psychologists, psychiatric nurses, so- 
cial workers, and other qualified therapists 
become available. 

Community mental health clinics serving 
children and adults and operated as out- 
patient departments of general or mental 
hospitals as part of state or regional system 
for mental patient care, or as independent 
agencies, are a main line of defense in re- 
ducing the need for prolonged or repeated 
hospitalization of psychotic patients. There- 
fore a national mental health program 
should set as an objective at least one fully 


staffed, full time mental health clinic for 
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each 50,000 of the population. 

No community general hospital should 
be regarded as rendering complete service 
unless it accepts mental patients for short 
term hospitalization and provides a psychi- 
atric unit or psychiatric beds. Every com- 
munity general hospital of 100 or more beds 
should make this provision. A hospital with 
such facilities should be regarded as an in- 
tegral part of the total system of mental 
patient service in its region and should have 
appropriate support. 

State mental hospitals of 1,000 beds or 
less, and suitably located for regional serv- 
ice, should be converted as rapidly as pos- 
sible into intensive treatment centers for 
patients with major mental illness with a 
good prospect for improvement or recovery. 
All new state hospital construction should 
be devoted to smaller, intensive treatment 
centers. 

Chronic disease hospitals: No further 
state hospitals of more than 1,000 beds 
should be built, and not one patient should 
be added to any mental hospital already 
housing 1,000 or more patients. It is recom- 
mended that all the existing state hospitals 
of more than 1,000 beds be gradually and 
progressively converted into centers for the 
long term care of chronic diseases, including 
mental illness. This conversion should be 
completed within the next 10 years. Special 
techniques available for the care of the 
chronically ill, the techniques of socializa- 
tion, learning new work skills, group living, 
and other measures for rehabilitation or so- 
cial improvement should be expanded and 
extended to more péople including the aged 
who are sick and in need of care. 

Aftercare and rehabilitation: These are 
essential parts of all service to mental pa- 
tients and the methods for rehabilitation 
should be integrated into the hospital serv- 
ices. We recommend programs for day and 
night hospitals and the more flexible use of 
mental hospital facilities in the treatment 
of the acute and the chronic patients. 

Public information on mental illness: A 
national mental health program should 
focus on the goals of disseminating informa- 
tion about mental illness so the public may 
arrive at an informed opinion as to its re- 
sponsibility towards the mentally ill. Be- 
cause mental illness tends to disturb and 


repel people rather than evoke their sym 
pathy, a national program against mental 
illness should direct its publicity on the 
aspects in which mental illness differs from 
physical illness. We further recommend that 
the American Psychiatric Association make 
special efforts to explore, understand and 
transmit to its members an accurate pel 
ception of the public image of the psy- 
chiatrist. i 

C. How to pay for better care. Expendi- 
tures for treatment of mental patients should 
be doubled within the next 5 years and 
tripled in the next 10. The state and federal 


government over and above the present and 
future program of federal grants for re- 
search and training. Three basic principles 
are behind these recommendations : 1. The 
federal government and the state and 
local government should share in the cost of 
the services to the mentally il; 2. 
The total federal share should be ar 
rived at in a series of graduated step 
over a period of years, the share being 
determined each year, on the basis of 
state funds spent during the previous year ; 
3. The grant should be awarded ac- 
cording to criteria of merit and incentive, 
to be formulated by an expert advisory com: 
mittee appointed by the NIMH. This com- 
mittee would (a) recommend changes in 
the laws of the states to make professional- 
ly acceptable treatment a requirement in 
mental hospitalization ; (b) bring about ~ 
changes in the laws of the states to make — 
voluntary admissions & preferred’ method — 
and court commitment the exceptional — 
method for placing patients in a hospital 
or treatment facility ; (c) accept all persons 
requesting treatment irrespective of legal 
residence; (d) establish a state ment 
health agency with well defined powers and 
sufficient authority to a 
sponsibility for services 
and to coordinate state and local mental 
health services; (e) make 1 
forts to operate open mental hospitals and 
mental health centers; (£) establish pro- 

for training mental health workers 
in mental hospitals and community clinics ; 
(g) establish in selected hospitals and com- 
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ity programs research programs appro- 
e to the facilities; (h) encourage 
ty, town and municipal tax participa- 
n in the public mental health services by 
eans of matching funds from the federal 
overnment ; (i) agree that no patients 
will be added to mental hospitals presently 
having 1,000 or more patients. 

The program recommended involves 


t is unfortunate that the study of New 
Perspectives of Mental Patient Care, the re- 
rt of a Task Force of the Joint Commis- 
ion, is not available at the time of the 
jel presentation. Pages 174-192 of the 
‘Final Report of the Commission entitled 
“Action for Mental Health” is based on that 


ree with nearly all of the recommenda- 
ions that concern the public mental hos- 
ital. Probably the most difficult problem 
© solve and one central to improvement 
s the manpower shortage in the mental 
ospital. 


rkers is dependent upon many factors 
Tn la 


i © President, APA, 591 Morton St., Boston 24 
Bish i i 


Mas: 


many drastic social changes, major changes 
in policy, and greatly increased costs in men 
and money. It is our belief that a pro- 
gram against mental illness must be scaled 
to the size of the problem, and that elimi- 


nation of parts of the program will leave us ~ 


in our present indefensible position of poor- 
ly treating hundreds of thousands of sick 
citizens. 


WALTER E. BARTON, M.D.* 


formed by this group with training and su- 
pervision. The mental hospitals and psychi- 
atric clinics introduced this pattern. The 
model is now widely followed. 

Volunteers can also help solve some of 
the pressing problems of shortages. The 
American Psychiatric Association conducted 
a survey 8 years ago. At that time 80% of 
mental hospitals had volunteer programs. 
In recent years volunteer programs have ex- 
perienced a tremendous growth. 


Tn addition there is an obligation to make | 


better use of the manpower resources that 
are at hand. This will include on-the-job 
staff development. Some hospitals have very 
poor material for training, making this de- 
velopment difficult. Efforts at training are 
being made but to be effective, better re- 
cruiting and greater effort is still required. 

Making better use of resources includes 
the development of more community serv- 
ices for the earlier recognition of mental 
troubles. The emphasis is on emergency 
care and treatment. The problem of treat- 
ing major mental illness cannot be solved 
with longer waiting lists in clinics, nor 
with the development of more services for 
the neurotic individual. 

Major mental illness is the core problem 
and the unfinished business of psychiatry. 
State laws must be changed to reflect the 
demand that treatment be professionally 
acceptable in a mental hospital, Storage of 
the chronically ill is not an acceptable goal. 
Laws also must make provision for treat- 
Ment without hospitalization. Commitment 
law changes are also necessary in some 
states with emphasis on voluntary admis- 
sions as the preferred method of entrance 


to the hospital. Flexibility in management is 
required to permit the use of a wide range — 
of facilitities for therapy, Revision of settle- 
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ment laws may be necessary in some states 
to bring the patients’ need for treatment 
into primary focus. 

Smaller state hospitals are recommended 
of less than 1,000 beds. This represents a 
compromise with the World Health Organ- 
ization’s recommended 350-bed limit. The 
APA defended 250 beds as the maximum 
size of the state hospital up until 1856. A 
group of hospital superintendents battled 
unsuccessfully to retain this size when New 
York planned to build three 600-bed insti- 
tutions at Utica, Buffalo and Poughkeepsie. 
Following this the APA defended a 600- 
bed maximum until 1869. 

Once again New York State cracked the 
barrier when it built the 1500-bed Willard 
State Hospital. Since that time the APA 
has held unsuccessfully to a ceiling of a 
recommended 1,500 beds. The Joint Com- 
mission would back up the maximum size a 
little bit of the way. 

Scarce professional staff should be con- 
centrated on the treatment of acute mental 
illness according to the commission's recom- 
mendation, It would also help those good 
prospects for recovery among the chronical- 
ly ill. It is difficult to select the good pros- 
pect for recovery among the chronically ill ; 
reliable selection criteria are yet to be 
established, 

All new construction, under the action 
plan, would develop small hospitals. No 
new hospital of over 1,000 beds would be 
built. There is nothing immoral in size and 
very little proof that bigness in itself is 
undesirable. Great size, however, usually 
puts more distance between the patient and 
his doctor. 

The admonition to add not a single new 
bed for a patient to any mental hospital that 
already has 1,000 beds is also made. When 
remodeling becomes necessary an oppor- 
tunity is at hand to study the wisdom of re- 
locating the facility in a population center. 

Some of the criteria for matching federal 
funds with those of the state would include 


phasize active treatment, voluntary stay 
open hospital management. " 
Aftercare also would be stressed 
day and night hospitals, outpatient cli 
work for patients, family care, — 
homes, social centers and halfway | 
Under the recommended plan lo 
sponsibility for the development — 
facilities would be encouraged, 
Rehabilitation may be carried « 
other than the scarce mental health 
sionals. Those skilled in rehabilit 
techniques could carry much of the br 
Psychiatrists may then serve as consulta 
supervisors, and teachers rather than as 
primary therapists. Also recommend 
the development of mental health prog 
under a State Central Mental Health 
thority. Greater progress toward coo: 
tion seems to follow centralization 
sponsibility, 
The report stresses the advantag 
spending 2#% of the total appropriati 
service in research. This would ind 
liberal by present standards. Costs ot 
and other programs would be distrib 
between the local, state and federal g 
ments. 
Mental hospitals 


under the pla 


cipal metropolitan 
ever, when pee beds in the Ar 


institution 1,000 b 


Commission are Ti 


tions of the Joint 
in improvement 0. 


and would result 
mental hospital. 


BRAIN STIMULATION, EXPERIENCE, AND BEHAVIOR ' 


_ Previous studies of the effect of electrical 
‘stimulation of the brain (EBS) have oc- 
‘casionally led to neuropsychologic corre- 
lates (e.g., the opposite effects of activa- 
tion or destruction of specific “regions,” 
“reward systems,” “pleasure centers”) which 
attempt to parcel the brain into arbitrary 
functional units, The present research was 
“planned to reexamine the validity of such 
assumptions in the light of the contingent 
_ effects of previous experiences, brain lesions 
_and drugs on the behavior induced by stim- 
ulation of various parts of the cerebrum. 


EXPERIMENTAL METHODS 


Subjects. Three male and one female mon- 
keys, age 10 to 12 years and with limited 
brain lesions * of 1-4-years duration (L1-4, 
Tables 1-5), were studied for 8 years and com- 
_ pared with 2 male and 2 female monkeys with- 

out lesions (N1-4), age 5 to 8 years. Two male 


__| Read in part at the 117th annual meeting of 
The American Psychiatric Association, Chicago, 
Ill., May 8-12, 1961. 

This investigation was supported in part by 
grant 1719 from the Mental Health Fund of the 
Illinois Dept. of Public Welfare, and research 
grant M-2312 from the National Institute of 
Health, Public Health Service. Further data and 
a review and discussion of the literature on re- 
quest, 
= 2Dept. of Neurology and Psychiatry, North- 
ie University School of Medicine, Chicago, 
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4 Operated with open field technic to produce 
bilateral lesions : L1, L2, and L3 on the lateral 
aspect of temporal cortex adjacent to the amygda- 
lae and including parts of the superior and in- 
ferior gyri ; L4, amygdalae, excluding parts of the 
medial aspects. 
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and 4 female cats without brain lesions (C1-6) 
were also observed for 1 to 5 years. 


Apparatus. The apparatus consisted of a ~ 


glass cage 36 x 25 x 20 in. with a floor of ~ 
stainless steel bars through which mild (aver- — 
age 10 ma., 2 msec.) electric shocks could be ` 
administered as a deterrent to current be- 


havior. Two levers adjacent to food reward ~ 


boxes permitted the animal to differentiate 
between visual and auditory signals given by 
the operator; pressing the correct lever re- 
activated the auditory or visual stimulus and 
released a food reward from a rotating maga- 
zine. A timer and electric counters recorded ` 
response latencies and intertrial lever pressing 
activity. 

EBS. Our objectives were to stimulate vari- 


ous parts of the cerebrum in unrestrained 


animals through implanted electrodes ac- 
tivated by modulated radio frequencies. A 
specially designed radio frequency transmit- 
ter and electrode receivers were therefore 
constructed as follows : 

Transmitter. The oscillator coil of a 27.225- 
me. crystal oscillator, Knight 30-watt trans- 
mitter, was modified to improve tuning over 
the citizen’s wave length band. A 10,000-chm: 
variable resistor was added to the filtered 
Portion of the amplifier plate to regulate out- 
put power. Tuning was manually operated and 
a multivibrator type keying circuit was used 
to vary frequency, duration of pulse and total 
time of stimulation. An RC (resistor-capacitor) 
time delay circuit was used to control the a 
period of each pulse and the interval between _ 
pulses (ON between 0.2 msec. to 35.0 msec. ¢ 
OFF between 0.15 msec. to 27.0 msec.), The 
total time of stimulation was determined by 
a relay whose contacts were in series with the 
key circuit and which were held closed by 
another RC circuit for periods that could be 
selected over a range of 0.7 to 13 seconds. 

Receiver. A coil composed of nine turns of 
0.012-inch diameter, varnish insulated, cop- 
Per wire was formed into a circle 1% inches 
in diameter. A 6-inch length of 0.013-inch 
inch diameter Nichrome wire was brazed to 
one end of a compact diode (type DH 2155). 


The other end of the diode was attached to one 


end of the receiving coil so that the Nichrome 3 


°For a more detailed description of the dis- 


at apparatus, cf. Masserman and Pechtel, __ 
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wire had negative polarity. The free end 
of the receiving coil was projected 3 inches 
and was attached to a 1⁄4 x % x 0.010 inch, 
stainless steel anode (type 302) screwed to the 
animal’s skull. The coil was deformed slight- 
ly to make it conform closely to the 
shape of the head, and was encased in 
low melting point polyethylene. The cathode 
(Nichrome wire) was straightened and stif- 
fened by stretching. A solution of Saran 220 
in tetrahydrofuran was used to provide a 
tough, elastic insulation over the back of the 
anode, the cathode, and other wire leads 
external to the encapsulated coil. The tips 
of the unipolar cathodes were denuded 
and pointed diagonally to minimize tis- 
sue damage during insertion; in biopolar 
electrodes, the bare tips were separated by 
about 1/16 inch of insulation. The arrange- 
ment of the diode and the coil provided a half- 
wave rectified current of the 27-megacycle 
carrier wave. When the assembled unit was 
embedded in the head of the test animal the 
half-waves reduced to a high-frequency rip- 
ple, and the stimulating waveform acquired 
a sharp rise and fall. 

During bench tests, the unmounted elec- 
trode showed a maximum 10% variation in 
signal strength over the range of expected 
positions caused by movement of the animal’s 
head. However, after the electrodes were em- 
bedded, the signal was affected by high field 
areas in the animal cage, particularly about the 
openings forming the food box. 

In situ tests on the cats showed the average 
resistance of the electrode to be 900 ohms + 
10%, a peak current of 11pA at maximum 
transmission of .01 volt, and a maximum 30% 
variation in signal strength during discrimina- 
tion training. Increased operating efficiency is 
planned by changing to a lower RF carrier 
wave and transitorizing the timing circuit. 


Sensory Differentiation. After a period of 
4 to 6 weeks for adaptation to the laboratory 
and animal colony, each animal was trained 
3 to 6 times weekly in the apparatus to 
press the left lever after a tone and right 
after a light signal, spaced about 50 to 75 
seconds apart in an irregularly balanced 
order of 95 trials. Each proper response 
within 30 seconds was followed by a repeti- 
tion of the tone or light, and a second 
later by a reward (banana for the monkey, 
horsemeat for the cat). Throughout the 
study each animal was observed as to its 
physical state, its range and variability in 


i 


spontaneous ® and learned adaptive 1 
havior, and rated on 11 reliable scales and 
3 check lists (Table 6) ; records were alse 
kept of qualitative patterns not included 
in the rating scales. ae 


Surgical Preparation. Unipolar electrodes 
(or bipolar in animals N4, C2, and C3) we 
stereotactically implanted in each animal unt 
aseptic conditions and pentobarbital sodi 
anesthesia. The receiving coil was placed sul 
fascially and stabilized with dental a 
that adhered to stippling on the cranium 
polar electrodes had the indifferent plate at: 
tached over the frontal sinus. After a posi 
operative rest of one or two weeks, thi 
induced EBS was paced and measured ai 


Continued squared-pulse stimulati 
(CSPS). In this application, the RF tr 
mission was continued for a half hour or more 
to induce an average .01-volt D.C. square Baer 
pulse change in potential at the site of the — 
electrode (in situ measurement with Tek 
tronix type 502 oscilloscope). This form 
EBS was interrupted during alternate intel 
signal intervals with 0.5 sec. stimulus train: 
at rates of 50, 100, 200, or 400 c.p.s., random- 
ized over the sessions and given in balanced 
sequences of ascending and descending serie 
of average peak currents of from 3.96pA ti 


lp A. A 
EBS threshold. Since the relation of be- 
havioral responses to varying wave frequency 


of the continuous EBS at threshold levels coul 


not be ascertained because of individual varii 


tions in a limited and heterogeneous sample, f 
chosen as the arbitrary test | 


100 c.p.s. was : 
frequency. The animal was stimulated wi 
3.96, 4.01, d 4,29,A between — 


the daily dis 


the tone or 
crimination trials 
sponses compare 
threshold stimulation with 
16 through 21. The minim 
detectable response oD at least 

stimulations in 4 test sessions were selected 


for the intracranial self-stimulation tests, and 
values 0.5% lower were used in the EBS dis- 


crimination training. 
Intracranial self- imulation. When the ani- 
mal pressed the lever between signals it re- 
ceived EBS programmed. on a balanced ri 
i animals between preferred 


cage equipped wii 
serman and Aarons, 


‘that would or would not subsequently 
d for the discriminative response to EBS 


_EBS Discrimination Training. This con- 
ed of 3 steps: (1) a 2-sec. EBS was paired 
ing its last second with a l-sec. tone or 
ght signal during 4 to 8 daily sessions ; every 
rd or Sth signal omitted the pre-food external 
timulus to test for a transfer of learned re- 
j ponses of EBS; (2) a l-sec. EBS replaced 
í _pre-food light or tone signals but the correct 
lever response still activated the light or tone 
signal on every trial; and (3) correct lever 
esponses to EBS no longer activated external 
uli but were followed by a second EBS 
stimuli, After a level of performance compa- 
Table to that on the tonelight discrimination 
was reached, randomized frequencies of 50, 
, 200, 400, and 800 were presented in the 
‘BS problem for 5 to 8 sessions to evaluate 
stimulus generalization. Tone vs, light and the 
S vs. tone (or light) problems were then 
iven on alternate sessions until the animals 
ere made experimentally neurotic as de- 
ibed below. 


Drugs. The above observations were re- 
peated while the animals were under the 
influence of methylphenidate HCI (Ritalin, 
2 to 3 mgm./K) or methaminodiazepoxide 
(Librium, 1to4 mgm./K). 


è tion at the midbrain level of the superior col- 


liculus ; L3 ° at aqueductus Sylvius near the 
third cranial nerve ; L4, in thalamic nucleus 
lateralis posterior ; Cl, middle of caudal part — 
of septal nuclei at level of the anterior commis- 
ure; C2, anterior hypothalamus at the dorsal’ 
caudal margin of the preoptic area ; the elec- 
trode had blocked the interventricular foramen 
of Monro producing a hydrocephalis of the 
right hemisphere ; C3, ventral part of the an- 
terior hypothalamic area adjacent to the nu- 
cleus supraopticus ; C4, at the junction be- 
tween the dorsomedial and ventromedial nuclei 
of the hypothalamus; C5 °, unlocated, but ~ 
Horsley-Clarke coordinates same as C4; C6 °, ~ 
median forebrain bundle adjacent to anterior 
hypothalamic area; C7, median forebrain 
bundle lateral to the fornix at the level of the 
ventromedial hypothalamic nucleus. Electrode 
placements in monkeys that were not sacri- 
ficed because of their participation in other 
current studies presumably are as follows : N1, 
lateral reticular formation at the midbrain 
level of the superior colliculus ; N2, N3, and 
N4, in the posterior hypothalamus. i 
RESULTS ’ 
Auditory-visual Discrimination 

Monkey. While our intact animals ap- 
parently learned more rapidly (Table 1) 
they cannot be directly compared to those 
with brain lesions, because of age differ- 
ences and changes in procedures to maxi- 
mize each individual's adaptation to the 
training situation, L1, L2, and N4 initially 
failed to complete preliminary training; 
the first two learned the problem postopera- 
tively, while N4 achieved criteria perform- 
ance one year later. The scores for L3 and 

are postconflict and postoperative re- 
training scores. However, the groups are 
considered equal in performance on this 
problem, since a Wald-Wolfowitz runs test 
yielded a p<.05 on the overtraining per- 
formance prior to the electrical brain stimu- 
lation of 7 animals with cerebral lesions and 
8 control animals. 

Cat. As with the monkey, comparisons 
of the initial learning are inappropriate. 
Nevertheless, individual overtraining per- 
formance in those with implanted elec- 
trodes ranged between averages from 95.0% 
to 99.0% correct, which compares favorably _ 


‘Locations marked by an asterisk are based a 
only on examination of gross tissue specimens; 
others were confirmed histologically. 3 


TABLE 1 
Learning and Retraining on the Auditory-Visual Discrimination in the Monkey j; 


NUMBER OF COMPLETE COMPLETE 


INCOMPLETE SESSIONS OVERTRAINING AVERAGE % 
ANIMAL SESSIONS TO CRITERIA * SESSIONS © CORRECT 
CONTROL : ey 
N1 9 18 8 98.0 
N2 1 5 10 A 
N3 10 3 3 
N4 0 2 11 
LESION ** 
ll 2 41 14 
L2 1 28 32 
13 0 32 5- 
L4 1 16 10 


* Criteria for learning were arbitrarily set at 90% correct choice or better in 2 consecutive 25-trial sessions or an averag 


of 85% correct or better in 10 successive sessions. 
** Cf, text p. 1 site and duration, 


Continued squared-pulse stimulation. A 
curacy of performance increased in 5 0 
the 6 monkeys tested when they received 


continuous EBS wherever the site of stimu- 


with a range of averages from 87.5% to 96.4% 
of a control group of 8 cats, 


Preliminary EBS Tests 


Effects on Learned Discrimination. The 
performance of the monkeys on the audi- 
tory-visual discrimination tests during pre- 
liminary EBS testing is summarized in 
Table 2. An analysis of the error distribu- 
tions on tone vs. light discrimination with- 
out EBS (Column 1, Table 2) and of 

overtraining accuracy showed that the 
normal and brain-injured animals performed 
about equally well (Fisher exact probability 
test, two-tailed, p=.64). 


lation, Cat scores were similar to 


those observed in continued squared- 


TABLE 2 


those o 


the monkey. 
EBS Threshold Tests. Responses si 


peta 


EBS always followed termination of the 0 
second test stimulus-train of 100 cps. 
(Table 3). Threshold levels appear to b 
equal in range (3.96-4.18nA ) among bri 
lesion and control monkeys and cats. How- 
ever, some individual differences in thresh: 

old may well have been masked by 


sual Discrimination in the Monkey after Electrode Implantation : 


Preliminary Testing 
(Average Percent Correct Choice, 100 Trials) 


Performance on the Auditory-Vi: 


* Each brain lesion animal received nineteen 25-trial sessions on 
"formance under 50, 100, 200, and 400 c.p.s. test sessions. 


CONTINUED EBS Py 
SQUARED-PULSE THRESHOLD INTRACRANIAL 
ANIMAL NO EBS EBS * TESTS SELF-STIMULATION 
CONTROL 
N1 99.0 100.0 100.0 
N2 99.0 100.0 100.0 
N3 85.0 No 87.0 
N4 98.0 Test 99.0 
a LESION 
ul 99.0 99.8 93.0 
L2 99.0 - 98.9 100.0 
L3 97.0 99.8 98.0 
L4 97.0 99.6 95.0 
this test. The obtained score is the overall average for pi 


TABLES 
Overt Responses to EBS 
Prior to Learned Discrimination 


THRESHOLD * 
IN yA 


TYPICAL RESPONSE ** 


(4.18) 
(3.96) 
4.07 
4.07 


3.96 
4.07 
4.07 
3.96 


4.07 
3.96 
3.96 
3.96 
4.18 
4.07 


SUPRATHRESHOLD RESPONSES 


(2.77-5.43,,4) (5.48-10.15),A) 
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owest: level of stimulation at which responses were evident on at least 50% of the test stimulations. Values in parenthesis 


indicate irregular responses less than 50% of the time. 
‘A=alerting (ongoing activity cases, animal looks about) ; 
head turning ; L, looks at signal lamp ; 
inity ; R, presses response lever ; S, shakes head (cat), 


E, 


ons in signal strength during each ani- 
al’s movements, The predominating re- 
es in the monkey are contralateral and 
Some ipsilateral head turning and general 
alerting ; in the cat, orientation to the area 
the food boxes and lever pressing. The 
‘major difference in responses for both mon- 


Ws 
earns 


nd cat between threshold and supra- 

shold EBS was that of greater variety 

specificity (e.g., yawning, vocalization ) 
latter levels, 

___ Intracranial Self-Stimulation. Differences 
| in prior “spontaneous” lever-pressing pref- 
by, erences, and in the location of the elec- 

trode make grouping of self-stimulation 

ta inappropriate. Nevertheless, since all 
the animals had equivalent sequential ex- 

“periences in the discrimination problem and 


M, sudden movement of ears, 


exploration (sniffing and/or licking apparatus parts); G, grooming; 
eyebrows, or eyelids; 0, body orientation to food-well 


Scratches head (monkey); U, urination; V, vocalization; X, ataxia; Y, 


crease, or remain the same). Patterns of 
response were not correlated with species 
but were related to prior lever preferences. 
Each possible pattern was adopted by 1 to 
3 animals, except that of a decrease of 
lever pressing that did not produce EBS, 
and the maintenance of frequency on the 


stimulation lever. The data do reveal sig- 


nificant trends of increases and decreases 

on either lever individually and in some 
instances on both levers together for the 
monkey only. Scores for animals that 
show significant overall trends were sub- 
mitted to separate analysis to evaluate 
specific increases or decreases between the 
frequency patterns of EBS threshold tests 
(experimenter controlled) and self-stimula- 
tion tests (animal-controlled). Significant 

changes in response were restricted to the 

monkeys and the EBS lever. Pressing of the $ 
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Results of Statistical Analysis of Means of Non-food Rewarded Lever Responses Trai 
Self-Stimulation Tests in the Monkey : Probability Levels of Lever Response X C 


TONE EBS S BOTH 


CONDITIONS ** LEVER LEVER LEVERS 
ANIMAL ANALYZED X CONDITION X CONDITION X CONDITION 


2,4,5,6 


* All values are probability levels for two-tail tests. r = i 
** Individual analyses of variance for each animal were made over the following performance procedures : 1. Pri 

implantation, 2. Immediately after electrode implantation, 3. Continued squared-pulse EBS, 4. EBS threshold te 

cranial self-stimulation, and 6. The first conditioning step in EBS-auditory discrimination training. Each conditi 


sisted of mean lever responses for 5 blocks of 5 one-minute signal intervals per session. 
+ Individual t tests were made for mean differences. t 
$N.S.=p>.05. Anes M 
those that had increased frequency during ing to discriminate EBS signals 
self-stimulation now decreased it, and vice (or light) signals is preser 
versa. Four brain lesion monkeys at 

EBS Discrimination. A summary of learn- learned the EBS-tone discriminat 

TABLE 5 X oH 
Training Summary : EBS-Auditory Discrimination in Monkey and Cat 


DISCRIMINATIVE STIMULI 2 SEC. EBS + 1-1.5 SEC. LIGHT VS. TONE * 
RESPONSE-PRODUCED STIMULI _ LIGHT VS. TONE 
% CORRECT 


TOTAL EBS ONLY TEST TRIALS NONTEST 
ANIMAL PAIRINGS TEST TRIALS TO CRITERIA ** TRIALS 


_ CONTROL 
38 10 Criteria 100.0 
10 100.0. 
80.5 
98.0 


98.5 
98.3 
98.4 
96.8 


Criteria 96.4 


Not Met 89.3 
15 98.0 


1 98.0 
Criteria 92.0 
Not Met 97.0 


* The light signal overlapped the last second of EBS. Cats 5 and 6 were trained with EB 


discriminated EBS versus light cues. 
** The arbitrary criteria for the EBS com 
7 to 28 test trials, combined p<.04. 3 
+A skin infection over the electrode implantation was picked o! 
ance under drug and flict conditions for LI wi continued 


ditioned discrimination was set as a rul of 7 | 


BRAIN STIMULATION, EXPERIENCE, 


on 


AND BEHAVIOR 


a conditioning technique (Pavlov’s second- 
order conditioning) and maintained high 
~ accuracy when the light cue was removed 
rom the lever and replaced by the EBS. 
Although they did not respond above 
chance level during the conditioning phase, 
nonkeys N1 and N2 and cats Cl and C2 
‘showed prompt and complete transfer to 
the EBS-tone discrimination. One monkey, 
N4, and 2 cats, C5 and C6, took 2, 1, and 


average of 84.2% correct choice that was 
“not significantly different from his prestim- 
_ ulation tone-light performance (85.0%), 
Three cats (Cl, 2, and 3) used in other 
studies for 4 months showed average re- 
tention scores for 4 sessions of 91%, 95%, 
and 93.7% correct, respectively. Stimulus 
equivalence tests carried out with cats C1 
nd C5 showed 100% transfer of the learned 
discrimination to squared-pulse signals at 
the training level intensities under con- 
tinuous EBS. Prior to the introduction 
of traumatic stimuli 2 monkeys (N1, N2) 
and 3 cats (C1, C2 and C4) started train- 
ing on an EBS intensity discrimination. 
The subthreshold current values were 
maintained on the learned lever and the 
average peak current employed in the 
suprathreshold tests were employed as a 


Interaction Effect of Conflict and Lal 


bi 
Activity of the Cat Immediately Pri 


MINUTES IN ACTIVITY CAGE PRIOR 


<’ 


[May 
signal for the opposite lever. Performance 

scores remained at chance levels for 3 to 
6 sessions of training at which time the 
prior EBS-tone (or light) discrimination 
was reinstated to prevent contamination of 
succeeding EBS stimulus generalization 
tests. Four monkeys in whom threshold 
tests had elicited yawning continued to 
yawn intermittently during subsequent 
tone-light control sessions. : 


Adaptational Conflicts 

General Behavior. All monkeys and cats, 
except control animals N1, N2, and C1 that 
were subjected only infrequently to the 
conflict inducing stimuli, exhibited general- 
ized decreases in their specific adaptive 
behavior. Overall decrements were revealed 
in rating measurements of observed be- 
havior. These effects are shown for the cat 
in Table 6. Relative impairments of par- — 
ticular forms of behavior are not analyzed 
on an inter-group basis, since presenting 
symptomatology varied with individual 
animals in accordance with the stability 
and organization of their characteristic 
adaptive patterns. Earlier reports give de- 
tailed descriptions of the specific but in- 
dividualized behavioral deviations, several 
of which are mentioned under symptom ~ 
amelioration(3, 4). An example of a gen- | 
eral interaction is illustrated for gross body 
activity in Figure 1. Analysis of variance ~ 


FIGURE 1 


oratory Experience on Gross Body 
r to Discrimination Performance 
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for individual monkeys and cats yielded F significant patterns of response selectivity 
ratios significant at better than the .01 level (X2r=63.24 pre and 70.75 post, p<.001), 
_ for the interaction of activity scores through (5) significant pre- and postconflict pat- 
time x conditions (preconflict, conflict, and terns of selective response in the cat are 
postconflict) and the .05 and .01 levels for evident (X*r=83.2, d.f.=4, p<.001), (6) 
an interaction of activity locations x con- postconflict performance is significantly in- 
“ditions. Trends of these interactions were  ferior in the cat (Walsh, one-tail, p=.031), 
~ nonuniform and in some instances opposite (7) postconflict overall performance of cats 
im both factors for the monkey but ap- with one year of laboratory experience is 
" peared as unidirectional decreases and re- significantly inferior to those with 5 years 
strictions in the cat. (Walsh, two-tail, p=.062) (Figures 2, 3). 
= EBS Stimulus Generalization. Definite Discrimination Performance. Efficiency 
selectivity of response as measured by per- in learning may be evaluated in terms of 
centage correct choice of one-signal trials accuracy, latency, extra signals, or absence 
appeared for 4 different EBS frequencies in of response. Because individualized pat- 
‘both monkeys and cats. Despite a limited terns of responding dependent upon each 
= sample of animals, nonparametric analysis animal's prior experience led to unique 
~ of accuracy and responsiveness of perform- response alterations, analysis of grouped 
ance revealed the following: (1) prior to data was limited to trials in which the 
conflict the brain lesion monkeys per- animals responded (Table 7). After con- 
formed better than the control monkeys flict all changes were in the direction of 
(Walsh test, two-tail, p=.062), (2) sub- larger latencies, more signals required, and 
“sequent to conflict brain injured monkeys fewer responses in both types of problems. 
did not differ in performance from controls The data on our monkeys indicated that 
(Walsh, one-tail, p=0.125), but exhibited (1) preconflict accuracy in performance 
significant decrement (Walsh, one-tail, p= depended on the signal configurations 
031) relative to their preconflict perform- (X*r=7.4, .052<p<.054), (2) postconflict 
ance, (3) pre- and postconflict selective- accuracy was not thus dependent (X*r= 
ness of response to the differing frequen- 3.4, .86<p<.39), but (3) diminished by 
_ cies was maintained within both monkey 37.9% (Walsh, one-tail, p=.062), (4) 
_ groups (Friedman two-way analysis of neither the overall increased accuracy of 
ee di=4, p<.001), (4) although 16% for the EBS signal nor the 10% decrease 
enug an level of responsiveness, the for the light signal is determinative ( Walsh, 
combined scores of brain lesion and con- two-tail, p=.125), whereas (5) the 12% 
gael monkeys pre- and postconflict yielded decrease for the tone signal is significant 


FIGURE 2 
Comparison of EBS Generalization Gradients of Control and Brain Lesion 
Monkeys Before and After Adapatational Conflict ‘ 
Preconflict Postconflict 
—— o----- e Intoct, N=2 each 
Om Om m= ==0 Brain lesion, N=4,N=3 
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(Walsh, one-tail, p=.062). Sample limita- 
tion precludes further analysis of differ- 
ences between particular EBS frequencies. 


Drug Effects 

Discrimination Performance (Table 7). 
The only influences of Ritalin and Librium 
on performance were respectively to short- 
en and lengthen response latencies ; how- 
ever, these effects were not specific to 
different signals, but “were related to each 
animal's particular mode of response. The 
averaged scores in Table 7 mask the fact 
that neither drug provided improvement 
in accuracy for any one specific animal. In 
fact, accuracy was 10.3% better during the 
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FIGURE 3 i s 
The Effects of Adaptational Conflict on EBS Stimulus Generalization 
for Combined Monkey Groups 
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FIGURE 4 


Interaction Effect of Adaptational Conflict and Laboratory Experience on 
; EBS Stimulus Generalization of the Cat 


STIMULUS “FREQUENCY PLS. 


Combined Groups 
x——x Preconflict N= 5 


x===X Postconflict, N= 4 


— 
-_-" 


400 
C. P.S. 


pre-drug sessions of the period of cor 
than the combined averages on both 
lems subsequent to this control. Four 
tested for a control period of 6 months 
Ritalin generally maintained their ind 
vidual accuracy levels in a complex pro 
lem involying discrimination, alternati 
and counting, but showed impaired pei 
formance coincident with increases of dos 
age. i 

General Activity. Separate analysi 
variance for one control monkey on Rita! 
and another on Librium for pre-drug, dr 
and post-drug activity showed between- 
conditions variance for time, location, and 
time x location with Ritalin and for locat: 


po 


Preconflict 


oo 5yrs. lab., N=3 
Postconflict 
o==0 5yrs. lab., N=2 
x==x 6mo.- lyr. lab., N=3 
name 5yrs. lab. control, N=1 


400 
C. P.S. 


ignificant at better than the 

E J]. Main effects of total activity for 
ditions were significant for both animals 
01 level. Activity trends were simi- 
brain lesion and control monkeys. 

lin initially increased activity from 25% 
99% of pre-drug levels ; however, when 
‘drug was discontinued, activity either 
ned heightened or decreased from 14% 


to 32%, An average decrease of 76% in ac- ~ 
tivity was shown by the control monkey 
with Librium; however, the brain lesion 
monkeys that received Librium following 
Ritalin maintained or increased their ac- 
tivity levels. Although average activity 
levels were not correlated with drug dos- 
age, general trends were usually indicated 
by major changes at the initiation of the 


TABLE 7 
‘ffects of Ritalin and Librium on Accuracy of Pre- and Postconflict Discrimination Performance in the Monkey 
i (25 trial sessions) 


AVERAGE PERCENT CORRECT CHOICE * 
SESSIONS K TONE VS. LIGHT TONE VS. EBS COMBINED PROBLEMS 


mplant, pre-EBS 95.0 
. D, 


2 and 3 mle 


94.6 
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drug or an increased dosage. 

Body Weight. The monkeys maintained 
ot lost weight with Ritalin and uniformly 
showed gains on Librium while receiving 
the standard laboratory diet (Pechtel, 
Masserman & Aarons, 1961). The cats lost 
12% to 35% of their body weight in 6 months 
on progressively increasing dosages from 
2.5 to 20.0 mg./kg. 

Side Effects. Minor disturbances of the 
digestive system (diarrhea and regurgita- 
tion) associated with the first few days of 
the administration of Ritalin or Librium 
were exhibited by all monkeys. A consistent 
effect of Librium in the monkey was the 
development of a generalized pruritus. 

Social Behavior, Ritalin produced a minor 
increase in the frequency of interanimal 
contacts for both monkeys and cats. The 
playfulness of one cat became exaggerated 
and tended to merge into aggressive re- 
actions ; another male and female cat, al- 
though having been accessible to each other 
for two years, mated successfully for the 
first time. Behavior ratings showed no other 
changes in the animals’ sociability and 
laboratory adaptations; the internal con- 
sistency of one rater was verified in weekly 
ratings over a 6-month period during which 
he was unaware that he was administering 
a placebo. Two male monkeys that had 
maintained their body's integrity during 7 
years of laboratory life lost one and two 
fingers each during interanimal aggressions 
while under the influence of Librium. In- 
deed, in the preconflict control period for 
Librium, 2 tame monkeys each with 7 
years of laboratory experience made aggres- 
sive threats at a familiar experimenter dur- 
ing accustomed transport procedures. 

Symptom Amelioration. Low startle 
thresholds to familiar apparatus sounds and 
incidental laboratory noises, aversion to 
food boxes, motoric agitation in response 
to signals, increased stereotypies, changed 
activity levels, tics, unusual vocalizations, 
autonomic disturbances, and increased ten- 
sion of musculature exhibited in individual- 
ized patterns by the animals following 
conflict were only transiently and minimally 
mitigated by either Ritalin or Librium. 


SUMMARY 
An apparatus was constructed for the 


TRY 


electrical stimulation of the brain 
modified radio frequency carrier wave 
a receiving unit fastened subfascially o 
the cranium of 8 rhesus monkeys (4 wi 
brain lesions) and 6 cats. The uni- or 
polar electrodes were stereotactically im- 
planted in the median forebrain bundle or 
the septal, thalamic, hypothalamic or me 
encephalic reticular areas. Animals wi 
varied preceding experiences were su 
jected to conflict-inducing air blast or sho! 
stimuli while discriminating external (tone 
light) vs. internal (brain stimulation ) cues 
and developed adaptational conflicts chi 
acterized by the disruption of learned skills, 
persistent and generalized aversions, or 
ganic dysfuctions, loss of body weight an 


gions of the brain did not interfere with 
previously established auditory-visual 
criminations. 

2, Intracranial self-stimulation (IC 
was variously ignored, avoided, or soug 
for prior to its establishment as a discrimin: 
ative cue. Bt 

3. The response patterns to ICS were n 
significantly correlated with anatomical | 
cation or species (except that cats uniformly ~ 
ignored it) but were influenced by prior 
preferences, and were reversible as the 
externally applied electrical brain stimul 
tion (EBS) became differentially meaning- 


4. All animals readily learned to discri 
inate liminal EBS from a tone or light si; 
nal, but facility in this varied directly with | 
the general adaptability of each animal. 

5. Discrimination of brain stimulation was 
retained up to 4 months without practice 
and could be transferred immediately to 
the interruption of a continued squared- 
pulse stimulation. 

6. Adaptational conflicts produced general- 
ized “neurotic” behavioral deviations whi 
included “conditioned anxiety” reactions to 
EBS, but these effects again varied with the 
length and adequacy of each animal's labo 
ratory adaptation. 

7. Stimulus generalization gradients fo) 
EBS frequency were similar in animals with 
different brain lesions, but varied greatly — 


to mitigate behavioral ma 
] showed no essential interactions 


i ing pos action. In nn, The role of 
drug therapies in current and future psy- 
chiatric paein Psychiat. Res. Rep. No. 4; | 


4, Pechtel, C., Masserman, J. H., and 


‘Aarons, L.: Am. J. Psychiat, 116: 1018, 


1960. 
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RELATIONS BETWEEN ENERGY TRANSFER SY: MS. 
AND THE SYMPTOMS OF SCHIZOPHRENIA’ — 


PETER G. S. BECKETT, M.D., RITA SENF, PaD, 
CHARLES E. FROHMAN, Pn.D., GARFIELD TOURNEY, M.D., 
axp JACQUES S. GOTTLIEB, MD? 


The relationship between psychological 
and biological aspects of schizophrenia has 
been an intriguing one for investigators over 
a number of years. The present report is 
one of a continuing series of studies of the 
pathophysiology of this illness, and attempts 
to anwer some of the questions regarding 
the significance of such psychological and 
biological variables. The general hypothesis 
under investigation is as follows : a signifi- 
cant relationship exists between intracellular 
metabolic systems having to do with the 
production of biologic energy (intermediary 
carbohydrate metabolism) and the clinical 
phenomena of schizophrenia. Evidence in 
support of this hypothesis will be presented. 

Ten acute schizophrenic patients, 10 
chronic schizophrenic patients, and 10 non- 
schizophrenic control subjects were studied. 
All were male, aged 18-35, of normal intel- 
ligence, and without physical disease. They 
had a suitable diet, ho drug intake, and no 
physical nor emotional exertion before þio- 
chemical studies (11, 12). They were studied 
both at rest and after the application of 
a controlled stressor, which was 10 units of 
regular insulin. Further details have been 
reported previously(10). 


CLINICAL MEASURES 


The selection óf clinical variables was 
based on our judgment of those attributes 
which might be important in describing 
schizophrenia. There are a very large num- 
ber of these which can be studied. On the 
basis of clinical experience of schizophrenia, 
65 were selected which we felt might be 
related to pertinent aspects of intermédiary 
carbohydrate metabolism. 

Clinical measures were obtained from 
rating scales with scores ranging from 1 to 


IRead at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
May 8-12, 1961. 

2From the Lafayette Clinic and Wayne State 
University, College of Medicine, Detroit, Mich. 


9 as described previously(1, 2) H 
ple scales are shown in Tables 1 


TABLE 1 
Depression 


. No depression 


. Depression largely subjective : e.g., some feel 
worthlessness, guilt, inferiority. i 


. Depression with objective manifestations 
nite indecision, guilt reactions, o 
thoughts. i 


i Marked depression : i.e., characterized by loss 
terest, some agitation pe some rel 
etc. 


. Depression of severe proportions causing m 


mp. 
disability; e.g, retardation, nihilistic preoccup 
tion, or severe agitation. 


TABLE 2 
Thinking Disorder 


’ Borderline illogical: or questionable thinking 


` Clear and definite thinking disorder (p: 
autistic, or paleological) : definite abnormali 
demonstrated clearly during examinatio 
defined as thinking in which many of the patien 
concepts have no recognizable connection with 
each other, with the topic under discussion, © 
with external reality. Instead, concepts are co 
nected in ways determined by inner thoug! 
esses. This may show itself as ideas that al 
haphazard, abrupt, incorrect, or bizarre. — 

. Fragmented thinking : ‘completely incomprehensib 
thought processes with many neologisms. “a 

. No information 


All clinical scoring was completed by t 
) i re: 


es of symptoms 0: 
, and 5 of the 
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TABLE 3 
Poorness of 1-2 Year Followup Adjustment 


Apparently recovered, except for one or two minor 
complaints. Marked improvement in social adjust- 
ment. No recurrence even under severe stress. 


Much improved : recovery from symptoms except for 
a few minor complaints and marked improvement 
in social adjustment. Under stress exacerbations 
of symptoms may occur. 


5. Improved: definite improvement in symptoms and in 
one or more areas of social adjustment, although 
some symptoms persist and the patient's total 
adjustment is still not as good as it was before 
the illness began. 


. Unimproved 


Worse 
}. No information 


gives a total of 28 variables listed in the 
~ left-hand columns of Tables 4 and 5, The 
remaining 37 clinical variables, being re- 
ported elsewhere, are concerned with as- 
pects of the premorbid personality and the 
rearing environment(3). 

In the discussion reference will be made 
to the inter-rater reliability of the clinical 
‘scales. Understandably our studies have 
shown some scales to be more reliable than 
others. Details of these studies are now com- 


plete and a report is being prepared for 
_ publication, 


OCHEMICAL VARIABLES 


__ The area under investigation is that phase 
of carbohydrate metabolism in which glu- 
‘cose is broken down into a number of in- 
_ termediate compounds and eventually to 
pyruvate. In the process the energy re- 
~ quired by the cell is liberated. The bio- 
_ chemical measures used here were obtained 
by study of metabolism in human erythro- 
cytes. It is recognized that these are simple 
cells. Subsequent studies of more complex 
cells which utilize the tricarboxylic acid cy- 
“dle ave led to biochemical results in es- 
` sential agreement with the studies of si 
cells(7, 8). ge 
It is important to stress that the method 
used was to measure not just the levels of 
the intermediate compounds but also their 


rates of formation and breakdown. Many of 
the metabolic steps involve the attachment 
of a phosphate radical to a carbohydrate 
molecule, or its detachment from the mole- 
cule. The radical can be tagged with P%? 
and the rate of incorporation of the tagged 
radical into the compound measured. This - 
measure is the specific activity, and is ex- 
pressed in radioactive counts per minute 
per mg. of compound. The phosphate radi- 
cal may be attached in a special manner 
known as the high energy phosphate bond. 
Adenosine triphosphate (ATP) is the most 
important substance possessing this bond. 
ATP has the property of holding the chemi- 
cal energy in safekeeping until it is required 
by the cell. The energy held in the high en- 
ergy bond is then rapidly released in a form 
the cell can use. Thus for example when a 
cell in muscle contracts or a neurone con- 
ducts an impulse, ATP releases high energy 
bonds, ATP then may be considered the 
product or output of the metabolic system, 
as represented at the bottom of Figure 1. 


FIGURE 1 
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One of the more important of the inter- 
mediate substances formed is fructose-1,6- 
diphosphate (F1,6P). This is one of the 
earlier breakdown products of glucose ; 
more of it accumulates within the cell than 
is immediately needed for the steps further 
down the metabolic chain. This available 
reservoir is schematized in Figure 1 as an 
accumulation within the funnel. 

The key to this metabolic system is the 
control over the rate of energy output. In 
Figure 1 the output is shown as fluid flowing 
from the spout of the funnel. This output is 
controlled by a feedback mechanism, with 
adenosine diphosphate (ADP), the stopcock 
on the funnel in Figure 1, as one of the 
chief controlling substances. When the sup- 
ply of ADP is limited, the ATP output of 
the system is limited. This would be rep- 
resented in Figure 1 by closing the stopcock. 
If the cell has a sudden demand for energy, 
ATP releases high energy bonds and is 
thereby converted to ADP. This opens the 
stopcock, speeds up the output of ADP, and 
thus makes more energy available. When 
the cell no longer requires energy, ATP is 
no longer broken down, is no longer con- 
verted to ADP, and the stopcock closes. 

Note that the outpùt of the system is rela- 
tively independent of F1,6P. The avail- 


_ ability of this compound within the funnel 


can fall by half or more and there will still 
be enough of it to maintain a normal ATP 
output. It is only when F1,6P falls very low 
that ATP production is adversely affected. 

Thirty-nine measures were selected for 
study from this metabolic system ; the se- 
lection of these measures has been described 
previously(1). It was found that 3 of them 
had many more significant relationships 
with the clinical symptoms than did the 
others. The titles in the tables are arranged 
so that high scores are in the direction of 
abnormality. 

The first measure is failure of F1,6P spe- 
cific activity to increase with insulin stress. 
FL6P specific activity failed to increase 
with stress in the schizophrenic patients, 
but increased in the control subjects(10). 
Therefore a marked failure to increase is in 
the abnormal direction. 

The next measure, amount of resting ATP 
specific activity, was high in the patients 
and low in the control subjects(10). Again, 


therefore, a high score is associated with 


group, but did increase in the control sub- 
jects(10). Thus again a high score is in the | 
direction of abnormality. TTR 


METHOD 


The relations between the clinical 
biochemical variables were studied by ¢ 
puting Pearson product-moment correlati 
coefficients (1s). Because of the labor 
volved in calculating the large matrices, 
digital computer was used. ; 

The correlations are presented in Table 
4 and 5. These tables are arranged | 
that in general a positive correlation co- 
efficient indicates a direct association be- 
tween biochemical and clinical abnormality. — 
It will be noticed that practically all the rS 
are positive; also, there is no reversal o! 
this direct relationship, i.e., the few nega 
tive correlations are all essentially zero, 
Those 1’s significantly greater than zero at 
the 1% level of confidence are marked by a — 
double asterisk and those significantly _ 
greater than zero at the 5% level are marked 
by a single asterisk. 


a 


RESULTS 

In the discussion which follows contrasts 
will be drawn between correlations 
FL6P on the one hand, and the 2 ATP 
measures on the other hand. 


Primary Symptoms of the Illness 


symptoms of Bleuler are the thinking di 
order and the affective disorder(4). Th 
correlations of these 2 symptoms with 
FL6P are shown in Table 4. Each was sig- 
nificantly related to the failure of F1,6P 
change with stress. The greater this failure, 
the more intense is the thinking disorder — 
and the greater the affective disturbance. 
Another of Bleuler’s primary symptoms 
autism. An attempt was made to measure 
this by rating withdrawal, interpersonal dif- 
ficulties, and social isolation on admission to 
hospital. Withdrawal and interpersonal dif- 
ficulties were significantly related to F1,6P ; 


case the more marked the symptom, isolation on admission, was less closely 
greater was the failure of F1,6P to re- lated to the biochemical measures. Dui 
d to stress. The other variable, social the first week in hospital perhaps speci 
$ à 
TABLE 4 
Clinical Features 


F1,6P SP.ACT. ATP SP.ACT. 
FAILURE TO FAILURE TO PRESTRESS 
CHANGE WITH CHANGE WITH SP.ACT. (HIGH- 
INSULIN STRESS INSULIN STRESS ABNORMAL) ~ 


Primary Symptoms 
“1, Thinking disorder 
ffective disturbance 
ithdrawal 
Interpersonal difficulties 
Social isolation on admission 
upational and social impairment — 


ndary Symptoms 


“Catatonic symptoms 
Motor agitation 


4.796" 
-4.645** 


+.471** 


+.096 
+.253 


TABLE 5 
History and Course of Iliness 
t 
F1,6P SP.ACT. ATP SP.ACT. 
FAILURE TO FAILURE TO PRESTRESS A 
CHANGE WITH SP.ACT. (HIGH: 
INSULIN STRESS. 


Duration of present illness 


Total symptoms prior to present illness 
Insidiousness of onset ‘ 


Course 
5. Lack on improvement in socialization during hospital 


_ Degree of symptomatic improve. during hospital stay 
egree of characterologic improve. during hospital stay 
‘oorness of final prognosis 
‘oorness of 1-2 year followup adjustment 
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sociocultural forces may be determining the 
patient’s behavior. During this time of social 
change the biologic forces may play a lesser 
role. 

The variable occupational and social im- 
pairment is a rating prior to hospitalization. 
Tt reflects both autism and the abulia (lack 
of will) described by Bleuler as primary 
symptoms. From Table 4 it can be seen 
that there was a strong relationship between 
the degree of this impairment and the 
failure of F1,6P to respond to stress. 

The correlations between the primary 
symptoms and the ATP measures were sim- 
ilar but less striking. Thus we may conclude 
that the primary symptoms, the most funda- 
mental clinical dimensions of schizophrenia, 
have a significant relationship to a disturb- 
ance of intermediary carbohydrate metabo- 
lism. This disturbance is most clearly seen 
in the unresponsiveness of F1,6P to stress. 


Secondary Symptoms 


As outlined by Bleuler, the secondary 
symptoms include hallucinations, delusions 
(with persecutory as the most frequent 
type), catatonic symptoms, somatic symp- 
toms, and impulsiveness. From Table 4 it 
can be seen that for the secondary symp- 
toms measured (variables 7-11) there were 
no significant correlations with the biochem- 
ical measures, 

This is quite different from the relation- 
ships of the primary symptoms. The second- 
ary symptoms may be related to interper- 
sonal experience at a psychodynamic or 
social level, as Bleuler has suggested (5), or 
possibly to other independent biologie sys- 
tems. 

Impulsive Symptoms.—Impulsive symp- 
toms form an important exception to the 
above statements about secondary mani- 
festations of the illness, The clinical vari- 
able, antisocial sexual behavior, reflects 
sudden uncontrolled outbursts of sexual 
impulses. These were often completely in- 
appropriate sexually directed attacks on 
members of the family, neighbors, or other 
patients. Antisocial aggressive havior is 
impulsive aggressive behavior which is not 
sexually oriented. These measures were 
strongly related to both ATP measures, but 
not to F1,6P. This is in sharp contrast to the 


pattern of correlations for the prim 
symptoms. 
Anergic Symptoms.—Two symptoms, neu- 
rasthenia and fatigue, can be considered as 
clinical “exhaustion,” and it was of © 


lated to j } 
most of the energy to cells, and it seems rea? 
sonable that a deficiency in this 
might be related to clinical “exhaustion A 
word of caution must be inserted concern 
ing the reliability of these 2 scales. They 
not nearly as reliable as most of the 

measuring the primary and secondary s 
toms. This then remains an interestin 
tentative finding needing further confi 


tion. 

Intellectual Deterioration.—Bleuler de- ~ 
votes an entire section of his book to dis- — 
cussing the peculiar type o! 
terioration seen in schizop) 


ure, Our attempt to do so used ratings of | 
disturbance of orientation and memory as — 
a rough clinical approximation. This vari- 
able was significantly related to both ATP 
measures, but not to F1,6P. From the bio- 
chemical point of view this symptom be- — 
longs in a group with the loss of impulse | 
control, with the anergic symptoms, and 
with important aspects of the course of the — 
disease, which will be discussed below. í 

Affective Symptoms.—Table 4 shows 3 
affective symptoms, apathy, hypomania, 
and depression. None had any significant — 
relationships with the biochemical meas- 


ures. 


Br 


History of the Present Illness Bi 
Table 5 shows 4 clinical variables re- 
lated to the history of the illness, Two ~ 
of these, duration of present illness and 
total symptoms prior to present illness, were 
significantly related to the ATP measures, Ti 
although not to F1,6P. These 2 clinical 
variables are intended to supplement each 
other. It is very dificult to pinpoint the 
date of onset of a schizophrenic illness. For 
example, started 
18 months ago, 
had difficulties 
cided that rating both 
illness and the intensity 
toms would give the best a 
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of the chronicity of the process. The ob- 

tained correlations indicate that the more 
chronic the illness, the greater the disturb- 
ance in ATP metabolism. 


The Course of the Illness 


The course of the illness was measured 
by scales Nos. 5-9 in Table 5. The first 3 
_ were ratings of change in behavior during 
the current hospitalization. None was re- 
lated to biochemical measures. Poorness of 
_ prognosis was significantly related to all 3 
_ biochemical measures, but especially to 
= prestress ATP. The poorer the prognosis 
given by the psychiatrist, the more de- 
_ fective was the ATP metabolism. Finally, 
_a followup interview was obtained 1-2 years 
-after study for all but 2 of the 30 subjects. 
The adjustment at followup was found to be 
significantly related to both ATP measures. 
The greater the observed failure of ATP 
metabolism during hospitalization, the poor- 
er was the adjustment 1-2 years later. 


DISCUSSION 


A proportion of schizophrenic patients ill 
for the first time experience a remission of 
their illness, It seems likely that the primary 
_ symptoms in these patients are related to a 
disturbance in the control of F1,6P metabo- 
lism. In Figure 1 a failure of FL6P pro- 
duction is represented by a fall in the con- 
tents of the funnel. Even a considerable fall 
‘is compatible with normal ATP production. 
If ATP is being produced normally, many 

of the more basic energy producing mech- 
_ anisms continue to function, and energy is 
__ available for various bodily processes. Since 
the patient’s energy producing mechanisms 
are basically intact, there would be in such 
a case no fundamental biologic impediment 
to recovery. 
In other patients the fall in F1,6P is more 
_ Severe and there is interference with ATP 
production. Once these limitations in the 
_ production of ATP appear, there is an asso- 
ciated chronic illness with a poor prognosis. 

In explanation of this finding, it can be hy- 
` _ pothesized that a disturbance in ATP pro- 

duction may lead to complex and perhaps 
~ irreversible biochemical effects. One pos- 

sibility is that when ATP production is dis- 
turbed, insufficient energy is available to 
fulfill the synthetic functions involved in the 


> 
> 


maintenance of enzyme systems(6). This 
poor maintenance would lead to a further 
loss of efficiency in ATP and energy pro- 
duction, and to a vicious circle. 

Another possible result of a failure in 
ATP metabolism may involve a hypothetical 
schizophrenic factor in serum(7, 8, 9). This 
factor may be responsible for the disturb- 
ance in F1,6P metabolism. The serum fac- 
tor may be either an abnormal substance or 
a normal substance present in abnormal 
amounts. In either case, it is probable that 
the body would try to detoxify it. This re- 
quires energy and the source of the energy 
is likely to be ATP. If the disturbance in 
F1,6P metabolism is mild or moderate, ATP 
is not affected, detoxification can proceed, 
and the illness goes into remission. But if 
the factor severely disturbs F1,6P, then 
ATP production is interfered with and 
hence so is detoxification. If this happens, 
again a situation is set up that can be 
thought of as a vicious circle. The factor 
interferes with the production of ATP, but 
the more limited the availability of ATP, 
the less effective is the destruction of the 
factor. Such a mechanism would lead to a 
deteriorating situation and to an illness with 
little likelihood for recovery. 


SUMMARY 


1. Intracellular energy producing metabo- 
lic systems were investigated in erythrocytes 
before and after insulin stress in 10 control, 
10 acute schizophrenic, and 10 chronic 
schizophrenic male subjects. 

2. Following complete clinical study 28 
ratings of symptoms and course of illness 
were made for each subject. 

3. Correlation coefficients (1’s) were com- 
puted between the biochemical and clinical 
variables. 

4. It was found that the primary symp- 
toms were directly related to the failure of 
mobilization after stress of the compound 
fructose-1,6-diphosphate. 

5. In contrast, the secondary symptoms 
were not significantly related to biochemical 
variables, 

6. Scores indicating a chronic illness and 
a poor outcome at followup were found to 
be directly related to another very im- 
portant substance in this metabolic scheme. 


os 
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This substance is adenosine triphosphate 
(ATP). 

7. The possible significance of these find- 
ings is discussed in relation to a hypothetical 
serum factor in schizophrenia. 
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DISCUSSION 

Benjamin Bosses, M.D. (Chicago, I.).— 
I am glad to have this opportunity to discuss 
the paper of Dr. Peter Beckett and his group. 
Having read earlier reports of Dr. Gottlieb, 
Dr. Beckett, and the others, I am perhaps in 
the position to be able to discuss all of this 
from a fairly broad point of view. 


The first difficulty lies in the identification of 
what is schizophrenia. In attempting to le 
something about this, I went back some 150 
years. The first relatively clear description, T 
believe, was that of Pinel in 1809. Then fol- | 
lowed the accounts of Esquirol, Griesinger, and 
Morel, who, in 1857, first used the words 
demence précoce. Next came the descri) 
tions of Kahlbaum, Hecker, Falret, Magni 
Ziehen, and another landmark, Kraepelin, v 
put together the total picture which ha 
been worked at in parts by his predecessors. 
Kraepelin outlined what he considered the 
cause, the symptoms, the course, and the o j 
come of the disease. His descriptions are quite 
remarkable, and many present-day psyc! 
atrists who deny Kraepelin and his thinkin; 
would do well to read him carefully. Probabh; 
the next contribution in significance was that 
of Stransky in 1903 who spoke of “intrapsychic © 
ataxia”; words that become quite pregnant 
in meaning when one reads some of Dr. 
Beckett and his co-workers’ manuscripts. | 
Meanwhile, Freud and Adolf Meyer were | 
in the dynamic sphere, 
but the next large milestone came in 1911 
“schizo- 
phrenia” 
also introduced the idea of latent schizo- 
phrenia and brought out the concept of autism. 
Bleulerian concepts are used in the present 
study. y 
I should now like to move back to 1884 for — 
a quotation, which is very apropos to thi: 
symposium. These are the words of J. W. L 
Thudichum from his “A Treatise on the Chem: 
cal Constitution of the Brain” : i ’ 

“Many forms of insanity are unquestionably 
the external manifestations of the effects upon 
the brain substance of poisons fermented 
within the body tal aberrations ac- 


correctly that at this | 
time we set with Thudichum, Kraepelin and 
Bleuler and we are as unresolved as ever. Cer- 
tainly this is not because efforts have not been 


made, or because high intelligence has not 
rtainly it is not because the 


b ed, and ce 
ne not been employed. The 


I think we can sa 


best methods have 


RELATIONS BETWEEN ENERGY TRANSFER SYSTEMS 


[ May 


is that dementia praecox, or schizo- 
enia, is so vast a disturbance that it does 
ot readily lend itself either to the simple or, 
ate, even complex investigations. Today, 
speak of schizophrenia, yet in 1948, Leo- 
old Bellak wrote a book in which he re- 
iewed the past 10 years of research in this 
sorder, but he called it dementia praecox. 
Does this constitute a regression ? " 
My preceptor in psychiatry was H. Douglas 
inger, an Englishman, who, among his other 
ievements, was the editor of the Archives 
Neurology and Psychiatry, and a most 
meticulous rhetorician, in the English sense. 
He loved the precise use of words and was 
ithless in red-penciling, eliminating words 
hich did not have a precise meaning in a 
sentence. Yet Dr. Singer spoke of dementia 
‘aecox and schizophrenia, The former, he 
led an organic disease which was progres- 
sively deteriorating. The latter, he called a re- 
action formation which had multiple origins, 
“among them, clear-cut psychogenic disturb- 
"ances, Schizophrenic reactions might be re- 
_Tated to specific stress experiences, to certain 
psychodynamic factors which lent themselves 
ell to psychotherapy. He thought that the 
‘prognosis here was different. Dementia praecox 
lad a very grave outlook ; schizophrenia fre- 


| many other supporters. In the middle "thirties, 


halt 


of the patients at Elgin State Hospital based 


C sc was on many lips. It ap- 
Pears in the APA program for 1961. It was 
generally conceded that here was a schizo- 
phrenia that could be reached through psycho- 
therapy and its course could be altered by 
drugs, remissions perhaps hastened by the 


shock therapies. Certainly this was a more 
favorable form. In 1945 Drs. von Meduna and 
McCulloch separated the serious schizo- 
phrenias from the oneirophrenias or dream 
states on the basis of reaction to glucose, The 
Russians, I am told, added a factor of distance 
in the diagnosis of schizophrenia. During 
World War II an order was issued that the 
diagnosis of schizophrenia was interdicted 
within 15 miles of the front lines. Those of 
us working in the early phases of World War 
II, in North Africa and Italy, smiled tolerantly 
at this “Russian whimsy,” and even occasional- 
ly joked about it. We have subsequently 
learned to eat our words, Now the U. S. mili- 
tary makes no psychiatric diagnosis in the 
forward areas. The soldier who breaks down 
is simply handled for his symtomatology, given 
relief, and generally sent back to duty. To 
close the circle of this description, I might 
add that some of our outstanding psychiatric 
institutions, including a number of our best 
training centers, make no attempt to apply a 
diagnostic term like “schizophrenia” or de- 
mentia praecox to the 


I give you this in extenso because even if 
Dr. Beckett and his group were to come up 
with a fixed chemical discovery, or Dr. Sey- 
mour Kety and his team at NIMH were to do 
So, or Dr. Hoskins and his workers at the Neu- 
roendocrine Institute at Worcester, Massachu- 
setts, a generation ago, had confirmed a find- 
ing, with what would this be correlated ? 
Certainly, we have no fixed pole star on which 
to set our sights and hence our correlations. 

There have been many physiologic studies 
in this disease : blood circulation, blood con- 
stituents, carbohydrate metabolism, the detoxi- 
fication Processes, cerebrospinal fluid studies, 
endocrine glands, general metabolism, elec- 
troencephalography, respiratory and urinary 
studies, even experimental work—catatonia by 
DeJong, and the more recent work with tarax- 
ein by Dr. Heath and his group in New Or- 
leans. We. must not forget that even in the 
pre-Thudichum era, there was the concept of 
mental illness due to a disturbance of humors. 
More recently, we have the Ackerfeldt experi- 
ments, serum copper and ceruloplasm, and now 
the work of the Lafayette Clinic group on the 
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Dr. Beckett and his co-workers have long since 
been aware of everything that I am saying. 
In a preliminary report, “Energy Transfer Sys- 
tems and the Clinical Manifestations of Schizo- 
phrenia,” presented in 1959 at a divisional 
meeting of the APA in Detroit, Dr. Beckett and 
his group tried to interpret the disturbances 
in ATP, ADP, F1,6P, lactate level, pyruvate 
level, and lactate/pyruvate ratios. In the in- 
stance of the phosphates, they used both level 
and specific activity. They correlated their 
data with some 67 clinical variables. The 
Lafayette group utilized an IBM 650 com- 
puter, to see if there was any correlation 
between alterations in these evaluations and 
the symptom clusters in acute and chronic 
schizophrenic patients. It was their opinion 
then that the patient with an acute schizo- 
phrenic process mobilizes energy in a hap- 
hazard, erratic fashion and, most importantly, 
fails in the production of a key substance like 
fructose-1,6-diphosphate, and is poor in the 
formation of ATP in the emergency circuit 
where 2 ADP units produce one each ATP and 
an AMP. They found that ATP was high in 
the chronic schizophrenic prior to stress. Ap- 
parently they thought that here was an energy 
system that was utilized poorly, and controlled 
more of a churning than an effective biologic 
energy which tended to gather up and explode. 
This kind of energy correlated statistically with 
sudden hostile assaults: 


The discussant of that day was Dr. John 
Nurnberger, Professor of Psychiatry, University 
of Indiana, who, in addition to his clinical 
ability, is a skilled cytochemist. He admired 
the experimental model and the care in the 
design, but he decried one phase of the experi- 
ment. He made no criticism of the technique, 
since this was the only method available, but 
he cast sharp limitations on any interpretation 
because the experiments were carried out on 
the human red cell. Dr. Numberger noted that 
this erythrocyte was a poor cell for stress 
measurements since its metabolic processes 
were few. For example, it lacks a nucleus, and 
from the standpoint of cellular activity, it is 
essentially a moribund structure. It lacks mito- 
chondria and a variably granulated cellular 
reticulum. In short, the red cell bears few of 
the significant structural analogies to the kind 
of somatic cell we should like to measure when 
we are trying to obtain an index of stress. 

Dr. Beckett, in answering Dr. Nurnberger, 
pointed out that his group recognized the 
limitation and had done some further unpub- 
lished studies using nucleated cells. Later some 
of this work appeared in the Archives of Gen- 
eral Psychiatry. Nucleated chicken cells and rat 


Ş 


diaphragms were used. It is obvious, therefore 
that these investigators were working up to th 
limits of available techniques. In this presen 
paper Dr. Beckett has described further studies 
using F1,6P and ATP as measuring sticks. My ~ 
biochemist at Northwestern University Mi 
cal School was unhappy that F1,6P y 
used as the measure. To quote him, 
kinetics of the reaction would shift in the 
rection of F1,6P.” We will leave this fo 
chemists to fight out. I know that the earl er 
work of the Lafayette group indicated the sen- 
sitivity of F1,6P, as a measure of energy 
port systems in schizophrenia. 

However, I find myself disturbed by the di 
rect language of the conclusions, e.g, “| 
primary symptoms were directly related to the 
failure of mobilization, after stress, of the com: 
pound F1,6P, while secondary symptoms we 
not.” Also that a poor outcome at followup, and 
chronic illness were related to ATP specific 
tivities. All of this adds up to the possible pres- 
ence of a serum factor in schizophrenia. 

This points up the difficulty of biometry ` 
psychiatry. Correlation of subjectively quan 
fied data like “fragmented thinking,” “affecti 


tain behavioral syndrome which we all uni 
stand as schizophrenia. We must see whether 
this chemical disturbance is the cause, the — 
concomitant, or the resultant of the behavior. 
Let us assume for the sake of discussion that 
we agree that this is a causative factor, T 
alteration in metabolism produces a disrupt 
in synaptic transmission so that neural function ` 
becomes disorganized and we see what perhaps 
Stransky had described as an “intrapsychic 
ataxia,” blocking, short-circuiting of thinking, 
and the like. Will every person who has 
neural traffic jam develop schizophrenia ? 
the sum of the symptoms we have discus: 
always schizophrenia ? X 
I think all of the foregoing points up | 
thing, the tremendous problem that is schiz 
phrenia. There is a Jong, hard task ahead of 
everyone in psychiatry and its ancillary dis- 
ciplines. We have no choice but to work on 
from every angle; and Dr. Beckett and 
Lafayette group are to be Jauded for the utili 
tion of chemical techniques that are soli 
should be commended for their attention 
experimental design and control, and for 
continued consideration of the broad par: 
eters which perforce must be included 
thinking about schizophrenia. seals Hy 


From both a practical and a theoretical 
point of view, the psychiatric literature has, 
in the past few years, been increasingly 
concerned with the practice of dynamic 
psychotherapy in outpatient clinics, This 
concern has been sparked by several con- 
_ siderations, In the first place, from an eco- 
nomic standpoint psychotherapy as now 
_ practiced will permit only limited care of a 
selected number of applicants. Roughly 
calculated, the number of therapists needed 
__ to follow our present orientation is estimated 
at around 40,000 and it is not expected 
that we could provide anywhere near this 
figure in the near future. In the second 
Place, as a professional group, we seem to 
share the rather pleasant delusion that 
those who support the mental hygiene clinic 
movement should eventually find the fi- 
nances to provide enough therapists to 
meet the current demands. This is despite 
the fact that we have no sure evidence that 
the results from psychotherapy are better 
than other modes of treatment, or possibly 
no treatment at all. This becomes even more 
_ disconcerting when we consider that evi- 
dence is beginning to accumulate that pres- 
“ent methods of clinic treatment may be 
Suitable for only a limited group of people 
within our society. There are indications 


1 Read 
A ead at the 117th annual meeting of Thi 
American Psychiatric Association, Chicago, il, 


2 Respectively, Assistant Professor, Professor and 
Head, and Research Instructor, Department of Psy- 


chiatry, College of Medicine, Universi f U 
Salt Lake City, Utah. a n 


_ 1004 


SOME RELATIONSHIPS BETWEEN SOCIAL CLASS AND THE 
PRACTICE OF DYNAMIC PSYCHOTHERAPY ' 


NYLA J. COLE, M.D., C. H. HARDIN BRANCH, M.D., 
anD ROGER B. ALLISON, Pa.D.? 


insight producing treatment, while the low- 
er classes are more likely to obtain those 
therapies we classify as “supportive.” It 
was assumed that, at least in part, the 
above findings were a reflection of the 
economic status óf the patient. However, 
studies of outpatient clinics, where finances 
are not a barrier, still indicate a differential 
outcome in regard to social status, e.g., 
Schaffer and Myers(2) have reported that 
the upper class patient is favored in his 
chances of being accepted for psychothera- 
py. A more recent study by Brill and Stor- 
row(3) indicates a similar result. In addi- 
tion, studies by Frank and his associates 
(4, 5) show that the length of stay in a 
psychotherapeutic setting again favors the 
upper classes. And other studies (6, 7, 8, 9) 
indicate that social class is an important 
variable in psychotherapeutic care, 


If such is the case, that the social class 
status of a given patient is setting limits 
upon the type, nature, and/or progress in 
psychotherapy, it will become necessary 
eventually to modify existing techniques 
and plans to meet such restrictions. In an 
attempt to explore some of these possible 


relationships our own clinic practices were 
examined, 


This study was ees, in the adult 
Outpatient division of the Department of 
Psychiatry at the University of Utah Medi- 
cal School. The primary responsibility of 
the clinic is the training of psychiatric resi- 
dents, the majority of whom are in their 
second or third year of residency. Pure 
service is a secondary consideration. The 
clinic, which is the only available non- 
Private psychiatric facility in the area, is 
free to select those applicants felt to be in 
need of psychiatric help and able to profit 


11% by friends and relatives, and the re- 
mainder from a miscellaneous group of 


a 
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agencies (including marriage counselling, 
family service, local hospitals, courts, at- 
torneys, etc.). Eligibility for care depends 
only upon inability to meet private psychi- 
atric fees ; a sliding scale, which considers 
income, family size, and financial obliga- 
tions, is employed and individualized for 
each applicant. 

The sample studied contain 322 consecu- 
tive applicants for outpatient care. As each 
patient applied, routine identifying data, 
including social class data, were collected 
by a secretary, and filed. At the termination 
of the sample collection, the social class 
data, plus the statistics on the life history of 
each applicant, were turned over to a statis- 
tician for analysis. This study was done 
independently, so that neither senior staff 
nor fellows in training (with the exception 
of one author) had knowledge of the proj- 
ect. 

Social class assignment was based upon 
Hollingshead’s(10) “Two Factor Index of 
Social Position.” The classes may be roughly 
defined as follows : 


Class I: These are the community's busi- 
ness and professional leaders. They have post- 
graduate degrees and high incomes (with the 
exception of the academic population). 

Class II: Most of these adults have had 
some formal college education. The males 
occupy managerial positions or are engaged 
in the lesser ranking professions. The families 
are reasonably well-to-do. 

Class III: These constitute the so-called 
great white collar class. The majority of these 
people are employees, engaged in various 
salaried administrative and clerical pursuits. 
Some own small businesses or are semi-pro- 
fessionals and technicians. The majority are 
high school graduates. 

Class IV: These are the skilled manual and 
minor clerical positions. Education is usually 
partial high school. ? 

Class-V: At the bottom rung of the social 
ladder, these people are the semi-skilled and 
unskilled and unemployed groups. Education 
is.generally elementary school or less. 


With the assignment of social class as 
above, the natural history of each of the 
322 applicants was plotted, from initial 
screening to termination of contact. 


RESULTS 
‘Graph 1 indicates the distribution of ap- 


tive correlation between a 


plicants by social a 
of each group accepted fi 
cause of the small numb 


cepted, fared more poorly than the 
groups. ' 
GRAPH 1 < 
DISTRIBUTION OF SERVICE 
COMPARED WITH SOCIAL CLASS 
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When social class distributio 
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the 3 clinics, a varying bias in f 
upper class is observed. ‘ De. 
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COMPARISON OF PERCENTAGE OF PATIENTS 
ACCEPTED FOR TREATMENT BY SOCIAL CLASS 
WITH TWO OTHER OUTPATIENT CLINICS 
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and the height of the social class 
a (G . In their study, 64% of Class I-II 
applicants were accepted, while only 3% of 
Class V’s survived the screening process. 
This contrasts sharply with our 31% accept- 
ance. Brill and Storrow(3), however, dem- 
onstrate a more modest leaning in the di- 
rection of social class bias, with 63% of the 
upper class and 51% of the lower class pa- 
_ tients surviving, while the Utah Clinic 
shows a smaller difference (47% compared 
to 40% respectively). Hunger for patient 
supply cannot account for these variations ; 
_ each of the 3 clinics (operationally similar 
but geographically different) report relative 
freedom in patient selection and a surplus 
of applicants in relation to available thera- 
peutic hours, 
Schaffer and Meyers (2) reported that the 
_ higher the rank of the therapist, the higher 
the class of the patients seen by him. In 
_ examining their caseloads, there was found 


A 
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gravitate to senior staff for therapy, while 
those at the bottom of the psychiatric hier- 
archy—e.g., the medical students—took pot- 
luck from the lower classes. Table 1 indi- 
cates the distribution by social class of 
_ patients according to rank of therapist in the 
_ Utah Clinic. The resident caseloads were 
_ found to have the broadest class distribu- 


second, 


| One comment might be made concerning 
= + social class and therapist assignment. ‘The 
_ time of the psychiatric social workers is 
= Concentrated in the lower class groups. They 
function largely in spouse therapy of appli- 
E cants, working with the resident caseload. 

It was of interest to us to find that collateral 


A 


a predilection for upper class patients to . 


"tion, with the medical student caseloads 


TABLE 1 
ASSIGNMENT OF THERAPIST 
COMPARED WITH PERCENTAGE OF SOCIAL CLASS STATUS 


THERAPIST CLASS I-II CLASS III CLASS IV CLASSV TOTAL 
Psychiatrist — 20 40 40 100 
N5 
Resident 19 19 35 26 100 
N 83 
Medical Student 8 14 53 25 100 
N 36 
Psychiatric — 0 70 30 100 
Social Workers N 10 


—or dual—family therapy, within this sam- 
ple, was largely restricted to the lower 
classes. This comes as a mild surprise. In 
practice, it possibly represents a tacit ad- | 
mission on our part that the group at the 
lower rungs of society’s ladder demonstrate - 
greater or more disturbed family involve- 
ment in mental illness. 

Inasmuch as the majority of a clinic pop- 
ulation come from the lower classes, Classes 
IV and V at any one time represent the 
larger percentage of terminators. If, how- 
ever, the percentage- terminating is calcu- 
lated within each class, Table 2 demon- 
strates an interesting class bias, 


TABLE 2 
A COMPARISON OF SOCIAL CLASSES 
WITH SURVIVAL LENGTH IN CLINIC 
Number of Interviews and Percentage Terminating 


Per Class 
SOCIAL y x ` 
STATUS 0-5 6-10 11-20 21-30 30 PLUS TOTAL 
I&I AO 10 16a. 42 -T00 
Ii ead 0E 335 14ra 3B TO 
Vv 2 18 27 2 i 100 
V Ga 32 2 13 400 > 


The survival time in therapy steadily 
drops across the social classes, with 42% 
survival past 30 interviews for Class I-II, 
38% for Class III, and only 10% and 13% 
survival for Classes IV and V respectively. 
Plotted on a graph, the differences between 
popa and lower classes is striking (Graph 
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GRAPH 4 


A COMPARISON OF LENGTH OF STAY IN THERAPY 
OF UPPER AND LOWER CLASSES 
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Graph 5 compares upper and lower 
classes in terms of percent survival, using 
10-interview blocks of time. Seventy-seven 


GRAPH 5 


A COMPARISON OF UPPER AND LOWER CLASSES 
IN TERMS OF PER CENT SURVIVAL IN 
PSYCHOTHERAPY 
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percent of the pper classes survive past 10 
interviews, while the lower classes run only 
60%. Actually, the greatest loss of lower 
classes occurs in the first 10 interviews. Past 
20 interviews, 55% of the upper classes re- 
main; 32% of, the lower classes. These 
figures are remarkably similar to those re- 
ported by Imber, et al.(5), who, even when 
applying pressure to residents to retain 
patients in therapy, likewise reported that 
56% of upper classes remained past 20 in- 
terviews, while only 29% of the lower groups 
survived. Past the 30-interview mark, the 
differences become greater, with 40% and 
12% remaining. 

Graph 6 deals with the relationship be- 
tween class status and the percentage 


chance a patient has of being discharged 
as “socially improved” as a result of psy- 
chotherapy. Of those terminating within th 
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first 5 interviews, both upper and lower 
classes have a very poor chance of being 
discharged “improved.” At the 10-interview 
mark, the figures begin to reverse, and 
thereafter, irrespective of class, a patient 
has more likelihood of being discharged as 
improved. The bias, however, leans again 
in favor of the upper class. ‘To summarize, — 
an upper class patient rates a 65% chance 
of being discharged improved, irrespective — 
of length of stay in the clinic, while the 
lower classes have roughly as much op- 
portunity as chance, 52%. 

One immediate question is whether the — 
loss of lower class patients might be at- 
tributed to the inclusion of the less skilled - 
therapists, e.g, senior medical students, 
However, when therapeutic survival is ex- 
amined, using only reasonably skilled resi- 
dent therapists, the attrition rate across the 
social classes still showed the same distribu- 
tion. In other words, the tendency for great- — 
er loss of lower class patients is apparently 
independent of the relative skill of the 
therapist. However, the residents as a group 
did show more skill in retaining any class 
of patient longer, compared to the medical 
students. í 

Another question was whether any rela- 
tionships might exist between therapist per- ` 
sonality, social class status, and length of 
stay of a given patient. The caseloads of 
4 residents had been drawn from the above 
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ample. Of these 4 residents, 1 averaged 
) hours more therapy time with the lower 
than the remainder of the group. 


staff ; and so forth, i 
Most reports(4-8) show that the upper 
classes survive psychotherapy longer, For 
ing such patients in therapy. These 4 resi- convenience, discussion of possible relation- 
dents also took the Strong Inventory Test ships between social class and attrition in 
psychotherapy will be divided into 2 cate 
gories, although any separation will, to some 
degree, be artificial, The first category in: 
cludes those factors external to a therapeuti 
situation ; the second, those factors implicit- 
ly a problem within the treatment relation- 
ship. Our considerations will be restricted 
to the possibilities that appear to be class 
related. 
External Factors: The most common — 
Examination of age, sex and diagnostic mechanical factor is the selection process of 
ategory did not yield an explanation of the waiting list. For those who are accus- 
e observed differences. However, an in- tomed to instant gratification or relief, the 
i Waiting list can serve as a barrier. Seward 
and Marmor(13) have pointed out that the 
time concept of the poorer people is in terms 
of “here” and “now” and “immediately” ; ~ 
: the idea of Postponement and future re- 
1. In this clinic, there is roughly equal wards emerges with movement up the 
ceptance across the social classes of pa- social scale. Thus, the waiting list can bias 
ae applying for Psychotherapy, with in favor of the upper classe 
e exception of a moderate negative bias ever, our clinic, 
ward Class V patients, adopted the proc 
i terviewing all ap 
occurred only 
therapy. Of tho 
a greater fall o 
first 5 intervie 
Screening proc 
differences in 
the classes, th 
may be a salient 
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: therapy. As has be 
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Land Storrow(3 
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sitters for wives may seem small, the further 
one is up the social ladder, but at times may 
be insurmountable for lower class groups 
without access to helpful relatives. 

Problems may reside also in the family 
group. The authors have been impressed 
with the degree of threat the clinic can 
pose, particularly for the lower class 
male. Others have pointed out the tendency 
of the lower classes to view agencies with 
hostility and defensiveness. Contact with a 
psychiatric clinic can be, identified as one 
more exposure to shame and one more 
evidence of personal inadequacy or failure. 
For the male, feelings about this can lead 
to discontinuance before evaluation is com- 
plete. And, a female patient may be under 
the pressure of familial statements such as, 
“Going there is a bunch of hogwash” ; or, 
“Are you still going to that stupid clinic?” 
(these are direct quotes!). Such pressure 
can be sufficient to force a patient from 
therapy. 

Likewise, family organization is variable 
with social status(16). We have the impres- 
sion that the degree of family embroilment 
in patient affairs is almost inversely propor- 
tional to the social standing. The family 
relationship of the lower classes generally 
seems to be an involved one, and the views 
of spouses and others are important. In 
contrast, as one moves up the social classes, 
family members tend to function more in- 
dependently and individually, to dissipate 
more energy in interests outside the home, 
and to be more sophisticated or accepting 
of the member seeking care. This is again 
a glittering genérality. However, we suspect 
that the statistical fact of our using thera- 
peutic time for spouses largely in the lower 
classes represents, in part, a tacit admission 
of differences of such social organization. 
(Another obvious possibility is the fact that 
greater psychopathology may reside in the 
Class IV-V groups and implicitly demand a 
dual approach in therapy.) 

Internal Factors : A number of reports are 
available that attempt to identify the types 
of patients more likely to survive in a 
clinic. The following patient characteristics 
have been described as related to success 
and/or longevity in therapy, to a greater or 
lesser degree : 1. Social status, based upon 
education, economics, social standing(4, 


12); 2. An orientation toward behavior 
rather than medication(12, 17, 27) ; 3. Ac- — 
tive participation in therapy, rather than 
passive cooperation(17) ; 4. Internalization 
of problems and a tendency to self-blame, 
rather than acting out and blaming the en- 
vironment(12, 18, 19) ; 5. Self-dissatisfac- 
tion—a wish to change things(8) ; 6. Pos- 
sessing the traits of dependability(8), 
control(8), persistence(4); 7. Social in- 
tegration(4, 8) ; 8. Having less confusion 
about sexual role(18) ; 9. Fluctuating ill 
ness, with manifest anxiety(4, 8); 10, A 
strong need for people to relate to, to feel 
worth while(18) ; 11, A desire to talk with 
others concerning problems(4, 8); 12 
Subject to influence and amenable to au 
thority(4, 21). 

With the exception of the last 4 items, — 
most of these variables seem highly related 
to our cultural sanction of striving for class 
position. These variables are, in the main, 
all personality traits of those more likely to 
succeed in our culture and to arrive at a 
higher social status. Many are traits re- 
quired for upward social mobility. This is 
compatible with the fact that by far our 
largest clinic population represents those 
between the ages of 20 and 35. This age 
group includes those most actively involved 
in climbing the ladder and establishing 
themselves. Frank’s observation(4) seems 
pertinent here. In his view, whether a pa- 
tient values and remains in psychotherapy 
depends upon its usefulness in his power 
struggle: if therapy represents a yielding 
to outside pressures and weakens his power 
position, he tends to reject it ; if it strength- 
ens it, he stays. Parenthetically, it also ap- 
pears that the above traits are largely more 
indicative of mental health than mental ill- 
ness. 

From another point of view, the first 8 
items which make “good patients” are iden- 
tical to the values we tend to share as a 
professional group. Psychiatrists enjoy the 
power position of a reasonably high social 
status and, as a rule, make their livings 
with their heads and with ideas, rather than 
with their hands and with materials. They 
likewise sympathize with the individual 
who is dissatisfied and wishes to change his 
lot, and this implies a reasonable desire for 
upward mobility and higher status. The 
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its needed for this are dependability, 
control, and persistence: this implies a 
air ly well organized personality, i.e., less 


cial realities of the psychiatrist. To be a 
ccessful patient and to survive a reason- 
ble period of time, there has to be a 
jutuality of expectations between patient 
nd therapist(17). One would expect 
that some bias would occur concerning 
lass status. It seems reasonable to expect 
that the upper class patient, in general, or 
"a patient who has more upward mobility, 
could more easily share these values than 
less sophisticated brothers who reside 
a different system of social realities. 
_ However, another system of values cross- 
cuts the above, The physician-psychiatrist 
perates also within what one might call the 
eality of Hippocrates, or the doctor-patient 
elationship. In an historical review of the 
“subject, Szasz(22) says : 


rom earliest times, man feared helplessness in 

unknown universe. In his own defense he 
invented methods of coping with anxiety. Im- 
plicit in these methods has been man’s belief 
in an ability to manipulate events, to control 
` and direct nature in his own behalf, 

The doctor-patient relationship, which evolved 
from the priest-supplicant relationship, retained 
the belief in an ability of a parent-figure to 
manipulate events on behalf of the patient, 


When a patient comes to a psychiatrist, he 
_ comes with this sort of expectation for relief, 
_ This brings us to the last 4 items on the list 
_ of what makes a “good patient.” These ap- 
pear relatively independent of social reali- 
s. The incentive item is, of course, con- 


mally. 
_ One comment might be made here about 
the idea of talking to someone else, Cul- 
_turally speaking, to use another generality, 
appears that the male of the American 
ecies is not very accustomed to talking 
_ about personal problems. Certainly, routine 
applications to outpatient clinics run about 
two-thirds female, one-third male, (The 


x 


existence of VA Clinics does not appear an 
adequate explanation for this phenomenon. ) 
Likewise, as a rule, men are more action- 
oriented than verbally inclined. Moving 
down the social scale, where economic fail- 
ures reside, male patients are probably even 
more disinclined to seek care. As noted 
earlier, talking about emotional problems 
can equal unmanliness or an acknowledg- 
ment of another painful inadequacy. 

The 2 aspects—the reality of social class 
differences and of the psychiatrist-patient 
relationship—create entangled problems, 
Frank's hypothesis(23) of the importance 
of the doctor-patient relationship to the 
practice of psychotherapy alludes to some of 
these difficulties ; he states : 


the maintenance or development of trust in the 
therapist is fostered by the therapist’s own 
confidence in his ability to encourage the pa- 
tient, to care about him (and to care, one must 
understand), to communicate this helpful at- 
titude in a meaningful way . . . and this effect 
is not simply transient or superficial. 


The first item, the ability to encourage 
the patient, is reminiscent of the occasional 
observation we make about novitiates in the 
field. The trainee cari sometimes get results 
that skilled therapists regard remarkable. 
This is, of course, before he becomes ac- 
quainted with our systems of diagnoses and 
prognoses and learns which patient can 
respond to our efforts. When discussing a 
lower class patient, how many staff con- 
ferences end with comments such as, “Well, 
what can you do? The background is so 
terrible; the situation so Ïorrible |” And, 
having set the clock to run, we are not 
much surprised when the patient cooperates 
with our views, Strupp(24), in particular, 
has offered some evidence along these lines. 

The second item is the ability to care 
about the patient, and to care one must un- 
derstand. There is no question again that 
some therapists have what we call the 
touch.” Frank and his group noted that 
One of their 3 residents consistently did 
better, faster, than the other two, although 
the effect leveled out in time. And, as we 
noted, one of the 4 residents in our study 
averaged a higher number of hours than 
the rest with lower class patients. Possibly 
these things can be assigned to greater flexi- 
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bility or greater capacity to empathize with 
a human being. Another aspect may be the 
possession of a wide variety of experiences 
from different social realities. 

Other questions might be raised, ¢.g., 
those at the lower end of the social scale 
seem to operate more on immediate goals. 
Certainly, our greatest loss of lower class 
patients is occurring in the first 10 inter- 
views. This being true, some consideration 
might be given to differential treatment 
techniques. Possibly a more direct approach 
with more emphasis on Action is indicated 
for certain groups. Likewise, more interest 
could be paid to matching therapist and pa- 
tient concerning their respective social 
values ; this might influence the ability to 
reach a mutual understanding and working 
relationship. One implicit activity at present 
is the tendency to assign lower class patients 
for care by the social work people. It has 
been observed that this professional group 
tends to be identified with the working 
classes(25). Again, one might wonder 
whether this practice might, to some degree, 
reflect a tacit recognition that these people 
are more able to participate with these pa- 
tients, 

We are left with the last item, the ability 
to communicate a helpful attitude in a 
meaningful way. The work of Whitehorn 
and Betz(11) indicates that one can meas- 
ure characteristics of therapists who are 
more likely to be successful with hospital- 
ized schizophrenic patients. Although this 
has not been demonstrated in outpatient 
settings, Strupp’s observations thus far make 
it likely that therapist variables are operant. 


This area is worth considerable exploration. 


A last thought occurs with Frank’s state- 
ment that the results of a good doctor- 
patient relationship are not transient or 
superficial. More and more, the old saw of 
“liking your patient” seems to be coming 
into its own, In a recent follow-up study by 
Board(26), there was a group of patients 
who were considered unsuccessful in psy- 
chotherapy. Those in this “unsuccessful” 
group who felt a negative relationship with 
their therapist did not feel better as a result 
of the contact. However, those “unsuccess- 
ful” patients who felt liked tended to feel 
better even though they had not met what- 


ever goals the doctor had in mind, One can, , 


ing the patient's stai  untrut 
tivated by a wish to please. But po: 
there is more to it than this. 
This discussion of why lower 
tients do less well than th 
relatives in psychotherapy h 
with a quotation from Szasz(22) : 


doctor-patient relationship should make 
skeptical of the assumption that our curr 
practices are “good” or the “best pos 
Probably more often than not, they are n 
but simply reflect the congruence of social 


tions of physicians . . . Critical examinat 
the doctor-patient relationship usually pre 
poses to change, while non-scrutiny of hu: 
social relations favors the status quo. 
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The syndrome of epilepsy is so varied 
that it cannot be adequately defined, By 
current usage, epilepsy is actually a symp- 
tom, or group of symptoms, rather than a 
disease. The cause has been established for 
the epilepsy in many instances. There are, 
however, a great number of patients with 
epilepsy for which there is no established 
etiology. These patients are often referred 
to as the idiopathic group. Despite the ap- 
parent confusion, epilepsy is a term ex- 
tensively used in clinical medicine, and 
clinicians understand its meaning. The 
group of epileptics referred to in this study 
have no established etiology. (Such pa- 
tients, as a restilt of advances in medical 
research, ultimately may prove to have 
some obscure metabolic or other abnor- 
mality.) This possibility will be discussed. 
The most consistent symptom of epilepsy 
is an alteration of consciousness. Reports on 
epilepsy appearing in the literature since 
1888(1) describe psychological symptoms, 
in association with the altered conscious- 
ness, as a predominant feature in some 
patients. The psychological symptoms are 
many and diverse. They can closely re- 
semble the picture seen in the functional 
psychoses(2, 3) ; at other times, alterations 
of the sensorium can predominate(4). 
Gibbs, Gibbssand Lennox in 1937(5) pro- 
posed the diagnostic category of “psycho- 
motor epilepsy” for the patient group pre- 
senting a clinical picture in which psychic 
symptoms were prominent. This termi- 
nology has been quite universally accepted. 


A high incidence of abnormal behavior - 


between the seizures is frequent in the 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
May 8-12, 1961.- 
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CLINICAL OBSERVATION AND DEPTH ELECTRODE STUDIES: 
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“psychomotor epileptic” group. 
toms presented by many patient 
group may be the same as those 
by patients diagnosed as ‘ss 

Gibbs, Gibbs, and Lennox(5) des: 
electroencephalographic patterns 
with these clinical symptoms, ni 
abnormal electrical activity is char: 
tically recorded from the temporal 
For this reason, the terminology “tem, 
lobe epilepsy” is used interchangeably 

“psychomotor epilepsy.” Hae, 


tients, schizophrenia has its own 
teristic syndrome. The  constella 
symptoms in schizophrenia is su 
trained psychiatrists agree on ( 
in the majority of cases. The E 
the schizophrenic subject is chara 
tically normal. Some electroencephal 
ers(6-10), however, have noted. 
is a slightly increase incidence of electr 
encephalographic cae in w chizo 
to 


epilepsy. 
when the interictal 


of patients 
nostic entity. : y 

With the advent in 1950 ot 
recording from precise regi ons of the 
of man over prolonged tim 
cording abnormalities were © 
specific deep nuclear mass 


EERE eae cles SN ta Cela 


1014 - 


CHARACTERISTICS OF EPILEPSY AND SCHIZOPHRENIA 


[ May 


the conventional scalp EEG recordings, in 
schizophrenic patients during periods of 
psychotic behavior. This evidence suggested 
to some that schizophrenia and epilepsy 
‘might be manifestations of one disease ; 
other investigators postulated that this is 
vidence of a continuum between the two 
Hseases. We have carried out depth re- 
ording studies in epileptics, schizophrenics, 
nd control subjects (falling into neither 
iagnostic category) since 1950, Pertinent 
data from these studies, basic for this dis- 
cussion as to whether or not the syndromes 
are related, will be presented. 


_ MATERIAL AND METHOD ` 


Forty-eight patients have been included 
in the Tulane study (a total of 57 operative 
procedures were performed since some 
patients were reoperated), Forty of the 
48 patients were psychotic with 36 of the 
40 being undeniably schizophrenic by all 
accepted criteria. Six were epileptic : 2 of 
the 6 were afflicted with seizures only; 4 
displayed marked behavioral symptoms in 
addition to seizures, Of the total 48 pa- 
tients, 6 did not fall into either diagnostic 
_ category and, therefore, served as control 
subjects. These control subjects had other 
diseases ; for example, intractable pain, 
parkinsonism, narcolepsy. They did not 
show recording abnormalities and, there- 
fore, will not be considered in this presen- 
tation. 

Our stereotaxic method for implantation 
of electrodes in the brain of man has been 
described (13-15), Electrodes are implanted 
with precision (within 2 millimeters of tar- 
get point) into predetermined brain regions. 
The electrodes are of a design which we 
have demonstrated to be the most effective 
in recording potential changes with alter- 
ations of behavior,* To determine the most 
effective electrode, we implanted electrodes 
of one design into one-half of a cat’s brain 
and electrodes of another type, to be com- 


"Total numbe 
otal number of patients and operati: 
cedures as of 4/30/61. Be gs 
*The electrode consists of 4 strands of #40 
gauge silver-plated copper wire with a one milli- 
meter silver ball fused to the terminal end. The 


lation, poly-vinyl-chloride, completely encom- 
- passes th i i 


pared, into the exact sites in the other 
hemisphere. The animal was given chemical 
compounds, including sedatives, Metrazol, 
and psychotomimetic drugs, which marked- 
ly altered levels of psychological awareness, 
Recording changes in association with the 
altered behavior were much more clearly 
revealed in the recordings obtained with 
the silver ball electrode. With our stereo- 
taxic method, the electrodes remain accur- 
ately in place for periods up to two years, 
They are affixed by means of special plugs 
in the trephine holes, brought under the 
scalp for some distance, thence through 
the skin, and soldered to 15 or 25-place 
plugs. 

Recordings obtained in the first two 
weeks after implantation are difficult to 
interpret ; they are contaminated with arti- 
facts resulting from trauma of operation 
and the residual effects of anesthesia. After 
the initial two-week period, however, when 
electrodes do not move, the recordings cor- 
relate with the fluctuating clinical state of 
the patient, The specific brain regions from 
which we have recorded in our various pa- 
tient groups are listed in Figure 1. The 


FIGURE 1 


Anatomical Structures from which Recordings 
were Studied 


(57 Implantation Procedures—Recording after 
54 Procedures) 

Septal Region 
Caudate Nucleus 
Hippocampus 
Amygdala 
Thalamus 
Globus pallidus 
Hypothalamus 
Mesencephalic tegmentum 
Cingulate Gyrus 
Cortex—tall lobes) 


Note: In many subjects, multiple electrodes have been im- 
Planted in a given subcortical region. 


maximal number of electrodes we have im- 
planted in one patient is 39: 25 in the 
ae regions and 14 over the cortex (Figure 


In our earlier studies, the Grass elec- 
troencephalographic 8-channel machine 
(Model TIL-D) was used 3 recordings were 
later made by synchronizing two 8-channel 
machines, Recently, as we have implanted 


a 
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more electrodes, one 16-channel (Model 
IV-B) and two 8-channel (Model I-D) 
Grass machines have been synchronized so 
as to record simultaneously from 32 chan- 
nels. In all 36 schizophrenic patients re- 
cordings were obtained during psychotic 
episodes ; in the last 14 of the schizophrenic 
patients, recordings were obtained during 
periods of complete remission of psychotic 
symptoms and during periods of severely 
disturbed behavior. In 4 patients with 
seizures and psychotic behavior, recordings 
were obtained during both clinical states 
(i.e., seizures and episodes of psychotic be- 
havior) and during asymptomatic periods. 
In 6 of the epileptic patients, recordings 
were obtained throughout spontaneous 
clinical seizures ; four spontaneous classical 
psychomotor seizures were recorded in one 
patient. Recordings were obtained during 
two sponstaneous grand mal seizures in an- 
other patient. 

Abstracted histories of 4 patients 
whose sample recordings are included in 
a presentation to illustrate the data fol- 
ow.ë 


Patient B-5 (A.V.), white female. Diagnosis : 
Psychomotor and grand mal epilepsy. Date of 
birth : 9/26/27. Date of operation : 12/21/60. 
Onset of present illness at 11 with 10-15- 
minute black-out spells consisting of hyper- 
activity and beating head against wall; pre- 
operative spells : “a scream, a fall, then run- 
\ning,”—usual duration 5 minutes, but infre- 
| quently lasting up to 1% hours ; sometimes ex- 
hibitionistic in spells. Three turbulent mar- 
riages with two pregnancies and one child. 
Physician’s deSeription of spells: adversive 
seizures with initial loss of consciousness fol- 
lowed by drawing of head to right, vocaliza- 
tion, clonic convulsions followed by confused, 
fighting state, Nov. 1960 mental status : 
chronic brain syndrome of unknown cause in 
individual of borderline defective intelligence ; 
April 1960 right angiogram “normal” ; Oc- 
tober 1960 EEG (and on repeated studies)— 
“nearly continuously discharging center in 
right anterior temporal lobe with some over- 
activity in the left anterior temporal lobe.” All 
physical and laboratory examinations have 
henis consistently been within normal 
mits. 


5 Detailed histories of patients are available 
upon request, Space limitation prevents elabora- 
tion here. 


paranoid schizophrenia. Date of birth: 
7/25/30. Dates of operations: 11/10/60, 
5/17/61. re 
Family history—psychosis in mother and pos- 
sibly in father. Education—3 years college ; 
hospitalizations : 1951-53 and from late 19 
to present; previous treatments included” a 
variety of chemical compounds and extensive 
courses of EST; EEG 9/30/60: “borderline 
with mild inconsistent asymmetries and a tend- 
ency for increased activity in the left temporal” 
and anterior temporal areas,” although many 
other EEGs have been reported as “normal.” 
All other physical, x-ray, and laboratory work- 
ups have been within normal limits ; mental 
status examination 9/26/60 : schizophrenic re- 
action, paranoid type with deterioration. 


Patient A-26 (A.G.), colored male. Diagnosis : 
epilepsy. Date of birth: May, 1927 (day of 
month unknown). Date of operation :10/31/57. 

Family history—mother psychotic. Convul- — 
sions and enuresis as a child. Delayed puberty 
to 19 at which time he graduated from high A 
school high in the class of which he was 
president. One year Navy service with constant 
trouble, but honorable discharge, following 
which he held a job for 7 years in the Post 
Office Department. First seizure 1951 with 
“spasm, stiffness, crying, and confusion fol- 
lowed by depression.” Committed 1952-57 in 
mental hospital. All laboratory, x-ray, and 
physical examinations were within normal 
limits except the EEG of 5/16/57 which 
showed paroxysmal mixed delta-theta activity 
to which 500 mg. Chloralose added nothing = 
but sleep pattern. Mental status 10/29/57 : 
“episodic periods of gross dyscontrol, occasion- 
al grand mal seizures, and episodes of con- 
fused behavior.” 


ae ee 


Patient A-24 (H.G.), colored male, Diagnosis : 
seizures and psychotic behavior. Date of birth iea 
1/18/27. Date of operation: 11/29/56. 

Family history—brother paranoid schizo- 
phrenic. Treatment for lues 1943 with con- 
sistently negative spinal fluid examinations and 
no evidence at any time of neurosyphilis ; 
otherwise, P.M.H. negative. Eleven months 
(1944-45) in U. S. Air Force. First “spell” and 
hospital admission in 1944 ; grand mal seizures 
have been described on numerous occasions 
since then up to 15 in a single day; also, a « 
variety of psychomotor seizures beginning 1954 
with subsequent amnesia. Seizure incidence 
significantly reduced with dilantin-phenobarbi- 
tal treatment. Prolonged episodes of bizarre 
behavior since late 1955, leading to second 
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_ time work-up, including a P.E.G., was within 
ormal limits. Two weeks after discharge, he 
readmitted with frequent seizures and 
erictal behavior described as hallucinatory, 
d virtually unmanageable. Discharged after 
weeks with diagnosis of psychosis with psy- 
tor and grand mal epilepsy ; again re- 
itted 1956 after a series of seizures. Physi- 
examination revealed otosclerosis and a 


tatus examination in October 1956 : epi- 
r with episodic psychotic behavior. 


e principal features of our recordings 
each of the 


Schizophrenic Group. The recordings 
during remission were essentially the same 
s those obtained from the control group. 
When the schizophrenic patients were in 
eriods of active psychosis, recordings were 
haracterized by the appearance of spiking 
d slow wave activity, primarily in the 


patients displaying 
n, ie., catatonia and 
Was more slow wave 
iking was less sharp, 
“s waves.” The 
Ws pike was much sharper in schizophrenic 
‘Patient s displaying predominantly paranoid 
{ a ee: These recordings have 
been described in detail(13, 15, 16). 
Epileptic Group. Recordings were ob- 
ed during spontaneous seizures from 
through the post-ictal phase on num- 
: Patients ; psycho- 
seizures were recorded in all 6 pa- 
; recordings were obtained during 
mal seizures in 1 patient, Recordings 
; Metrazol-induced seizures were ob- 
| tained in 2 subjects and, on several oe- 
casions, recordings during seizures induced 
with electrical stimulation to deep regions 


"ay 


(in mošt instances, the rostral hippocam- 
pus) were obtained. Only data from the 
spontaneous psychomotor and grand mal 
seizures will be presented. 

The most striking feature of the record- f 
ings from epileptic patients between sei- 
zures was their variability. This variability 
can be demonstrated adequately only by 
Teviewing entire records. Cut-outs of re- 
cordings from Patient B-5 only partially 
demonstrate the important features (Fig- 
ures 5, 6, 7, 8, 9). During interictal periods, 
most of the epileptic subjects presented 
paroxysms of abnormal activity which ap- 
peared in one area and then another, but 
which always began in parts of the ol- 
factory brain (hippocampus, amygdala, and 
septal region). During the recording- in 
Figure 5, no gross behavioral abnormalities 
were apparent. Patient B-5 was showing 
poor contact with reality during the time 
that the recording in Figure 6 was made. 
She expressed the idea that she was com- 
municating with her long deceased father 
and asked if her thoughts were being re- 
corded by the “machine.” A focal spike 
appeared in the septal region. Leads only 
one millimeter remoyed did not reflect this. 
The abnormal activity: occasionally was re- 
flected in recordings from the cortex and 
less frequently in the conventional scalp 
leads. When the recordings in Figure 7 
were obtained Patient B-5 did not present 
the gross clinical manifestation of a clin- | 
ical seizure despite the paroxysmal burst 
of seizure-like activity. Recordings, how- 
ever, were obtained during spontaneous 
Psychomotor seizures on foar occasions in 
this patient; on three Occasions, the par- 
oxysmal seizural activity began in the left 
posterior hippocampus, spread to the left 
anterior hippocampus, amygdala, and sep- 
tal region, and then to all parts of the 
brain ; on one occasion, the seizure began 
in the right hippocampus, spread to the 
septal region, and then took over in all 
leads. Figures 8 and 9 are cut-outs from 
the recordings of Patient B-5 during one of 
her psychomotor seizures. This seizure had 
a duration of approximately 2 to 3 minutes, 
during which time there was a loss of con- 
tact; the patient had a fixed, staring gaze 
and did not reply to questions nor respond 
to sensory stimulation, She appeared not 


FIGURE 2 
X-ray of Patient #B-5 
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FIGURE 5 
EEG Recordings (Cortical and Subcortical) from Patient #B-5 Demonstrating 
Characteristic Activity Between Seizures (Inter-Ictal) 
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FIGURE 6 
EEG Recordings (Cortical and Subcortical) from Patient #B-5 Showing 
Focal Spike in Septal Region 
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FIGURE 7 
EEG Recordings (Cortical, Subcortical, and Scalp) from Patient #B-5 
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FIGURE 8 F 
EEG Recordings (Cortical and Subcortical) from Patient #B-5 Showing Development zy 
of Seizure Originating in Left Posterior Hippocampus : PES 
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FIGURE 9 À 
EEG Recordings (Cortical and Subcortical) from Patient #B-5 at Time the 
Clinical Seizure Was Most Evident. 
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ecognize persons or surroundings, There 
re rhythmical movements of her hands, 
1aximal on the left. This activity was char- 
cterized by forced grasping of the right with the u 
and by the left, Simultaneously, a slight 
turning of the head to the left occurred, 


e seizure originating in the left time 


zure began to diminish, 14 to 15-second 
spindling-type activity appeared in the up- 
per two electrodes of the right amygdala 
ippermost electrode showing the 
highest amplitude wave. Some seizural ac- 
tivity persisted in the left amygdala and 


and left anterior and posterior hippo- 
gure 8 shows the develop- campal leads for 20 more seconds. For some 


I post-ictally, there was “high amplitude 
osterior hippocampus. The seizural dis- delta 


the amygdala and the delta activi 
ior hippocampal lead, then to the 


erior hippocampal Figures 10 and 11 


time the clinical seizure 


activity. Following this seizure, the 
ity remained focal and confined 
uppermost anterior septal lead, 


period, was disturbed, out of contact ith 
Was most evident, As the generalized sei- Scenics 
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FIGURE 10 BS, 
EEG Recordings (Cortical and Subcortical) from Patient #A-24 During 
Period of Remission Wie 
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chotic symptoms. The paroxysmal activity 
next spread tdsintlude the septal region. 
This activity remained limited to the amyg- 
dala, hippocampus, and septal region for a 
matter of 50 to 80 seconds, and then ap- 
' peared also in all other deep and cortical 
> structures. When the activity became gen- 
eralized, the patient displayed the typical — 
clonic and tonic movements characteristic 
of the grand mal seizure. The post-ictal — 
recordings showed generalized slow wave | 
activity in association with the clinical pic- 
ture of stupor.® Essentially, these same prin- 
cipal features were seen in recordings from l f its abnormi 
other patients during grand mal seizures. such periods when the behavior 
8 At the time of resentation, a 16 mm. film tients hen psychotic, La ab 
of the EEG Soris was shown. The film is only occasionally appear d 
available for loan. : n Teads and less often 
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FIGURE 11 
EEG Recordings (Cortical and Subcortical) from Patient #A-24 at Time of 
Onset of Seizure 
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teticular activating system. In no instance 
were we able to correlate electrical changes 
from these leads with behavior, 

A significant observation, in our opinion, 
was the striking difference in recordings of 
this patient group during interictal psy- 


nearly indistinguish- 
relatively infrequent 


spiking (appearing every 5 to 20 seconds, 


» often associated with some 


patients, the epileptic-psychotic patients 
_ showed dramatic spiking of higher ampli- 


group; ie, it was 
Cortical leads and, less 
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leads, usually in the temporal region. It is 
important to emphasize, however, that 
cortical and scalp recordings never appro- 
priately reflect the storm of abnormal activ- 
ity present in the specific subcortical struc- 
tures. Similar findings in the epileptic-psy- 
chotic group have recently been reported 
by Sherwood (17). 

Several authors have suggested the pos- 
sibility of demonstrating the abnormal sub- 
cortical electrical activity on routine scalp 
recordings by administering chemical com- 
pounds that, seemingly; &ĉtivate electro- 
encephalographic abnormalities(18, 19, 20, 
21, 22, 23). In our studies, this promising 
lead has not been substantiated. We 
have employed alpha chloralose, 6, 7, 8, 9- 


but have not been able to demonstrate that 
the specific abnormalities appearing on the 
subcortical recordings are demonstrable on 
scalp recordings, These activating drugs do 
induce a higher incidence of abnormalities 
on scalp recordings, but this occurs in the 
nonpsychotic, non-epileptic control group in 
essentially the same incidence as in the 
schizophrenic group. The details of this 
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FIGURE 12° ; 
EEG Recordings (Cortical and Subcortical) from Patient #A-26 During 
Period of Remission 4 
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FIGURE 13 
EEG Recordings (Cortical and Subcortical) from Patient +A-26 During 
` Period of Psychosis 


TASSI 


‘Cortex - L POST CINGULATE 


12-30-57 


CL AWG HIPPO,- L POST HIPPO 7 $ 
Say ay aA ea anta tka A, a Sa aaya 


Lise 


1962 ] 


ROBERT G. HEATH 


rather extensive study are being prepared 
for publication(27).7 | 


DISCUSSION 

The principal issues with which we are 
concerned are first, does the utilization of 
the special techniques described contribute 
to our understanding of the nature of the 
two disorders, schizophrenia and epilepsy, 
and, secondly, is there a relationship be- 
tween the two disorders ? It is worth restat- 
ing that epilepsy is a symptom, not a 
separate disease entity. Within the epilep- 
sies, however, there is a syndrome with 
relatively well demarcated symptoms and a 
brain dysrhythmia for which no definite 
etiology or consistent pathology has been 
established. It is this syndrome, sometimes 
called “idiopathic epilepsy,’ with which 
we are concerned here. 

The diagnosis of schizophrenia is depend- 
ent upon clinical symptoms and the course 
of the disease. Symptoms of psychosis can 
result from a wide variety of pathological 
processes. In schizophrenia, however, no 
definite etiology and pathology have been 
established ; patients analogously could be 
characterized as “idiopathic psychotic.” The 
absence of a definite etiology and pathology 
are the principal bases for confusion in 
boundaries between these processes. The 
reasons advanced for relating these two 
diseases, namely the presence of psychotic 
symptoms in association with seizures in 
the epileptics and the occasional appear- 
ance of temporal lobe spikes ê in patients 
diagnosed as schizophrenics, are not valid 
since these criteria are not specific. 

The depth recordings of the seizural 
group are quite different from those of the 


TThe three compounds were administered on 
two’ separate occasions to each of 77 patients of a 
carefully screened population of schizophrenics on 
the Tulane Research Unit of the East Louisiana 
State Hospital, Jackson, and to each of 25 prisoner 
volunteers of the Louisiana State Penitentiary at 
Angola who had been carefully screened. 

8 Although it is necessary to refer to the sites 
of abnormal electrical discharge, the author wishes 
to caution against considering any part of the 
brain as an isolated center. This would be a gross, 
unjustified oversimplification. At this stage, it is 
of some value to relate, where possible, clinical 
phenomena with electrical activity in specific sites. 
We, however, must remain cognizant that the 
brain is so richly interconnected that unusual ac- 
tivity in any one part affects all other parts. 
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schizophrenic group. This is so even during 
periods when the epileptic is displaying 
clinical features indistinguishable from the 


schizophrenic. The anatomical regions from 


which the abnormal recordings are obtained 
are the same for the two groups. In the 
seizural group, however, the abnormalities 


are more pronounced in the hippocampus —— 


and amygdala and less pronounced in the 
septal region. Recording abnormalities in 


the schizophrenic patients are predominant- 


ly in the septal region, There is no reason, 
in the author’s opinion, for concluding that 
the two processes, schizophrenia and epilep- 
sy, represent a single disease because of in- 
volvement of the same anatomical struc- 
tures. It is our experience that similar symp- 
toms appear whenever these anatomical 
structures are implicated, regardless of the 
nature of the pathological process ; for ex- 
ample, psychotic behavioral symptoms and 
altered electrical activity also are present 
with tumors, degenerative processes, in- 
fections, and toxic agents affecting these 
structures(25, 26). 

We have conducted studies with chemical 
compounds which affect the septal region, 
hippocampus, and amygdala in profound 
and differing ways. These studies have con- 
tributed to our understanding of the schizo- 
phrenia-epilepsy relationship. The effects 
of Metrazol on the brain are widespread. 
When Metrazol induces seizures, however, 
a rhythmical discharge of the type recorded 
spontaneously in the epileptics is recorded 
first from these same olfactory structures. 
When the administration of d-LSD pro- 
duces psychotic symptoms, the clinical 
symptoms are associated with abnormal 
electrical discharges which are most marked 
in recordings from these same anatomical 
structures. The recording abnormalities re- 
semble those seen in schizophrenic patients 

with some distinguishing differences— 
15). The administration of Metrazol is not 
associated with the appearance of psychotic 
symptoms. The administration of d-LSD 
does not induce seizures. Thus, although 
these two compounds affect the same ana- 
tomical structures, they apparently do so 
differently and different symptoms result. 

Studies designed to clarify the nature of 
the biochemical lesion in these two endog- 
enous processes, schizophrenia and epilep- 
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, have progressed. Evidence is accumu- 
lating to suggest a rather precise and spe- 
cific biochemical abnormality basic to the 
processes, The administration of taraxein, a 

oduct obtained from the serum of schizo- 
phrenic patients, produced recording ab- 
normalities and psychotic behavior resem- 

bling that seen in schizophrenic patients, 
_ Increasing the dosage of taraxein does not 
induce seizures ; this suggests that the cells 
of the brain are affected in a specific manner 
by these chemical compounds. Our depth 
recording and biochemical studies suggest 
that there may be an independent disease, 
schizophrenia, and an independent disease, 
epilepsy, and that there may be a highly 
specific biochemical lesion present for each 
disease, It seems, on the basis of studies 
conducted thus far, that the chemical lesions 
affect cells of a common anatomical locale, 
but affect them in different ways. 


SUMMARY 


___ Data presented, gathered by special tech- 

niques, add some clarification to the nature 
of the seemingly similar and related dis- 
processes of schizophrenia and epilep- 
y. These data indicate that schizophrenia 
and epilepsy probably are different entities, 
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In 1954, we stated the opinion(1) that 
new treatment methods had radically 
altered the rehabilitation philosophy and 
outlook for the patient with tuberculosis. 
Briefly, we had come to believe that the 
possibility, indeed the desirability, of an 
active life while undergoing chemotherapy 
had shifted the whole focus in tuberculosis 
from inertness, bed rest, and dependency to 
active rehabilitation programs. Now, 6 years 
later, we can review our experience with 
more sureness and state our philosophy 
more specifically. 

The concept of disease as an interaction 
between host and pathogenic agent is an 
old one. The elaboration of this concept to 
include such factors as the economic, social, 
and psychological milieu of the host is now 
also widely accepted, A still more sophisti- 
cated and (for obvious reasons) somewhat 
harder to accept approach also takes notice 
of the role of the physician and the treat- 
ment in the complex, For the tuberculous 
infection, Rich(2) set up the general for- 
mulation : 


VxNxH 


Reta 


to illustrate the “relation of the extent and 
destructivenegs of the Lesion which will de- 
velop in a given tissue in a given time fol- 
lowing infection to the Virulence and Num- 
bers of the bacilli that initiate the infection 
and ‘to the Resistance (native and ac- 
quired) and Hypersensitivity of the indi- 
vidual.” a 
“1 Read at the 117th annual meeting of The 
American Psychiatric ‘Association, Chicago, Ii, 
May 8-12, 1961. > 

2 From the National Jewish Hospital, Denver, 
Colo. ; Dr. Dressler is now with USPHS Tuber- 
culosis Program, Washington, ; SAN 

3 It should be borne in mind that this formula 
(and as subsequently i isa 
diagrammatic notation“ of certain ini 


ships but makes no pretense to being an equation, 


precise and quantitative, 
sense. $ n 


AARON PALEY, M.D., MARTIN NACMAN, M.S.W., 
AnD SIDNEY H. DRESSLER, M.D2 


Let us now modify this formula è to tak 
cognizance of those Environm 
psychic, and Treatmént factors 
including the physician himself 
favor homeostasis and normality an 
which damage homeostasis and ni 
We shall further substitute for the 
the total Clinical picture which we see 
given time. We arrive then at : 


VxNxHxEaxlaxTa® 


Ce n 
Rot) xEpxigx Ty 

* Even this is, of course, an oversimplification because 
seems to imply that E, l, and T are independent variables, 
whereas in reality, for example (and as we shall see), th 
nature of T profoundly affects the nature of |—and vice 
versa—but to try to show all this In the formula beco! 
too complicated. l 


quence 
at a given time, yet it must be cli 
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techniques are not 
definitive diagnosis of 
techniques are resorte 
the pathogenesis of 
‘did not include psychological factors 

original formula referred to above, 
recognized their importance elsewhere 
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Among the psychosomatic illnesses tuber- 
culosis may well occupy a unique position 
today, in that development of a new treat- 
ment philosophy and techniques has virtu- 
ally changed the total clinical picture of the 
disease (C in our formula) to a new entity. 

The personality of the tuberculous pa- 
tient has received extensive attention. Some 
Investigators, e.g., Wittkower(5), have come 

up with specific personality profiles. Some, 
é.g., Benjamin, et al.(6), concluded simply 
that tuberculous patients show the universal 
dependency conflicts of our culture, ex- 
aggerated by the treatment methods and 
the sequelae of this particular disease, 
Along this line and after reviewing the lit- 
erature, we concluded that although pa- 
tients with tuberculosis generally have 
problems with dependency, “today, for the 
first time, the dependency encouraging fac- 
tors have been enormously reduced—pro- 
vided hospital staff and patients are willing 
to give them up”(1). Now, after 6 more 
years experience, we can say that the “char- 
acteristic” personality features that are 
Sometimes attributed to the tuberculous 
“patient (dependency, Passivity, rebellious 
and self-defeating patterns, withdrawal, ex- 
aggerated denial on the one hand, and ex- 


by the bleakness of their outlook, the figure 
runs about 10% A number of these who left 


and make use of 
for example, teen- 
agers and adults are enrolled in our public 


schools, colleges, 
schools, 

2. A follow-up questionnaire of patients 
who have been discharged. Eighty-nine 
percent of those responding (650) are 
steadily employed or pursuing their normal 
activities as housewives, and the list of oc- 
cupations is a fairly typical cross section, 
except for the heaviest forms of manual 
labor. Gone is the concentration on watch 
repair, wire jewelry manufacture, and the 
handcrafting of knickknacks generally. Our 
“graduates” are nurses, cosmetologists, office 
workers, radio and T.V, repairmen, pro- 
fessional people, and of a great many other 
occupational categories. 

3. The problems that come to our own 
intrastaff conferences. Review of 300 cases 
presented over the years to the weekly staff 
conferences shows a steady shift in focus 
from severe problems of emotional mal- 
adjustment and hospita! management 
(though, obviously, these sti occur) to 
planning for rehabilitation, discharge and 
employment. It is significant that these con- 
ferences which for years had been desig- 
nated “psychosomatic,” with the diminution ` 
of emphasis on psychopathology, began to 
be referred to spontaneously and naturally 
as “patient-planning conferences.” 

OF course, we do not mean to imply that 
Severe personality problems and psycho- 
social maladaptations no longer are seen in 
our tuberculous patients, Nor can we say 
that when such conditions exist, our pro- 
Sram automatically cures them, though, as 
we have reported previously} we believe 
our milieu is favorable to osrrection as well 
as to prevention. We do maintain that it has 
become more realistic and useful to regard 
our patient population as a not untypical 
cross section of our society, whose tubercu- 
losis can be treated in a setting consistent 
with our cultural ideals of democracy, 
reasonable permissiveness, respect for the 
individual and his tight to choose freely his 
Way of life. (In adopting this point of view, 
have undoubtedly been aided by the 
nature of our 


and accredited training 
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mented study from Firland Sanatorium). 

We shall attempt to summarize here what 
we believe to be the psychological essen- 
tials of the new hospital milieu and some 
of its consequences : 

1, With the discarding of the notion that 
the disease tubérculosis must be routinely 
treated by bed rest, it became possible to 
approach each patient as an individual with 
a multitude of individual potentials for 
growth and development. Our patients are 
up and about; with réasonable adminis- 
trative restrictions, they come and go freely, 
not only on the hospital grounds, but in the 
community. 

2. Our hospital is not a “magic moun- 
tain.” Originally, it stood on the outskirts 
of the city. Today the city has grown 
around and encircled it, and there are no 
barriers between the two—not even a token 
wall or fence. We have our own movie 
theater, recreational and, of course, re- 
habilitation facilities but our patients use 
town facilities and get to them on regular 
public transportation, 

3. Within the hospital itself, there is a 
full and natural mingling, as in any general 
hospital. There are men and women pa- 
tients on each floor. Except for post-opera- 
tive and a few other bed ridden patients, 
meals are taken in a central cafeteria. Be- 
cause our patients stay for some months 
and since they are almost all ambulatory, 
it is natural that an elective patient govern- 
a shares in the responsibilities of daily 
ife. 

4. Chemotherapy, plus a more realistic 
appraisal of the*communicativeness of the 
tubercle bacillus, make possible the aban- 
donment of protective features that no 
longer are called for and that were enor- 
` mously destructive of morale. Gowns and 
masks and isolation paraphernalia are little 
in evidence and only when specifically in- 
dicated. It is not coincidence that as medi- 
cine becomes less preoccupied with the 
inféctiousness and the hopelessness of tu- 
berculosis, the community outside the hos- 
pital tends to be less fearful and rejecting 
of the patients and former patients. : 

5. When we think of rehabilitation, we 
think of a patient returning to the com- 
munity of his choice and to his old job, or 


ainar i i anal 


the 100 patients in Dr. Holmes’ well docu- 


the sheltering aegis of the hospit: 
patients want to, and any who did wo 
have to compete with other availabl 
plicants for a given job on a T 
tial basis. It will be recalled that 
ment factors) in our formula refers 
doctor too, and that here, as i 
factors, we are concerned with an 
tion with the patient. Who the 
what he does and says, how he is peri 
by the patient are all of some consequ 
In our 1954 paper we referred to the 
determinism to the choice of tubereul 
as a profession, just as there is to 
‘choice’ of tuberculosis as an illness. M 
sanatorium staff members have themsel 
been patients, and one assumes that such 
factors as the need for a relatively seden- 
tary way of life and reluctance to leav 
familiar security of the sanatorium W: 
play a role here.” Some doctors have 
garded this experience as a tuberculo 
patient as a highly desirable qualificati 
for the specialty, and perhaps in other ti 
and other circumstances it was. Ade 
Johnson in her introduction to Wilm 
This is Your World(7) writes, “Unless 
has had tuberculosis—the author and 
long to the fraternity . . .” 
Emotionally, we can help the sick only 
to the extent that we differ from him. To” 
identify ourselves with him and him 
us is to do a disservice to his individi 
and to project anxieties and complexes. 
had better remain our own concern, 
course, the wise and mature physician ca 
avoid these pitfalls, but what then is the 
special virtue of belonging to the “frater- 


in having been specially 
chosen. ) y ; 
No other disease has in the past pr 
sented such a massive and complex 
cap of chronic invalidism, stigmatizati 
(or sometimes glamorization), isolation, 
immobilization, and virtuously imposed ut- 
ter dependency as tuberculosis. And su 
were the facts of life in the pre-INH an 
relatively primitive surgical days that 
could scarcely be otherwise. } 
We have presented a schematiz 


ed form 
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Ja for tuberculosis as it has existed, in which 
6 noxious variables are recognized. Perhaps 
nothing can be done about the virulence of 
the bacillus (V). The number of bacilli 
(N), at least as applies to total quantity, 
has certainly diminished enormously with 
_ public and individual health measures. Re- 
search on the alteration of hypersensitivity 
(H) goes on and promises much. Destruc- 
tive environmental forces (Ey) are being 
attacked in a variety of socio-economic 
ways. Increasing knowledge and mental 
_ health resources are perhaps doing some- 
_ thing to diminish destructive intrapsychic 
factors (Ia). But the real revolution, thus 
far, we believe, lies in the elimination of 
treatment factors (Ta) destructive to a 
normal way of life. The revolution in 
chemotherapy has liberated the tuberculous 
patient from an often insoluble dilemma— 
to live like other people and succumb to 
the disease, or to live like phthisiologists 
said a tuberculous person must live and 
risk crippling degrees of passivity, de- 
pendency, isolation and conflict. 

In the initial years of the “revolution” 
We saw it as our role to concern ourselves a 
great deal with overcoming and altering 
the ingrained attitudes of staff and patients, 
both long accustomed to traditional ways 
of thinking about the treatment of tubercu- 
losis. With passage of time, the acceptance 
of the rationale of our approach, and the 
gradual emergence of a new generation of 
patients and doctors, we are far less con- 
cerned with the undoing of old miscon- 
ceptions(8). What we believe our patients 
and our staff now learn is not just applicable 
to the peculiarities of the one disease, 
tuberculosis. We are much less often con- 
cerned today with questions of how to en- 
able patients to accept the limitations of 
their disease, rather than with helping 
them to overcome the passive dependent 
limitations of their personalities, 


This orientation has perhaps been hard 
on one category of patients. Because we are 
so much committed to active treatment and 
rehabilitation, our setting may sometimes 
be discouraging to patients with drug 
resistant organisms or to those whose pul- 
monary or cardiac reserves have reached 
critical limits. We are not a custodial in- 
stitution, but even for the hard core of 
incurable and terminal cases, we believe 
the philosophy we have described could 
have value. In such an institution as 
ours the activity and general program of 
each patient would be limited only by the 
exigencies of remaining strength and func- 
tion, not by an arbitrarily imposed regimen 
of “rest.” The focus would be on maximum 
liberation and realization of individual po- 
tential and creativity—however great or 
small that might be. 

We believe that a successful rehabilita- 
tion philosophy can today reject the entity 
“tuberculous patient” altogéther and con- 
cern itself, as it does in other areas, with 
the entity, “human being.” 
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RELATIONSHIP PROBLEMS BETWEEN CORRECTIONAL AND 


PSYCHIATRIC STAFFS IN A PRISON HOSPITAL * 


RICHARD A. STAMM, M.D.” 


This paper will discuss some difficulties 
special to the prison hospital developing a 
psychiatric treatment program composed of 
correctional officers and psychiatrists. Meth- 
ods to resolve these problems have de- 
pended upon our seeking to understand the 
nature and source of conflict between these 
groups of personnel. Impressions reported 
here were collected by the writer and his 
colleagues at the Medical Center for Fed- 
eral Prisoners in Springfield, Mo., where the 
writer has been a ward psychiatrist on the 
maximum supervision wards of the psy- 
chiatric service for about 2 years. These 
impressions should be evaluated in the light 
of special patient problems we encounter 
on the maximum supervision wards. Many 
patients treated on these wards are assault 
and escape minded in addition to having 
other symptoms of mental illness ; the mi- 
nority, for example, have been severe control 
problems at Alcatraz, the maximum secu- 
rity institution of the Federal Correctional 
System. Because of dangers to correctional 
and psychiatric personnel in these units, a 
premium is put on communication among 
personnel. Conflicts in communications are 
rather quickly reflected in patient unrest 
and increased distance and mistrust be- 
tween the correctional and psychiatric 
staffs. In our opinion, these treatment units 
emphasize relationship problems that exist 
in other areas of, the hospital and, by ex- 
tension, in most areas where medicine op- 
erates in a correctional setting. ? 

A division between psychiatry and cor- 
rection results from an administrative struc- 
tufe that assumes that medical and psy- 
chiatric care is independent of custody. 
This administrative setup preserves the 
double role of the institution hospital and 
prison. Patients at the medical center are, 
for the most part, sentenced prisoners who 
have become sick during their incarcera- 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, IL, 
May 8-12, 1961. 

2 Medical Center for Federal Prisoners, Spring- 
field, Mo. 


tion. Some patients, charged with violating _ 
a Federal law, are undergoing psychiatric 
evaluation prior to standing trial. The cus- 
tody of all patients is regulated by the cor- 
rectional staff which is a branch of the 
Bureau of Prisons. Medical treatment is- 
provided for the hospital by doctors of the 
U. S. Public Health Service who are as- 
signed to the hospital by the Bureau of 
Prisons, By this arrangement, two separate 
lines of authority—the Public Health Sery- 
ice doctors and correctional officers—are 
maintained in the institution. This dichot- 
omy affects each medical service and par- 
ticularly the psychiatric service. As an ex- 
ample, the Associate Warden for Custody, 
who heads the correctional staff, and the 
Associate Warden of Psychiatry, who is the 
chief of the psychiatric staff, have approx- 
imately equal authority, although different 
responsibilities, in psychiatric care. The 
Associate Warden for Custody and his staff 
are mainly responsible for control and secu- 
rity of the institution and for providing 
ancillary nursing service for the doctors. 
They wear a uniform and adhere to regu- 


ations prescribed by the Bureau of Prisons. 


Supervisory staff members, including the 
Associate Warden for Custody, a captain, 
and eight lieutenants have usually risen in 
rank at a regular institution before coming 
to the prison hospital. In contrast, the psy- 
chiatrist often has had no previous experi- 
ence at a regular correctional institution. His 
uniform and most of his regulations are pri- 
marily those of the Public Health Service. 

This parallel arrangement of correction 
and psychiatry in the prison hospital poses 
certain challenges to a team treatment pro- 
gram. A coordinator of the treatment pro- 
gram does not prominently emerge in the 
prison hospital where the correctional staff 
has authority and responsibility in patient 
management that is separate from that of | 
the medical staff. Cooperation between 
these two groups of personnel comes about 
when each voluntarily consents to the wish- 
es of the other. This is in contrast to the 
medical hierarchy found in most mental 
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in which nursing personnel is 
iore strictly subordinate to the doctor. 
ile it behooves the psychiatrist regard- 
“of where he works to understand and 
resolve problems between himself and per- 
} particularly crucial, Here medical and 
‘correctional disciplines can pursue their 
wn individual approach to patients, a con- 
ition which readily results in cross pur- 
poses in the treatment program. In our 
‘opinion, the psychiatrist must first under- 
stand the factors that perpetuate cleavage 
‘between himself and correctional officers 
efore he can find a way to promote effec- 
ely team oriented treatment. 

Conflicts arise between the two staffs 
‘over their different methods in treating and 
valuating prisoner patients. The psychia- 
ist is concerned with treating their mental 
ness, using techniques developed in the 
aditional mental hospital. The correctional 
fficer relies on methods taught him in the 
egular correctional institution for manag- 
1g and controlling prisoners. Correction 
lepends primarily on a system of rewards 
nd punishments, together with active work 
rograms and counselling with the pris- 
mer. Discipline takes the form of repri- 
mand, removal of privileges and segrega- 
tion. “Good behavior” is rewarded by more 
rivileges and greater freedom in the in- 
‘stitution. The correctional officer believes 
that prisoners who are constructively oc- 
upied—in work and school, in vocational, 
recreational and religious activities—are less 
‘likely to be antisocial both in prison and 
afterwards. He promotes and supervises 
these programs. He reflects in his attitude 
oward the prisoner the widespread attitude 
society that prison is to punish as well as 
rehabilitate. Almost constantly 


Ay 


_ culate the prisoner's dangerousness to him. 
_ He is constantly aware that he is running 
"4 society of antisocial people which is ag- 
gressive toward his authority. His reaction 
to threat from prisoners is to increase his 
mtrol over them by rearranging their lim- 


_ officer often feels a need to increase his con- 
trol over prisoner patients in the prison 


hospital because here he is dealing with 
antisocial people made more unpredictable, 
more of a custody hazard by reason of their 
mental illness. The correctional officer often 
stresses to himself the “badness” of these 
people since they require close control, a 
sign of the prisoners’ “badness” in the regu- 
lar institution. The patient himself often 
wants to be considered “bad” rather than 
“sick” probably as an alloplastic defense 
against the more urgent threat of mental 
disorganization. This “badness” factor may 
cause the correctional officer to question the 
need these patients have for psychiatric 
supervision since they seem to be asking 
more for the officer’s protection than for 
medical treatment. 

The psychiatrist, too, like the correctional 
officer has been trained to maintain a close, 
almost inviolable relationship with his pa- 
tients, In the traditional mental hospital he 
shapes their programs, directing all phases, 
including the attitudes nursing personnel 
will take towards patients. He may require 
nursing personnel to be permissive or “giv- 
ing” towards patients, who, by common 
sense standards, may not have earned this 
Kind of treatment. His direction of treat- 
ment is based on -specialized, medical 
knowledge that stresses the symbolic mean- 
ing of behayior. In the prison hospital, the 
psychiatrist’s situation changes radically. 
He finds himself having to share patient 
management with non-medical personnel 
whose attitudes towards the management of 
prisoner patients often differ from his own. 
In addition, non-medical personnel can 
block the doctor’s treatment’ methods to 
facilitate their own correctional status, This 
change in situation may leave the psychia- 
trist feeling stranded and therapeutically 
disarmed in the prison hospital and particu- 
larly in his relationship with correctional 
officers. Both psychiatrists and correctional 
officers may use the dichotomy of services 
to avoid difficulties in working closely to- 
gether. Each, by staying in his own serv- 
ice, can maintain his own autonomy, seem- 
ingly unencumbered by pressures from the 
other. The psychiatrist can retreat to his 
office where he treats patients, aware and 
perhaps reassured that correctional officers 
are nearby, but not considering them active 
members of the treatment team. The cor- 
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rectional officer can guard ward perimeters 
assigned to him with the sole purpose of 
doing this and little else in the treatment 
plan. This withdrawal is, in effect, a defen- 
sive reaction. 

The correctional officer retreats from the 
psychiatrist, spending most of his time as 
a guard, when he fears that the psychiatrist 
will jeopardize custody through his treat- 
ment procedures. The officer has several 
reasons to fear that the psychiatrist will do 
this. The psychiatrist may have had little 
prison experience. His medical role may 
ally him more with patients hostile toward 
their custody than with the correctional of- 
ficer. The correctional officer may question 
the psychiatrist's need to be custody minded 
since the responsibility of custody is the 
officer's, not the doctor's. It is the officer 
who puts down institutional disturbances, 
often by risking his personal safety, who 
suffers consequences in job status for es- 
capes and other ‘disruptions in custody. The 
officer, therefore, may fear that the psy- 
chiatrist will “go too far” or “try things” 
with patients that jeopardize custody be- 
cause he does not understand the officer's 
responsibilities, The correctional officer may 
also resist his role of being a psychiatric 
aide since this involves his getting close to 
patients and exposing himself to their ma- 
nipulations which he may not be sure he can 
handle, For any of these reasons the cor- 
rectional officer may consider himself to be 
in almost constant struggle with the psy- 
chiatrist to maintain safe limits for the pris- 
oner patients. 

Although the officer's mistrust of the psy- 
chiatrist may be*justified by the psychia- 
trist’s lack of experience in both prison work 
and in psychiatry, it may also reflect guilt 
feelings the officer develops towards his 
suppressive role in the prison hospital. He 
may act punitively toward patients who are 
antagonistic to his authority. Guilt feelings 
may lead him to attribute to the doctor his 
own forbidden wish to reject the prison 
role that denies privileges and keeps people 
against their will. If this happens, an image 
of the doctor as being one who is exces- 
sively permissive with patients becomes en- 
larged in his mind causing him to withdraw 
from the doctor, or, rather, from the threat 
the doctor comes to represent to custody. 


He may also react to guilt feelings by devel: 
oping a sense of shame towards his job. Hi 
may devaluate himself by referring to hi 
self as a “hack,” or a “screw,” or by seein; 
himself as an unwanted layman in a med 
ical program. 
Many of the factors that perpetuate dis 
tance between medical and correctional 
staffs are reciprocal. Doctors may Tı 
negatively to the correctional officer out obey 
a need to conceal their own feelings of 
deficiency. Many of the doctors who serve 
as psychiatrists at the medical center ha 
just graduated from their internship. The 
often lack training to understand psychi 
atric treatment and especially the impor 
tance of the team relationship. They ma 
have great difficulty in handling their own 
insecurities as well as those of the correc 
tional officer. Since assignment to the psy- — 
chiatric service is often not their own 
choice, doctors may express resentment to- 
wards their work, toward the specialty of 
psychiatry and particularly toward prison 
psychiatry because of the additional stress 
it places upon them. Role rejection on th 
doctor's part may be expressed as rejection: 
of the correctional officer, who is indistin- 
guishable from the prison system. The psy- 
chiatrist may resist identifying himself with 
the correctional staff because of the puni 
tive qualities it represents to him. He may 
also try to rid himself of his own punitive 
feelings toward patients by ascribing these 
feelings to the correctional officer whom he 
then rejects. Other problems the psychia- 
trist faces in the prison hospital may cause 
him to resent the institution and, inadvert- 
ently, blame the correctional officer for his 
frustrations. The psychiatrist's need to ac- — 
commodate treatment to the rigid limits of 
prison and sentence, his lack of communica- 
tion with the patient's family and commu- 
nity and thwarted desire to test the patient's 
recovery by providing him with limited ex- 
posure to society—these are some of the | 
difficult problems the psychiatrist falls heir 
to in the prison hospital which he may 
attribute to the correctional administration. ` 
Ways will be briefly described by which 
the writer and his colleagues have tried to — 
apply these observations in forming a team 
relationship with the correctional staff in a 
maximum security service, of the prison hos- 
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‘The approach has been directed to- 
‘satisfying one of thé major wants ex- 
sed by correctional officers to us, that 
wanting to actively participate in treat- 
, and, as corollary to this, not wanting 
ir participation to interfere with the 
curity of the institution. Our first aim then 
jas to let the officers know that we, as psy- 
chiatrists, were not separate from or op- 
sed to custody. We tried to do this by 
‘aining ourselves in custodial methods so 
that we could consult with officers about 


cers are trained to do, so that we could be 
ntified as a team unit with them. It is 
ealing that prison protocol allows the 
ctor to call the patient “Mr.” while not 
lowing the correctional officer to do this. 
The correctional officer usually does not 
vant to call patients “Mr,” for fear this 
ould reduce his authority and control 
owards them. In essence, by becoming 
ustody minded, we tried to make it easier 
or the correctional officer to identify with 
s and to see his functions as inseparable 
rom the treatment program, 

Efforts to allay the officers’ fear that psy- 
‘chiatry might subvert their control func- 
ons have taken many forms. Only a few 
rief examples will be given. We proposed 
to officers that major treatment decisions, 
at least at the ward level, would be made 

nly with their approval and expressed 
willingness to participate in them. Decisions 
in the treatment of patients who are con- 
idered particularly dangerous to institu- 
onal security or who present other special 
eatment problems are made in weekly 
‘staff meetings. These meetings are at- 

ended by the chiefs of correction and psy- 
iatry, ward doctors, officers and other 
ersonnel concerned with the patients, All 


i 


i 


with basic psychiatric instruction while giv- 
ing officers I 


ward doctors and officers have been effec- 


tive in breaking down emotional barriers 
between them. 


During these meetings we and the offi- 
cers have often been preoccupied with the 
concept of punishment, defining it and dis- 
cussing its function. We have acknowledged 
to ourselves and with the officers that this 
is a highly controversial subject. At the 
same time we have presented such view- 
points as these ; that the psychiatrist uses 
certain approaches to the patient (which 
are clearly described to the officers ) because 
we think that they generally work better 
than punishment in terms of the patient's 
total rehabilitation. We distinguish between 
control and punishment. The psychiatrist 
would not be adverse to the use of punish- 
ment if he thought it helped sick people 
get well. If he thought so, he would use 
physical hurt (and has done so in the past, 
e.g, “Scotch Douche,” “bleeding” ) in prob- 
ably more ingenious and cruel forms than 
the officer might be able to imagine quickly. 
The psychiatrist, as a medical doctor, is 
familiar with the infliction of physical pain, 
even physical mutilation, in order to attain 
what he considers to be long range bene- 
ficial effects for his patients. He still puts 
electrical current into his patients’ brains, 
even occasionally cuts out pieces of their 
brain to accomplish .a desired effect, just 
as a surgeon may use evisceration opera- 
tions on certain patients to palliate the ef- 
fects of cancer. We have emphasized that 
we do not try physically or mentally to harm 
our patients because this often teaches them 
to “hurt us back” thereby increasing their 
tisk to institutional personnel and poorly 
equipping them for institutional and extra- 
institutional living, Again, we do not op- 
pose punishment of patients merely from 
the point of view that punishment is “bad” 
as we do from the point of view that it 
probably increases the problem it is sup- 
posed to solve. > 

Appealing to the officers’ need for secur- 
ity, we have emphasized to them that good 
communications between officers and doc- 
tors increases institutional safety by inform- 
ing personnel of what the patient is doing 
and thinking and by letting the patient 
know that his treatment is a team endeavor. 

As these examples imply, our initial at- 
tack on the problem cf communication be- 
tween officers and doctors, our entree into 
the treatment situation, was gained by let- 
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ting the officers know we could speak their 
language, shared their concern about custo- 
dy and furthermore that we saw the good 
practice of psychiatry as being part and 
parcel of a sound and logical approach to 
custody. Once we made this entree, we and 
the officers felt more comfortable in dis- 
cussing some of the finer ramifications of 
treatment knowing that our goals in treat- 
ment were complimentary. 

While we believe the correctional officer 
has tended to change his view of us, we 
have been doing the same towards him. We 
have found, in general, that the stereotype 
of the mechanical, unfeeling guard does not 
exist. Most correctional officers at the medi- 
cal center are intelligent, well-educated 
persons. Some have college degrees and 
many have done some college work. They 
usually want to learn more about psychiatry 
to increase their job satisfaction and self- 
assurance by having better psychological 
control over the patients they manage. As 
the program described in this paper has 
developed, correctional officers have tended 
to increase their participation with the psy- 
chiatrist both in meetings with him and in 
their therapeutic efforts with patients on 
the wards. They have tended to look more 
and more to the psychiatrist for treatment 
and custodial decisions, often recognizing 
that custody is part of treatment and de- 
pends on the total hospital program for its 
“ success. 

Our efforts to create closer team rela- 
tionships with correctional officers have also 
been facilitated by staff conferences and less 
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from a nearby training 
psychiatrists in private 1] 
field have provided us 
stimulate our thinking abc 


working together in such an i 
With resolution of some of these 
we have moved toward a more int 
approach to the treatment of p 
direction of the psychiatrist, in an a 
trative setup which starts out as be 
more rigid dichotomy of responsibili 
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PATHOLOGIC REACTIONS OF MARITAL PARTNERS TO 
IMPROVEMENT OF PATIENTS ! 


Psychopathologic interactions in marriage 
have been observed and described by 
numerous investigators. However, little 
attention has been given to those spe- 
cific situations wherein a patient’s clin- 
ical improvement or recovery itself precipi- 
tates a pathologic reaction or psychiatric 
illness in his marital partner. During 
a period of 10 years (1950-1960) the 
marital partners of 39 inpatients, treated 
at the Payne Whitney Psychiatric Clinic 
of New York Hospital, were observed 
by the writer to demonstrate such re- 
actions. In all cases it was necessary 
to include both partners in the total plan 
‘of treatment before the patient’s improve- 
“ment or recovery could be achieved and 
maintained. In view of their relative fre- 
"quency and the complexity of their thera- 
peutic management, all reactions were 
studied with regard to type and the thera- 
peutic setting in which they occurred. 
Recent psychiatric literature contains nu- 
“merous references to the occurrence of 
pathologic interactions in marriage. Laid- 
_law(1) states that treatment of one partner 
may be interminable due to the sabotaging 
action of his sicker partner. Gralnick(2) 
observed that neither partner bears the en- 
tire responsibility for the illness. Mittle- 
-mann(3) concluded that in most prolonged 
neuroses complementary reaction patterns 
develop between individuals in intimate re- 
lationships and that treatment of married 
couples by the same analyst makes more 
concrete the neurotic interaction between 
them. Appel and his co-workers(4) note 
_ that the time-honored model of a one-to-one 
therapeutic relationship is yielding to a 
broader point of view and that the marital 
problem is dealt with more effectively when 
the couple is treated as a unit by one 
therapist. Carroll(5) stresses the need to 
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recognize family rather than individual ill- 
ness and finds it incongruous that psychi- 
atrists should rely upon a patient’s account 
of the interactions with members of his 
family and at the same time avoid the op- 
portunity for first hand observations of 
these transactions. Carroll also states that 
when marital partners are brought into the 
therapeutic setting together, the hidden and 
disguised aspects of their personalities be- 
come more apparent to the therapist and as 
a result are brought unavoidably to the 
attention of the couple themselves. 
Kubie(6), on the other hand, contends 
that it is unwise to carry on simultaneous 
treatment of both husband and wife by one 
analyst but finds that in preparation for 
psychoanalysis both partners can sometimes 
be handled more effectively by the same 
psychiatrist. “When confronted with a mar- 
riage crisis it is hard for the analyst to de- 
cide whether or not to undertake an analy- 
sis at all, since no matter how successful 
the analysis may be for the one who ac- 
cepts his own need for treatment, the out- 
come of the marriage will depend, at least 
in part, upon the ultimate attitude of the 
unanalyzed partner as well as upon that of ` 
the patient.” Grotjahn(7) emphasizes the 
need to include in treatment those persons 
who are close to the patient and concludes 
that analytic group psychotherapy has spe- 
ific therapeutic potential fer the treatment 
of complementary neuroses in marriage. He 
recommends that more time be given in 
treatment to the marital partner of the pa- 
tient, a practice which has long been 
established in the simultaneous treatment of 
children and their parents. Moreno(8), 
Bird and Martin(9), Wolf(10), Ackerman 
(11) and others have also made valuable 
contributions to psychoanalytically orientéd 
group therapy of marital partners. 


CLINICAL DATA 


; The patients and their spouses included 
in this study ranged in age from 25 to 64 
years and were married for periods of 2 
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to 33 years. Twenty-one of the patients 
were male and 18 female. Twenty-six were 
treated for depressions of various types; 7 
for paranoid schizophrenic illnesses ; 4, for 
alcoholism ; 1, for drug addiction; and 1, 
for a manic excitement. In all cases the 
marital partners displayed the first observa- 
ble signs of psychopathology at a time when 


the patients were regarded as showing - 


‘symptomatic improvement or obvious pro- 
gress in psychotherapy. These reactions 
constituted serious obstacles to the patients’ 
recovery or occurred as illnesses severe 
enough to necessitate active treatment. It 
was not uncommon or surprising to find 
that the less sick marital partners had been 
the first to seek treatment voluntarily but 
without awareness of the pathologic nature 
of their marital adjustment. 

At the time of the patient's admission to 
the hospital both partners commonly denied 
that marital cpnflict was of etiologic sig- 
nificance and attributed the patient's illness 
to factors exclusive of the marital rela- 
tionship. This tenet was further supported 
by their emphasis upon the “ideal” nature 
of the marriage and the desire for sympto- 
matic relief without alteration of the marital 
status quo. Mutual denial of resentment or 
hostility was particularly noteworthy. How- 
ever, veiled resentment toward the therapist 
was often noted when he attempted to 

„elicit possible sources of marital conflict. 
The suspicion or fear that psychotherapy 
. might destroy the marriage was also fre- 
. quently expressed at this time. Even when 
the initial history suggested that the pa- 
tient’s illness was*precipitated by marriage 
and that the well-being of one partner was 
related to or dependent upon the illness of 
the other, the existence of marital conflict 
was vehemently denied. Thus, the condi- 
tions under which treatment was first ac- 
cepted often constituted an important thera- 
peutic clue, regardless of the patients psy- 
chopathology or diagnosis. 

-All marital partners appeared at first to 
be objective and optimistic and were co- 
operative in treatment, regardless of the 
patients’ objections. In those cases where 
the patients had failed to respond to pre- 
vious, intensive, ambulatory psychotherapy 
which totally excluded the marital partners, 
it was not uncommon to find that the latter 


a parr 


had regarded the previous therapists wit 
resentment and suspicion. 

Unawareness or denial of marital con: 
flict at the time of admission to the hospital 
is illustrated by the following : i 


A 57-year-old, successful inventor hac 
been under intensive psychotherapy for a neu: 
rotic depression of 2 years’ duration, Hospi 
zation was eventually indicated by increasing 
hypochondriacal fears and suicidal preoccupa: 
tion. In spite of the fact that the marriage w: 
described as “ideal” by both partners it soon 
became apparent that an unconscious struggle 
for dominance existed between them. Little 
progress was accomplished until after the ther 
apist had interviewed the patient's wife 
had commented on her over-aggressive person- 
ality. The patient reacted to this ‘comment b; 
hostility and denial, but after several intervi yS 
recognized for the first time feelings of resen 
ment derived from his own passivity. As the: 
feelings were openly expressed there was a 
lifting of his depression but his wife in tum 
became depressed and for the first time 


expressed opinion, she likewise revealed long 
standing resentments toward her over-depend- 
ent husband. Treatment of both partners was 
undertaken thereafter by 2 staff psychiatrists — 
and stabilization of the marriage was eventual. 
ly achieved. However, the previous neurotic 
relationship persisted, but without clinical 
evidence of illness. > 


pist was able to treat both partners simul 
taneously. In most instances, however, this 


partners was a recurrence of behavior which ~ 
appeared to have been well controlled 
during the period of the 
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OF MARITAL PARTNERS 


xpectedly for the first time in 12 cases 
d resulted in an acute exacerbation of 
he patients’ symptoms or premature termi- 
ation of treatment. Four of these 12 mar- 
“tiages are known to have been terminated 
by divorce. 

the well-being of one partner was fre- 
ently observed to be directly related to 
illness of the other : 


A 52-year-old banker was admitted to the 
ospital for treatment of alcoholism of 5 years’ 
ation and accepted treatment primarily be- 
se of his wife’s threat of divorce. When he 
isplayed signs of improvement his wife re- 
_ acted by elation and proceeded with unrealistic 
ns to travel abroad. Just before her return, 
patient was discharged and successfully 
tinued to abstain from alcohol. Although 
leased by his progress, the patient’s wife 
dually became depressed and eventually 
dmitted to the same hospital following a 
idal attempt. Further investigation re- 
ed that similar interactions had been fre- 
juent in the past. In view of this history, both 
‘Partners were seen in joint interviews and 


ist, Understanding and tolerance resulted in 
symtomatic recovery of both patients who were 
ferred thereafter to different therapists for 
tinued intensive treatment on an ambula- 
ry basis. 


The marital partners of 4 of the 7 chronic, 
paranoid schizophrenic patients became 


of the acute phase of their illnesses, and to 
their own reluctance to resume marital re. 
lationships found to be unsatisfactory for 

e first time. Three of the 4 divorces men- 
ed above occurred in this group. 


5-year-old ae of a lawyer with 3 chil- 
| was admitted for treatment of what was 


chiatrist for the purpose of alleviating mild 
symptoms of anxiety and depression which did 
not become acute until the patient displayed 
the first signs of improvement and when plans 
for her eventual discharge were discussed, 
Tt was at this time that he first expressed his 
unwillingness to continue a marital relation- 
ship which he now recognized as having al- 
ways been pathological and harmful to his 
children. During joint interviews with the pa- 
tient, her husband and the therapist, it be- 
came increasingly apparent that the patient 
had been chronically ill throughout the 10- 
year-period of the marriage and that it was 
not unreasonable for her husband to resist her 
discharge from the hospital. Due to the chron- 
icity of her illness and its poor prognosis the 
patient was certified and transferred to an- 
other hospital, and the marriage was eventual- 
ly terminated by divorce. 


Twenty-one of the marital partners in- 
cluded in this study reacted to the patients’ 
improvement by depression ‘and acute anx- 
iety and in 4 instances by unsuccessful sui- 
cidal attempts. It was in these cases that 
the complementary nature of both partners’ 
illnesses was most apparent. The previously 
passive and submissive partners appeared 
to be reluctant to relinquish their dominant 
roles gained for the first time through the 
patients’ illnesses. On the other hand, the 
aggressive partners appeared to be unwill- 
ing to relinquish their long established 
dominant roles at a time when their over- 
dependent spouses displayed the first signs 
of healthy aggression and expression of re- 
sentment. 


An ambitious 29-year-old wife, of a business 
executive who was admitted to the hospital for 
treatment of a manic excitement, described her 
marriage as “ideal” but at the same time ex- 
pressed relief upon being able to assume an 
independent existence during her husband’s 
confinement to the hospital. She also confessed 
that she was prepared and eager to assume 

ship of his corporation if he failed to 
recover. In spite of his lack of cooperation and 
threats of divorce she fully supported ‘his 
treatment. Only when the patient displayed 
encouraging signs of improvement and in- 
creasing confidence in his therapist did she 
react pathologically by depression, acute 
anxiety and indirect criticism of the therapist. 
Through intensive treatment both partners 
were eventually able to make effective com- 
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promises and to establish a more mature mari- 
tal adjustment. 


The occurrence of complementary ill- 
nesses in marriage is well illustrated by the 
following case : 


A 64-year-old author became depressed in 
_ the setting of an acute physical illness of his 
congenitally crippled wife, who was also an 
author. His depression was apparently precipi- 
tated by a surgeon’s claim that he would 
“make a new woman of her.” The patient's 
reply was that if any such change took place, 
he himself would become ill. As his wife im- 
proved the patient became depressed and was 
admitted to the hospital following a serious 
but unsuccessful suicidal attempt. The pa- 
tient made little progress in psychotherapy 
until he became aware of his intense feelings 
of resentment related to his dependency upon 
his domineering wife and his feelings of in- 
feriority related to her greater success as an 
author. As the patient improved and asserted 
himself aggressively, his wife in turn sustained 
a depression which she attributed to intoler- 
ance of her husband’s new found independ- 
ence. Intensive treatment of the patient's wife 
was undertaken by the supervising psychiatrist 
and as a result both marital partners become 
asymptomatic with the recognition and ac- 
ceptance of their interdependence and conse- 
quent mutual hostility as a major source of 
their complementary illnesses. 


_ The marital partners of 5 of the de- 
pressed patients reacted to their improve- 
ment by an unexpected display of hostility 
toward the therapists. Such reactions oc- 
curred when these patients first became 
aware of and openly expressed feelings of 
hostility toward their partners upon whom 
they were over-dependent. 


‘A 38-year-old passive, dependent physician 
was admitted to the hospital for treatment of 
recurrent depression, impotence, excessive 
drinking and duodenal ulcers of 10 years dura- 
tion. His illness had its onset subsequent to 
marriage to a domineering, aggressive di- 
vorcee whose first husband had been a chronic 
alcoholic. In spite of the fact that the patient 
had undergone intensive dynamic psychother- 
apy for 6 years he had little understanding of 
his illness as it was related to marital conflict. 
While describing the marital adjustment as 
“satisfactory,” his wife at the same time por- 
trayed her husband as over-dependent and lack- 
ing in masculinity. She 


` therapist and compared him unfay 


stated that she had ; 


suggested that her husband's illness 
related to unresolved marital confi 
that his recovery depended upon 
tion, she reacted by hostility to 
with her husband’s previous st. 
whom she had had no contact, 
the patient failed to make progress 
showed persistent self-depreciation and 
cidal ruminations, electroconvulsive 
was prescribed and accepted by the 
His wife, however, attempted to bl 
treatment but reluctantly consented to its 
under pressure from friends and relative 
the patient's depression lifted she becam 
creasingly anxious and depressed and on 
occasion brought alcohol to the patient 
ing that it was medically contrain 
When the patient was well enough to 
hospital and return to work she threatened 
him with divorce but at the same time r 
quested and resumed treatment for a 
rence of her previous depression. Both | 
ners eventually became more aware of 
other’s neurotic needs and consequently 
better able to profit from continued intensive, 
dynamic psychotherapy on an ambulai 
basis. ; i 


DISCUSSION 


Four major types of pathologic re: 
of marital partners were found to 
in response to patients’ improvemei 
A recurrence of alcoholism after a 
longed period of abstinence ; 2. Threa' 
divorce; 3. Resentment expressed to J 
the therapist as well as toward treatmer E 
itself; and 4. Depression associated with- 
acute anxiety. All reactions constituted 2 
sistance to the patients’ recovery and thi 
consequent resumption of the pre- 
marital relationships. When such resis al 
was not dealt with successfully thr 
active and aggressive analysis, the mari 
partners became clinically ill or treatm 
of the patients was terminated prematur: 
ly(12). In all 39 cases concurrent trea! ent 
of both partners was indicated and under 
taken either by one therapist or by 2 thera- 
pists who were closely associated with | 
another as well as with the patient 
the pathologic reaction of a mari 
ner appeared to be primarily ar 
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- scious effort to sabotage the patient’s thera- 


peutic progress the situation was more ef- 
fectively managed by one therapist who 


~ could directly observe the pathologic as- 
pects of the marital interaction. On the 


other hand, when both partners were re- 


_ garded to be clinically ill the therapeutic 


situation was more effectively managed by 
2 closely related therapists, who independ- 
ently assumed responsibility for the treat- 


_ ment and recovery of their individual pa- 
_ tients. 


Joint interviews not only enabled the 
therapist to gain a fuller understanding of 
problems of communication and the com- 
plexities of the marital relationship but also 
offered both partners the opportunity to 


_ express their mutual resentments for the 


first time in a controlled manner. Joint in- 
terviews were effective only when both 


partners were well-motivated with regard to 


continuation of the marriage and when the 
therapist was not prejudiced by his own 
_ counter-transference through identification 
with his patient. 

Those patients who failed to respond to 
intensive psychotherapy prior to admission 
to the hospital were usually found to be 
passively dependent and lacking in suffi- 
cient ego strength to cope with the destruc- 
tive influence of their aggressive, untreated 
spouses. A struggle for dominance between 
aggressively independent and passively de- 
pendent partners was found to be the most 
common dynamic factor in the treatment 
of complementary illnesses in marriage. 
Achievement of independence and the 
growing awareness and expression of re- 
sentment on the part of a passive patient 
commonly gave rise to a critical phase in 
treatment, Only when the spouse was pre- 
pared to accept as well as welcome resent- 
ment as a healthy sign of improvement was 


_ it possible to counteract his resistance to 


the patient’s recovery, 

_ The findings of this study suggest that 
mutual denial of marital conflict at the on- 
set of treatment constitutes an indication for 


_» early inclusion of the marital partner in the 


total plan of treatment. The serious conse- 
quences of premature termination of the 
Patient's treatment or the development of a 
Serious illness in the marital partner might 
thus be avoided. When pathologic reactions 


of marital partners appear to be comple- 
mentary, the patient's therapist must give 
due consideration to his responsibility for 
the well-being of the untreated partner also, 


SuMMARY 


During the past 20 years there has been 
an increasing number of reports concerning 
treatment of the family rather than treat- 
ment of the individual exclusively. The im- 
portance of treating the marital partner as 
well as the patient is emphasized in the 
present study by the relatively frequent 
pathologic reactions of marital partners to 
patients’ improvement or recovery, Just as a 
patient's failure to respond to treatment may 
give rise to anxiety, guilt or hostility in his 
marital partner, so may his improvement 
lead to similar pathologic reactions. Treat- 
ment of the marital partner as well as the 
patient is indicated when the former reacts 
to the patient’s obvious prugress by resist- 
ing his improvement or by development of 
a clinical illness. In such cases the well- 
being of one partner appears to be directly 
related to the illness of the other and it is 
not uncommon to find that the less sick 
marital partner is the first to seek treatment 
voluntarily. Such pathologic reactions are 
often predictable and when so, treatment 
of the marital partner should be instituted 
as early as possible. The success or failure 
of the patient’s treatment is dependent upon 
the therapist's ability to deal effectively 
with both the conscious and unconscious 
hostility of the marital partner, his re- 
sistence to treatment and recovery of the 
patient, his dependence upon the existence 
of the patient’s illness and the occurrence 
of his own pathologic reaction to the pa- 
tient’s improvement. The occurrence of spe- 
cific pathologic reactions by marital part- ` 
ners to patients’ improvement or recovery 
affords an excellent opportunity for further 
investigation of the etiology and treatment, 
as well as the prevention of complementary 
illnesses in marriage, ' 
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A depressed serum magnesium level(1), 
intracellular (red cell) magnesium con- 
tration(2) and a positive magnesium 
balance(3, 4) have been shown to be pres- 
ent in chronic alcoholics. Furthermore, the 
syndrome associated with magnesium de- 
ciency(5) is similar to that found in de- 
tremens. These findings suggested 
e addition of intramuscular mag- 
" nesium sulfate to the basic treatment of the 
e brain syndrome in chronic alcoholics. 


ent or imminent acute brain syndrome 
attributable to alcohol were included in 
the study. This procedure was followed be- 
cause most alcoholic patients coming to 
is hospital, although not hallucinating on 
mission, developed hallucinations and 
irium tremens within a short time. 

The basic treatment for all patients in 
he study consisted of : 1. Promazine—100 
mgm. intramuscularly q.4h. for 4 to 6 
doses ; then 100 mgm. orally q.id., reduced 
after 24 hours to 50 mgm. q.i.d., continued 
fl, asymptomatic; 2. B. Complex—a 
ent preparation given orally tid.; 3. 
dded liquids, particularly fruit juices ; 4. 
_ General diet as tolerated. s 
The patients were then divided into two 
ups by alternate selection, receiving 50% 
eous magnesium sulfate and normal 
e placebo respectively. A double-blind 
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PARENTERAL MAGNESIUM IN THE PROPHYLAXIS AND 
TREATMENT OF DELIRIUM TREMENS * 


ERNEST BEROZ, M.D., PETER CONRAN, M.D., AND 
ROBERT W. BLANCHARD, M.A.2 ` 


technique was used throughout the study. 
Two cc. of the assigned test solution was 
given intramuscularly q.4h. for 4 to 6 doses 
followed by 2 ce. q.id. for an additional 24 
hours. 

The presence of hallucinations was found 
to be the most easily evaluated criterion in 
determining the condition of the patient, 
The patients were evaluated on admission, 
one day later, and the following day. If 
the patient at any time showed evidence 
of complicating illness, particularly infec- 
tion, or if fluid intake was not adequate, he 
was transferred from the psychiatric to the 
medical service. He was then removed from 
the study and considered a failure for the 
test solution to which he had been assigned. 
In addition, if the patient was still halluci- 
nating two days after admission, he was 
also considered a failure, removed from the 
study and other treatment begun, If a re-, 
lapse occurred at any time during hos- 
pitalization, the case was listed as a failure 
throughout, regardless of any temporary 
improvement noted at previcus examina- 
tions. Thus, a successful response to medi- 
cation was considered present when, at the 
time of evaluation, the patient was able to 
continue treatment on the psychiatric serv- 
ice, was not hallucinating, and did not sub- 
sequently have a relapse. 


RESULTS 


_ The day after admission, 19 of the 25 pa- 
tients receiving magnesium had a success- 
ful response as compared to 8 of the 25 in 
the placebo group. This yielded a chi square 
Statistic with a probability of <.01. Two 
days after admission, 21 of the 25 patients 


_Teceiving magnesium had a successful re- 


sponse as compared to 12 in the placebo 


7 


group. This yielded a chi square statistic 
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with a probability of <.02. There were 9 


patients who required transfer to the medi- 
cal service, 3 of whom received magnesium 
and 6 placebo. Convulsions occurred in only 
5 patients. These numbers are not significant 
statistically. There was no mortality. 

Of the 50 cases studied, 38 were not, on 
admission, hallucinating. For these, treat- 
ment could be considered prophylactic as 
regards delirium tremens. The remaining 12 
were hallucinating on admission and could 
be considered as a treatment group. 

Of the 38 in the prophylactic group, 22 
were assigned to magnesium and 16 to the 
placebo. Of the 22 receiving magnesium, 
17 had a successful response one day after 
admission, not developing delirium tremens, 
as compared to 6 of the 16 placebo patients. 
This yielded a chi square statistic with a 
probability of <.03, Two days after ad- 
mission, 19 receiving magnesium had a suc- 
cessful response,as compared to 7 receiving 
placebo, yielding a chi square statistic with 
a probability of <.02. 

Unfortunately, only 3 of the 12 patients 


balance between the groups and ; 
the results of no value stai 


CONCLUSION. 


In chronic alcoholics, > 
nesium sulfate is of value in thi 
of severe acute brain syndrome 
to alcohol. Its value is particularly 
in preventing the development of di 
tremens in those patients who w 
hallucinating when admitted. 
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THE EMPLOYMENT OF PATIENTS AS FULL TIME EMPLOYE. ; 


ARTHUR O. HECKER, M.D., ano ELEANORE R. WRIGHT, M.D. 


. There has been a traditional reluctance, 
amounting at times to a taboo, to hire for- 
mer patients as full-time employees on the 
hospital staff with all the rights and privil- 
eges pertaining to full-time employment. 
Fortunately, theres have been exceptions 
in recent years and an increasing aware- 
ness that there are advantages to such em- 
ployment which benefit both employee and 
employer. f 
‘In July of 1955 we instituted the policy 
of employing patients as full-time em- 
ployees at the hospital. During the past 
6 years 25 former patients have been placed 
dirgctly on our full-time staff in the follow- 
ing employment categories : Physicians, 2; 
Registered Nurses, 2; Secretaries, 9; In- 
dustrial Therapy Aide, 1; Recreational 
Therapy Aide, 1; Occupational Therapy 
Aide, 2; Psychiatric“Aide, 1 ; Housekeeper, 
1 Respectively, Embreeville State Hospital, Em- 
breville, Pennsylvania. — - 


2; Clerk, 1; Laborers, 3; Plumbe 
Total, 25. ; ; . 
Of these 25 patients, 7 have had to revi 
to patient status over the years. Of th 
is again a hospital employee, 3 are 
patients at this hospital, 2 have been 
pitalized elsewhere, and 1 is at home. O. 
“remainder, 14 remain on our payroll as 
time employees, 3 are employed elsew! ’ 
and 1 died while employed at this hospital. 
At the time of their admission all these 
employed patients were certifiable und 
the Mental Health Act of the Commo: 
wealth of Pennsylvania and they 
sented a wide range of diagnostic cate 
Incidentally, for protection of the empl 
the clinical records, and other pertinent d 
such as commitment papers, social servi 
files, etc., are transferred to a locked file 
the Clinical Director’s office at time of 
ployment and remain there permanently. 
We have found no’ real g 
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embarrassments or contentiousness over the 
hiring of these former patients, On the other 
hand, the advantages have been well ap- 
preciated and accepted : 

1. We are better aware of the intellectual 
capacities, emotional problems, and apti- 
tudes of these persons at the time of em- 
ployment than we can possibly be of per- 
sons coming to us from other sources. As a 
result we can make better work placements 
with more assurance of a successful adjust- 
ment, 


2. Should these employees seek employ- - 


ment elsewhere they can cite the hospital as 
a current place of employment rather than 
as a place of confinement for mental illness, 
_ With the patient's consent we will contact 
_ the prospective employer, explain the situa- 
tion and give a reference based on our ex- 


periences. Thus far, this has not been a bar _ 
to employment in any instance. 

3. In asking the public to accept other 
hospitalized patients for employment we are _ 
not in the untenable position of not doing 
so ourselves. 

4. The morale of other patients is notice- 
ably and favorably affected when they are 
aware that the hospital will employ a cer- 
tain number of patients on an equal basis 
with other employees. 

5. The patient population affords a pool of 
employable people, particularly in areas 
where competition on the basis of salary is 
keen. 

In summary, our experiences over 6 years 
of transferring 25 patients to full employee 
status has been rewarding to both the pa- 
tients and the hospital staff. 


APPLICATION OF AN OBJECTIVE METHOD FOR MEASURING 


THE ACTION OF 


“ANTIDEPRESSANT” MEDICATIONS 


GORDON W. OLSON, Px.D.1 


Realistic appraisal of the recently mar- 
keted “psychic energizers” requires an ob- 
jective measure of depression to avoid the 
subjective overenthusiasm for new ther- 
apies. Since time and staff are usually 
limited the measure should be short and 
easy to administer, characteristics of the D 
scale of the MMPI which was designed to 
identify the “state of mind characterized by 
poor morale, lack of hope in the future, and 
dissatisfaction with one’s own status gen- 
erally”(1). Several studies have attested its 
validity and a pilot investigation by the au- 
thor provided justification for employing it 
independently without administering the 
entire personality inventory(2). 

_ This study applied the D scale to the 
evaluation of nialamide,? selected because 
it purportedly relieves depression accom- 
Panying disorders which Constitute the bulk 
of state hospital Populations, i.e., schizo- 
»phrenia, affective psychosis and the chronic 
brain syndromes, 


1 Anoka 
Anoka State Hospital, Anoka, Minn. 
2 Supplied for this study by Pfizer Laboratories 


as Niamid. 


METHOD 


Ninety patients considered to be de- 
pressed by their ward physicians were con- 
secutively assigned to: a physician’s choice 
group (PC) which received any treatment 
except antidepressant medication; a low 
dosage group (Lo) which received niala- 
mide up to 100 mg. per day ; a high dosage 
group (Hi) which received ,nialamide at 
Some point attaining 309 mg. per day. The 
study covered 8 weeks during which sub- 
jects were dropped if either their physical 
or mental condition worsened and could not 
be improved by dosage manipulation. 

The sample contained 77% psychotic, 12% 
neurotic and 11% “other” diagnoses. The age 
Tange was 20-71 with a mean of 47 years. 
Evaluations were obtained prior to treat- 
ment and following one and two months of 
medication, and each consisted of two 
measures whenever possible,’ First, depres- 
sion was measured by a self-report from the 
Patient in the form of the score on the D 
scale and, second, ward behavior was rated 

8 Keyed copies of both Measures are available 
upon request, 
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by the nurse. The ward rating form has a 
range of 0-40 but, contrary to the D score, 


a high ward rating score is favorable. variance revealed thi 
AREK ù 5 
RESULTS AND PEIE A e e 


Physical complications in the Hi group the D scale has utility as 
included skin rash, headache, dizziness, measurement tool and 2) nialamii 
tinnitus, weight loss and tachycardia. Gom- dosage was effective, as demonstrat 
plications in the Lo group included “swollen two objective measures, in depres 
eye,” insomnia, bladder infection, and der- apathetic patients able to tolerat 
matosis. One death occurred in the Lo group doses. y Wh 
due to cardiac failure in a long term tuber- 
cular patient. A second death was due to 
a cerebral vascular accident in an 83-year- Most investigations of “antidepre 
old female in the PC group receiving chloral medications have depended on clini 
hydrate. Six manifestations of hyperactivity sessment of the symptom. This study 
occurred in the Hi group which in com- took to apply an objective measure 
bination with a greater incidence of physi- pression to determine the effectiveness 
cal difficulties resulted in only 16 subjects nialamide, as representative of moni 
completing that series while 26 finished in oxidase inhibitors, in a state hospital p 
the PC group and 24 in the Lo. All side lation. < N 
effects were deemed reversible by the ward The results showed that both war 
physicians. i havior and depression improved signifi 

Counterbalancing greater attrition in the ly more in a high dosage group than for th 
Hi group was the significantly greater be- low dosage and control groups but at th 
havioral improvement of the Hi completors risk of additional behavioral and pl 
over the others. The mean gain in w. side effects. It was concluded thai 
behavior for the Hi completors was 5.50 as measure of depression employed has 
opposed to .96 for PC and a mean loss of and that nialamide used watchfully in hig/ 
.50 for Lo (p<.02). Greatest improvement doses represents a worthwhile contribution 
was in the areas of Sociability, Interest, Ac- for the treatment of the depressed 
tivity Level and Cooperation. Of 11 sub- apathetic patient. 
jects in the Hi group rated prestudy as “in- 
active,” 8 were rated “normally active” on BIBLIOGRAPHY 
completion ; 2 became “overly active.” 1. Hathaway, S., and McKinley, J. : J. 

Decreases in the mean scores of the D chol., 10 : 249, 1942. ie 
scale also favored the Hi group to a signifi- 2, Olson, G. : J. Consult. Psychol., 2 
cant degree. The.niean changes of D scores 1961. f 


SUMMARY 


REACHING THE SEVERELY WITHDRAWN THROUGH 
PET THERAPY 


ARLINE SIEGEL, M.S.* 


The idea of using dogs, cats, or other _ -About 1800 at the famous Retre: 
pets as a means of dase for the mentally York, England(1), pets were cons 
ill is not a new one. Numerous times its of therapeutic benefit to ae an 
possibilities or its usage has been noa ery i E 

i ha _ ings ari ‘ un p 
P oe E T eee of LSDs. At the same time he noted 
4 i ’ detachment from human beings he 


1 Gillette, N. J. 


-1046 


CLINICAL NOTES [ 


small pets, His Chihuahua dog in particular 

afforded him great comfort, and he found it 
far less difficult to relate to than to his own 
small daughter(2). 

The Speyer Hospital for Animals in New 
York City has for some time been noticing 
the therapeutic effect of pets on people with 
physical or mental illnesses or who are 

_ depressed and even suicidal. At Speyer Hos- 
~ pital an adoption agency is conducted 
where pets of all shapes and sizes can be 
placed in proper homes. Physicians even 
refer some of their more difficult Patients to 

_ this adoption agency(3), 
y persons can often relate better to 
animals than to other humans has been 
_ questioned. Communication may be estab- 
lished more easily with a pet than with a 
parent or relative, Some of the reasons for 
this have been answered, although intensive 
study would probably contribute greatly to 
our knowledge of just how extensively pets 
can and do help despondent and ill persons. 

Some persons seem unable to get along 

happily with others ; they have never 
_ learned to exchange warmth and affection, 
However, they are often able to release af- 
- fection on animals, and they in turn become 
more “human” and likeable, The animal ap- 
pears to break down some psychological 
barrier. Persons who are starved for love, 
who are tired of disappointments and the 
pains of their daily struggles with other hu- 
man beings, often turn all their warmth on 
their pet. It is more peaceful and rewarding 
to give up the fight and to find a companion 
which will give its love unreservedly and 
whose affection can be reciprocated without 
fear of being suddenly stabbed in the 
heart (4). 

The animal does not judge but offers a 
feeling of intense loyalty to persons who 
need that feeling, It is not frightening or 
demanding, nor does it expose its master to 
the ugly strain of constant criticism. It pro- 
vides its owner with the chance to feel im- 
portant, knowing that the pet’s dependency 

< is on him, 

Does it not therefore seem quite feasible 

at severely withdrawn patients, notably 


schizophrenics, might be reached thro 
the medium of a pet ? The patient has 

drawn because he has been sorely hurt 
human beings ; he wishes no further cont 
with them. He neither trusts them nor 
wishes communication with them. Doctors 
find these patients difficult to reach. Until 
a communicable relationship can be found, 
there is little hope of the psychiatrist help- 


patient about his pet; an at- 
tendant could read it to him. 
In due time the patient may show interest 
in his pet and when possible he would be x 
permitted to feed and care for it. Once a _ 
relationship has been formed it would most 
likely follow that the patient would begin 
to relate as well to the caretaker who shares 
is interest. When the relationship is estab- 
lished with the caretaker, access to the pa- 
tient by the psychiatrist is then made 
possible. Human rapport has once more 
been established, ‘ 
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Many physicians believe that although 
patients with conyersion reaction (hysteria ) 
may make suicidal gestures, they do not 
commit successful suicide. A recent study 
of 134 successful suicides(3) did not re- 
port a single case of uncomplicated con- 
Version reaction, Serious but unsuccessful 
suicide attempts by patients with conversion 
reaction have been reported(4). So far as 
is known there have been no reports in 
the literature of a patient with conversion 
reaction, uncomplicated by alcoholism, drug 
addiction, or other psychiatric disease, who 
successfully committed suicide. The follow- 
ing case is that of a patient with uncompli- 
cated conversion reaction who did so. 


Chief Complaint and Present Illness : The 
patient was a 23-year-old Caucasian housewife 
whose chief complaint was, “pains in chest, 
hard to breathe, if I take too deep a breath 
I choke to death.” She stated that her first at- 
tack occurred two weeks prior to admission 
while her husband was away from home. She 


"had gone upstairs to lie down because she 


was tired, On lying down she couldn’t get 
her breath so she got up on her feet, struggled 
to the door, sent her child for help and fainted. 
She stated that just before she fainted her heart 
hurt and she thoyght she was going to choke 
to death, She did not lose consciousness an 
fell in such a way as to not hurt herself. Her 
hysband arrived home, shook her, and all her 
symptoms disappeared. Her second attack 
otecurred four hours prior to admission, with 
the same symptoms as with the first attack ; 
she was brought to the hospital and admitted 
for a diagnostic check-up. 

Past History and Review of Symptoms : The 


"2In using the diagnostic term conversion Te- 
action, the author is not talking about a patient 


with one or more conversion symptoms complicate 
instead, the clin- 


by other psychiatric disease, but c 
ical syndrome, formerly called hysteria, described 


by others(1, 2). à 
2 Dept, of Psychiatry and Neurology, Washing- 
ton University School of Medicine, St. Louis, Mo. 


CASE REPORTS’ 


SUCCESSFUL SUICIDE IN A PATIENT WITH 
CONVERSION REACTION +» 


JAMES H. SATTERFIELD, M.D.? 


patient stated that she had had “petit . 
seizures” at 8 years of age, but had had 
no treatment and no seizures for the past 15. 
years. She had quit school while in the eighth : 
grade at the age of 17. She attempted to work — 
the year before her first marriage but 1 TE 
unsuccessful at three different jobs. She stated 
that she felt she had always been sic 
nervous, and had always cried easily and ha 
her feelings hurt easily. She gave a history of 
lifelong symptoms of migraine headaches 
ing two or three weeks at a time, constipati n, 
anorexia, abdominal pain (“right ovary 
leaking”) frigidity, dyspareunia, and irregular 
menses accompanied by pain and excessive 
hemorrhage. Four years prior to this admission 
she had attempted suicide by taking an over: 
dose of sleeping pills. She said that she wa 
depressed and felt that life was hopeless 
that time. She complained of fatigue and 
weakness for the past five years and depressed 
feelings every now and then for years. In all 
there were 36 somatic and psychological symp- 
toms which she described in a dramatic way. 
The secondary gain derived from these sym 
toms consisted of extra care and attention 
from her husband. The fact that she had 
applied for a disability pension from the So- 
cial Welfare Agency may also have played 
an important role in the development of some 
of the patient’s more recent cardiopulmonary 
symptoms, described above, in the present ill- 
ness. f 
Mental Status: The only findings of note 
on careful mental status examination were her 
total lack of concern about her symptoms and 
her otherwise appropriate affect. x 

Physical Examination and Laboratory Find- 
ings: Physical examination was not remark- — 
able. EKG, spinal tap and skull films were — 
negative. EEG was consistent with a convulsive — 
disorder. 

Hospital Course : While in the hospital she 
developed paralysis and loss of sensation over 
both lower extremities. She was noted to be 
unconcemed about this new development and 
in three days these symptoms were gone. After 
8 days in the hospital the patient was dis- 
charged home on pheneharbital and dilantin. 
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p : The patient re-entered the hos- 
1 only one day after discharge with the 
F complaint, “dull aching pain over the 
endix.” Physical and laboratory findings 
negative and she was discharged after 
wo days in the hospital to be followed in the 
utpatient clinic. When seen three weeks later 
gaye a history of frequent epileptic-like 
acks one of which had lasted an hour. She 
again admitted for further study and had 
ral seizure-like spells while in the hospital. 
-of these spells was observed by the at- 
nding neurologist and described by him: 
he patient demonstrated no clonus, no 
change in color, no dilitation of pupils and a 
quick return to consciousness. The patient 
said she could hear but could not talk during 
e spell.” After one week in the hospital she 
discharged home. Approximately 2 months 
wing discharge the patient was again ad- 
ited, this time in coma, The patient’s hus- 
band stated that she had had an argument with 
him at about 6 p.m. on the night of admission, 
The husband left the house and she told her 
son she was going to commit suicide if her 
husband didn’t come back. About 2 hours 
] the daughter found that the patient could 
not be aroused and called the husband. He 
covered that she had taken an unknown 
ount of phenobarbital and brought her to 
hospital. On admission it was noted that 
r pupils were non-reactive, the corneal re- 
was absent and patient did not respond to 
ul stimulation. On the second hospital 
she was still deeply obtunded and had 
spiked a temperature of 101°. At 9:30 a.m. 
on the same day she became suddenly cynotic 
and expired before tracheotomy could be done. 


fol 


S. B. JENKINS, M.D 


The first case involving a delusion of 
_ Pregnancy was reported by Esquirol in the 
‘19th century. A single woman, 31 years of 
, imagined herself to be impregnated by 
otany teacher. She stopped eating, lost 
eight and died 18 months later. ‘She re- 


Post-mortem examination was not remarkable 


except for edematous lungs. Cause of death 


was reported as barbituate poisoning. 


SuMMARY 


A patient with conversion reaction who 
demonstrated typical symptoms for this ill- 
ness (la belle indifference, spells of aphonia, 
paralysis, anesthesia and many other unex- 
plained symptoms) is presented. This case- 
illustrates that successful suicide in a pa- 
tient with conversion reaction, although 
tare, does occur. This case also suggests two 
dangers in the management of conversion 
reaction patients. The first danger is that 
the physician may be so impressed with 
the multiple hysterical symptoms that he 
may not pay enough attention to depressive 
symptoms and underlying depression. The 
second danger is that these patients may 
intend to make only a suicide gesture and 
in so doing commit unintentional but suc- 
cessful suicide as may have occurred in the 
above case. 
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aa DELUSIONS OF CHILDBIRTH AND LABOR IN A BACHELOR 


» D. M. REVITA, M.D., anp A, TOUSIGNANT, M.D.1 


tively rare. Baonville, et al.(2), described 
2 cases. The first was that of a 73-year-old 
man suffering from a chronic brain syn- 
drome. The other was a 44-year-old de- 
Pressed patient who, at first, had delusions 
of pregnancy but later imagined he was 
filled up with infestations(3). Marchand 
noted that men with general paresis fre- 
quently had the idea that they were preg- 
nant, One man, he recalled, would take the 
obstetrical position and while bearing down 
would yell, “Here is the head ; it is passing.” 
He observed that another patient had a 
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- multiple pregnancy. He would pretend that 
the children were moving in his abdomen 
(3). - 

Neveu and Boyer described a- patient 
with a typical postencephalitic parkinsonian 
syndrome who expressed delusions of preg- 
nancy(4). 

The latest report of such delusions was 
made by Alliez, Collomb and Vidal. They 
described the experience of a young Afri- 
can of the Ouolof tribe. This young man 
described his condition in this way: “I have 
two babies in my stomach. I feel them, 
they are a boy and a girl. It is God who 
gave them to me. I am very happy. I'll keep 
them. I am not embarrassed.” Each night 
the patient would deliver out of his sides 
not only babies but also fragments of chil- 
dren and animals. He had ideas of persecu- 
tion about his family. For example, he 
felt that his family wanted part of him, i.e., 
his arm. He wanted to stay whole. He felt 
members of his family were vampires. He 
was actively hallucinating. After a few 
weeks his delusion disappeared spontane- 
ously(3). 

Our patient was admitted not only be- 
lieving that he was pregnant, but also that 
he was in the throes»of the first stage of 
labor, 


This 19-year-old, single white male was 
brought to our hospital by the local police. He 
had been creating a disturbance in a local 
store, annoying patrons and breaking the glass 
in a door. 

On admission he was very confused, dis- 
oriented, incolferent and irrelevant. He talked 
of many topics but always came around to the 
subject of his baby. He said that he had come, 
to the hospital to have the baby taken out of 
him, and that the baby in his stomach was due 
to many undesirable things he had done. He 
stated, “I love the baby. I think I am like 
God, making a baby by myself. Policemen 
should be around in order to have the baby 
born right. . . I would like to have ether 
anesthesia so I won't feel the pain. Ill name 
my Baby John after our new President, John F. 
Kennedy. I quit my classes and I have been 
flunking in my grades because of the baby. I 
quit because I did not want the baby to be 
born in the school. My classmates might call 
me a girl instead of a man, a matured man. 
He talked about drinking castor oil in order 
to have the baby out from his stomach and 


that he was poisoned and the baby was a b 
effect. “I do not love my father or my mother. 
They caused me to have a relapse, I hate them. 
They used to beat me too much, They can’t 
think straight. They teach me to be smart. I 
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She forced me to eat and to do anything el: 
she wanted me to do. I think the most impo 
tant thing in life is to mind your own business. — 
Oh! There is my baby again, I can hear 
I think he'll be a boy because I am a man, 
matured, 19-year-old man.” : 


Physical Examination: Essentially within 
normal limits. Urine pH 6.5 ; protein 1 plus 
glucose, negative. Serology, negative. X 
3-3-61 —Hb 15.9, WBC 7,300, glucose 7 

Bilirubin less than 1.2; Spinal 
Fluid; total protein 37; globulin 
slight trace; Kline cardiolipin non- 
reactive ; colloidal gold 0011100000. 
6-21-61—Hb 14.7, WBC 6,550, Chest X-ray 
no evidence of active pulmonary dis- 
ease. EEG: no significant finding. — 
Skull series normal. Skull mastoids 
much larger than usually seen. fe 


Mental examination : Patient clinically re- 
tarded. Verbal intelligence recorded as 61 on 
the Wechsler Adult Intelligence Scale. It was 
estimated that he had a low average intellec- 
tual potential. He showed apparent affect 
“flattening” and dissociation. He was confused 
and disoriented in all spheres; memory for 
past and recent events, retention and immedi- 
ate recall, and counting and calculation were 


poor. 


a, 


Course in the Hospital. Admitted January 25, 
1961; he was going through the motions of 
childbirth. During the first 3 days in hospital — 
the patient was markedly agitated. He was in 
and out of physical restraint, used as a protec- — 
tive measure. Chlorpromazine was adminis- 
stered up to levels of 800 mg. per day. He — 
remained agitated, nervous, confused and hy- 
peractive up to February 1, 1961. On Febru- 
ary 9, he showed secondary symptoms from 
chlorpromazine medication : drooling, stiffness 
of extremities, unsteadiness. On February 10 
he stated he had made a mistake when he told 
the doctor he was going to have a baby. me 
can’t have a baby because I'm a bachelor. 
Besides, women have babies and if I had one 
it would die.” À 

He gained 10 pounds: 162-172. After 6 — 
months of treatment, the: patient was calmer — 


_ CASE REPORTS _ 


sy 

: Pa enie. He went on frequent 

felt that he had been “crazy” to have 

h ideas. The patient still appeared 

fective. He was tidy, interested 

vironment, and was looking forward to 

ome. He was being maintained on 
hlorpromazine spansules, 150 mg. b.i.d. 


Comments 
This young man, of somewhat limited 


out paresis and the postencephalitic 
rome, His conflict was similar to that 
ioned in the case of the young African. 

He felt that he was controlled by his family 


‘and felt that they made him think 


certain 
ways. His mother was pictured as a con 
trolling witch. 


We can speculate that by carrying this 


was doing mor 


boy baby in his stomach he 


than acting out a rebirth fantasy. He was- 


playing both the role of the good child 
bearing mother and the reborn self. 
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RESISTANT PSYCHOSIS TREATED SUCCESSFULLY 
BY INDOKLON(I, 2, 3) 


IRVING D. ROSENBERG, M.D.1 


; refore, the problem is to make each 
remission as complete as Possible and as 
on, lasting as possible, It is for this reason 
bined treatments (EST adminis- 

Te & insulin coma) is frequentl 
sed in schizophrenia, ah afan a nae 
ged course of insulin, the patient shows 

Nec son atiall or only a partial re- 
hission (e.g. disappearance. of hallucina- 
ons but persistence of delusions). Com- 
eatments haye also been shown to 


produce a more effective remission than any 


other form of treatment to date. However, 
combined therapy has its drawbacks : it is 
a long procedure, taking up to one year in 
some cases ; it requires hospitalization for 
the entire period of treatment ; it is very 


expensive ; and it too many produce no 


remission at all or only a partial remission. 
Tt was to overcome these drawbacks to 
combined therapy in many cases that the 
following procedure was undertaken, This 
investigator noted that the literature on 
Indoklon suggests that it is of particular 


value in the clearing up of hallucinations’ 


and delusions, as in some psychoses, espe- 
cially paranoid 
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fers to as his “wife,” has been taking care of the 
patient’s household including his two children 
by his first marriage and the one child of his 
present “marriage.” For the past 5 months, 
the patient has been suspicious of his “wife” 
and been looking for evidence of her going 
out with other men. He also noticed that cars 
slowed down as they passed his house and 
that his “wife” seemed to signal to the men 
in the cars. In addition, he noticed many 
strange things : e.g., ash-trays and other small 
objects were always pointing at him. Two days 
ago, the patient became overwhelmed with the 
sudden impulse to kill his “wife” and struck 
her with his fist, lacerating her face, ‘The dic 
agnostic impression of this man was paranoid 
state. 

He did not respond to a course of chlorpro- 
mazine but showed some decrease in the 
severity of his anxiety with (Thorazine) plus 
a course of 13 EST’s, Because of the persist- 
ence of his delusions, he was then given one 
convulsive chlorpromazine treatment with In- 
doklon, which immediately produced a dra- 

matic disappearance of all delusions. This was 
followed up by 2 additional Indoklon treat- 
ments, within the next 30 days. Four months 
later, ‘the patient (without tranquilizers) still 
maintained his complete recovery and was 
described by his “wife” as “much calmer and 
more considerate than he was even when I 
first met him.” 6 


SUMMARY 


A case is presented in which a- patients 
delusions, which had been resistant to 


long course of treatment or c 
talizations(3), it can bi done 


ECT(1, 2), and, as shown y i 

it is of dramatic benefit in- 
sistant to other forms of PEE 
ment, 

The cooperation of the Medical R 
Foundation of Philadelphia i in provid g 
Indoklon used in this study is grat 
acknowledged. 
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COMMENTS 


SOME ASPECTS OF THE VIIth INTERNATIONAL CONGRESS 
OF NEUROLOGY—ROME 1961 


This Congress provided, as usual, a broad 
“coverage of clinical neurology and the basic 
jeurological sciences with many excellent 
esentations. There was, however, some- 
“thing novel in the atmosphere of the Con- 
‘gress that was comforting to anyone who 
is anxious to see an increasing integration 
of neurology, psychiatry and the behavioral 
" sciences. 
Two areas in particular gave evidence of 
_ this ‘increasing integration. The neurophysi- 
ology sections provided very thought-pro- 
_ voking material concerning conditioned re- 
~ flexes as did reports on behavior resulting 
= from stimulation or ablation of areas of the 
central nervous system. It would appear 
_ that stimulation or ablation of an area in- 
yolved in sexual behavior (mammillary 
bodies) brings about altered sexual re- 
sponses, but such responses do not interfere 
with a learned performance (conditioned 
~ avoidance behavior ). 
_ The other area of note concerned aphasia. 
This constituted one of the main topics of 
_ the Congress, and for two days numerous 
_ presentations covered the various concepts 
of this phenomenon, bringing into focus the 
variety of factors (many not considered 
fundamentally neurological) involved in 
the “dysfunction of communication.” On a 
number of occasions, the neurological con- 
tributors pointed out that the day of dis- 
crete cerebral localization, as the major 
consideration in explaining function, is past. 
Tn this regard, propositional communication 
function was discussed by Cohn (USA), 
nd here was a communication dysfunction 
in which the brain lesions clearly occurred 


in the “non-language” areas. 

The phenomenon of communication is a 
good example of a function in which a 
multiplicity of factors are involved, and a 
sample of the variety of these factors is 
seen in the following subjects, pertaining to 
aphasia, brought before this Congress : the 
area of the brain involved and the depth of 
the lesion into the white matter; the sen- 
sory-motor-sensory scheme ; the emotional 
and premorbid personality contributions to 
this dysfunction; the application of the 
theories of probabilities (Russell Brain) ; 
the psychological; the linguistic and psy- 
cho-linguistie | (Grewell) , approaches ; 
aphasia in the polyglots ; and even prosodic 
grunts (Monrad-Krohn). These were but 
a few of the studies reported at this Con- 
gress. 

The neurologists are to be commended 
on their insight into the needs for their 
multi-disciplinary approach to this subject 
as well as for their objective attitude in 
evaluating the neurological factors involved. 
Psychiatry would do well to invoke to a 
greater degree such insight in their investi- 
gation of behavior, which after all is psy- 
chiatry’s home territory and sorely in need 
of a more scientific and less hypothetical 
approach, Z 

The behavioral sciences are a field where 
the psychiatrist, neurologist, psychologist, 
electroneurophysiologist, neuropathologist 
and our colleagues in the engineering and 
biometric fields constitute important mem- 
bers of the team if we are to progress in the 
better understanding of behavior. 

EDSP: 


Editor, THE AMERICAN JOURNAL OF Psycut- 
ATRY : 

Sm : In the October issue of the Journal, 
Pitts, Winokur, and Stewart(1) state that 
they found 6 of 40 medical students at 
Washington University School of Medicine 
to be psychiatrically ill. Of these, 3 had a 
manic-depressive reaction. None was diag- 
nosed as schizophrenic. “Indeed only 2 cases 
of schizophrenia have been seen in Wash- 
ington University medical students in the 
past 16 years.” 

These figures are at variance with our 
own. Since 1951, we have treated 121 medi- 
cal students at Hutchinson Memorial Psy- 
chiatric Clinic &t Tulane in intensive ther- 
apy, the average number of sessions being 
70(2). O£ this group, 27% have been diag- 
nosed as schizophrenic and 3% as borderline. 
This is somewhat lower than the 87% re- 
ported for the population treated in our 
clinic(3), yet it still, represents a sizeable 
percentage of schizophrenia. Moreover, this 
figure of 27% does not include a number o. 
students not receiving psychotherapy in our 
clinic who had psychotic episodes requiring 
‘hospitalization, nor does it include a few 
who sought help from private psychiatrists 
in the city, (No accurate information exists 
about the number of schizophrenics in the 
privately tréated group.) 

To what can the differences in the two 
sets of figures be ascribed ? Is it possible 
that the admissions committee at Washing- 
ton University School of Medicine is so 

Tulane that they have 
almost all schizo- 


0 ei 


b ibed to different 
Spe $ students subjected 


and criteria. First, the 


versity were seen 
nostic interviews. 
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PSYCHIATRIC ILLNESS IN MEDICAL STUDENTS 


atrist a better chance to make a more 
ate appraisal than one to thre 
Secondly, does the diagnosis 
phrenia at Washington University 
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[May 


medical student population on the basis of 


this cross-sectional and somewhat super- 
ficial sort of research. 
I would like to emphasize that a diag- 


nosis of schizophrenia in our medical stu- 


dents does not imply a poor prognosis for 


_ their professional future. Most of these stu- 


dents have not only graduated, but as far 
as we know, have made an adequate ad- 
justment in their professional lives since 
graduation. The diagnosis of compensated 
schizophrenia does not and should not carry 
the dire implications assigned to it by so 


many psychiatrists. 
Harold I. Lief, M.D., 
Professor of Psychiatry, 
Tulane University. 
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REPLY TO THE FOREGOING 


Editor, THE AMERICAN JOURNAL OF Psycut- 


ATRY : 

Sm: We find Dr. Lief’s response to our 
article most stimulating; we particularly 
appreciate his interest in psychiatric illness 
in medical students. 

In brief, we presented the results of a 
psychiatric survey of a medical school 
class ; case reports were given to document 
each of our positive findings. We referred 


_ to appropriate literature to specify our diag- 


nostic criteria. Since our results were quite 
different from those reported from other 
centers, notably Tulane, we felt constrained 
to point out the discrepancy with biblio- 


_ graphical annotation. We also mentioned 


the fortunate rarity of schizophrenia in 
Washington University medical students— 
over a 16-year period the incidence has 


_ been approximately 0.001%, Dr. Lief is cor- 


rect in insisting that something must ac- 
count for a difference between this figure 
and the figure he gives of 2.66% which he 


_ states “does not include a number of stu- 


dents . . . who had psychotic episodes re- 
quiring hospitalization, nor a few who 
_ sought help from private psychiatrists.” 
Approximately 10% of Washington Uni- 
versity Medical School students seek psy- 
chiatric care sometime during their four 
“years here, and are seen in psychotherapy 
by members of this department. From Dr. 
Liefs letter we estimate that this is quite 
similar to the experience of the psychiatry 
department at Tulane. 


Dr. Liefs assertion that our admissions 
committee is no better able to screen out 
schizophrenic applicants is probably cor- 
rect ; certainly no specific psychiatric evalu- 
ation is made of applicants without obvious 
indication, 

We reject Dr. Liefs implication that an 
average of 70 therapeutic interviews would 
enable us to recognize more schizophrenics 
though we emphasize that careful follow-up 
often leads to better understanding (or 
even solution) of difficult differential diag- 
nostic problems. Certainly Dr. Lief ad- 
vances no data to indicate that a significant 
proportion, or even any, of the (presuma- 
bly) 35 schizophrenics recognized and 
treated exclusively as outpatients at Tulane 
in the past 10 years have been diagnosed 
sometime after the first two or three inter- 
views. 

Dr. Lief’s reference to higher rates of 
medical discharges for psychiatric reasons 
in medical and other officer personnel seems 
irrelevant. Original selection criteria for 
medical officers were quite different and Dr. 
Lief fails to specify that schizophrenia was 
even a dependent variable in this discrep- 
ancy, 

Examination of outcome makes it quite 
clear that Dr, Lief is using different criteria 
for the diagnosis of schizophrenia. The two 
cases we mentioned incidentally have been 
continuously ill for 10 and 6 years, respec- 
tively ; both require chronic psychiatric hos- 
pitalization and have shown signs of deteri- 


` 
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oration. Dr. Lief, in contrast, reports that 
the majority of his schizophrenic students 
not only are functioning well but have never 
required hospitalization ! 

We offer the fact that no schizophrenics 
were found in our sample as explanation 
for our failure to indicate our criteria for 
the diagnosis ; we reply to Dr. Liefs query 
by referring to the work of Eugen Bleuler 
(1), Langfeldt (2, 3), and Astrup(4). Our 
experience indicates that one can predict a 
process or nuclear outcome in 80%-90% of 
patients carefully diagnosed in this way. If 
schizophrenia is defined as a disorder which 
ordinarily appears between ages 15 and 25 
and which produces behavioral deteriora- 
tion, the natural history tends to preclude 
acceptance into medical school. 

Our understanding of the work of Hoch 
and Polatin(5, 6) is that a small group of 
schizophrenics were described who initially 
presented with pan-neurosis and/or pan- 
anxiety, etc., but were discovered to have 
primary or “process” symptoms. One might 
question whether these primary symptoms 
are definable in a non-psychotic patient as 
they are frequently subtle and there are no 
data on their occurrence in a normal popu- 
lation. These patients were labelled pseudo- 
neurotic schizophrenics. 

It is our belief that extensive clinical 
utilization of the concept of pseudoneurotic 


POST-HOSPITAL USE OF TRANQUILIZING DRUGS 


Editor, THE AMERICAN JOURNAL OF PsycuI- 
ATRY : 
Sm: The article “A Preliminary Report 


:On The Continued Post-hospital Use of 


Tranquilizing Drugs” by Wolff and Cola- 
cino in the December 1961 American Jour- 
nal of Psychiatry reaches the conclusion, 
“Where the tranquilizing drugs have shown 
their effectiveness in the hospital, for the 
post-hospital period other means than pure- 
ly medical treatment seem more effective 
in promoting recovery.” If this were true it 
is puzzling as to why the authors are in- 
terested in “A closér cooperation with local 
individuals and agencies - - - showing as a 
result a higher percentage of patients who 


schizophrenia is not warranted prior to pub- 
lication of adequate follow-up reports of th 
original cases. i 
In short we do not-believe that „either 
New Orleans miasmas or the Tulane medi 
cal curriculum are schizophrenogenie but 
we do infer that Dr. Lief has enthusiastical. 
ly substituted pseudoschizophrenic neuros: 
for Dr. Hochs pseudoneurotic schizo- 
phrenia. 
Ferris N. Pitts, Jr, M.D., ; 
George Winokur, M.D., and is 
Mark A. Stewart, M.R.C.S., L.R.C.P., 
Washington University, 
School of Medicine. 
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continue to take prescribed drugs . . ? Inci- 
dentally, this conclusion is based on a dif- 
ference in percentages which is not statis- 
tically significant (see Table 5). 

The basic problem which we have in ac- 
cepting the first conclusion is that there does 
not seem to be a control group. Patients, 
some of whom took their medication and 
some of whom stopped taking medication, 
are compared on the basis of rehospitaliza- 
tion rate and community functioning. There 
were no significant differences. Our question — 
is whether one who discontinues the use of 
medication is in any systematic way differ- 
ent from one who continues taking medica- 
tion. Granted a “Total well-being score” 


showed no differences but there is no dis- 

a cussion of the nature of this measure. 

It would seem that the only way to study 

the question is to have a control group for 
ihom tranquilizers are not prescribed con- 

trasted with an experimental group for 
rhom tranquilizers are prescribed, assign- 

‘ment to the groups being made on a ran- 


Editor, TuE AMERICAN JOURNAL OF PsycHI- 
ATRY : 

Sm ; In reply to Drs. Blackman and Dori- 
son we would like to restate our opinion, 
based on our experience during the course 
of the Minnesota Follow-up Study, now 
terminated, as well as on the results ob- 
tained from the Study. 

_ We did indeed compare patients dis- 
charged with and without follow-up pre- 
scriptions for tranquilizing drugs. We found 
no statistical differences in re-hospitaliza- 
tion and “well-being,” This was not a com- 
parison with a control group, however, It 
was impossible to find a control group at the 
time which would be medically comparable. 
Presumably the patients who were dis- 
charged without a follow-up prescription 
‘were expected to do well even without med- 
_ ication. The fact that the two groups did 

_ about equally well may mean that, indeed, 
the one group did as well with medication 
i the other did without (which was med- 
‘ically expected), 

The a eds papani, however, were 
hay with a follow-up prescription. 
Within this group, there were individual 
‘differences which determined whether or 


le difference between subjects who 
did and subjects who did not take their 
medication—even though it was prescribed 
__ for all of them. The reason why tranquil- 
_, _ izers were discontinued was almost always a 
= taun-medical one, or, at least not sanctioned 
by a physician. 

The statement “. . . that after discharge 


REPLY TO THE FOREGOING 


various types of drugs and various 
of patients before conclusions rega 
the efficacy of medical treatment in / 
post-hospital period can be reached. 
Sheldon Blackman, Ph. 
Ezra E. Dorison, M.D., 

Fort Knox, Kentue 


psychological and societal rehabilitation 
parently play a greater role . . .” ref 
to the findings pertaining to the aci 
use of tranquilizing drugs, not whe 
or not tranquilizers were prescribed. O; 
within the group of subjects who w 
supposed to take tranquilizers we foun 
that there was little difference betw 
those who followed their doctors ad 
vice and those who did not. We also know, 
from other parts of the Study, that there are 
other factors (briefly alluded to in the intro- 
duction to the article) which do significant 
ly affect the success of the patients’ posi 
hospital adjustment. wy 

Of course we do not deny that there are” 
clinical indications for continued use of 
tranquilizers. In our sample there was a” 
sizeable group of subjects who continued to 
receive prescriptions, however, without hav- 
ing seen their physician, Our findings seem 
to suggest that for a large portion of O 
sample the continued use of tranquilizers 
was not “needed.” : 

At the same time, the,experience gained 
by the members of the Minnesota Follow: 
up Study staff suggests that a multi-disct 
plinary team, cooperating closely with indi- 
viduals and agencies in the community, 
while working with the discharged patient, 
is successful in implementing professional | 
assistance, including medical care, 

We have found that the extremely wide- 
spread use of tranquilizers, although ob- 
viously medically indicated in some indi- 
vidual cases, often masks the need for social 
and psychological rehabilitation. i 

Robert J. Wolff, Ph.D., 
San Francisco, Calif. 
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ECT AND ANTLDEPRESSIVE DRUGS 


Editor, Tue AMERICAN JOURNAL OF PsycHI- use early and adequate ECT in involut 
ATRY : 2 

Sm: In a recent paper in this Journal, nistic claims for 
Doctor Leonard Cammer has succinctly dis- “anti-depressive” drugs are short of th 
cussed an unusual development in psychi- tainments of ECT in the treatment of in- 
atric treatment, that is, the partial replace-  volutional and other severe depressions. 
ment of a highly effective and safe mode I hope this note will serve to open d 
E of treatment (ECT) with an inferior mode cussion of a more general problem- 
(“anti-depressive” drugs) (Cammer, L. : propriety or wisdom of the public: 
i Treatment methods and fashions in treat- commercially sponsored reports 
ment, Am, J. Psychiat., 118 : 447, 1961). chotropic” drugs. I believe that such 
Ore wonders if there are other such are most frequently laudatory and 

instances of therapeutic regression ; if there stantial. f 

l are, I would like to know of them, especially NSI 
| in the field of psychiatry. : Lawrence H. Gahagan, M.D 
f It is hard—at least for me—to imagine The Beverly Hills Medical 
i anything more deplorable than the failure to Beverly Hills, 


í 

É . 

; 4 REPLY TO THE FOREGOING 
Editor, Tae AMERICAN JOURNAL OF PsyCHI- 


ATRY : 
i Sim : It was good to receive Dr. Lawrence nutrition, neuropathy, 


H. Gahagan’s letter, and to hear his sup- for stress, are part of 
portive note from clear across the country. Fortunately, 

Dr. Gahagan wonders about other in- Weise (Laquer, 

stances of “therapeutic regression” in psy- ti insulin 
chiatry, Let me suggest one possibility in it appears that this treatment might 

that comes to mind, It be more readily available. 

regardless of reports 


inenlin ee ee va by B rd, Sh diagnosis and care of the 
« ond, Shur- 4 
Sakel and further ee. But following sapara upon the physician. Caveat ¢ 
tor 


(bly the best tr Leonard Oaie 
schizophrenias. “ l 
insulin is also an extremely effective ad- 


NEWS AND NOTES 


Hursme Hosprrar Israet STRAUSS LEC- 
_TURE.—Dr. Milton Greenblatt, Assistant 
Superintendent and Director of Research 
and Laboratories, Massachusetts Mental 
Health Center gave the annual Israel 
Strauss Lecture at Hillside Hospital, Glen 
Oaks, N. Y., on Sunday, April 29, 1962 at 
10:30 A.M. Dr. Greenblatt’s address was 
_ titled “Beyond the Therapeutic Commun- 
“age 


Tue Devereux SCHOOLS FIFTIETH ANNI- 
-versary.—This year the Devereux Founda- 
tion celebrates its Golden Anniversary. 
= Commemorating this anniversary will be 
its twenty-first annual dinner for invited 
guests of the American Psychiatric Associ- 
_ ation, The guest speaker will be Chancellor 
Samuel E. Gould of the University of 
- Southern California. There will also be a 
brief presentation of Devereux students. 


_ Narionan Counci on Family RELA- 

TIoNs.—The 1962 annual meeting will be 

held at the University of Connecticut, 
Storrs, Conn., on August 22-24, “Eye on 

the Family” will feature new perspectives 
on American families and new directions 
for family life workers. 


CONGRESS or PSYCHIATRY AND NEUROLOGY 
_ OF THE Frenca Lancuace.—The sixtieth 
= session of the Congress will be held at 
Anvers, July 9-14, 1962. 
__ The principle subjects will be: Psycho- 
_ pathology of Expression (M. Bobon de 
Liege) ; Study of the Motor Plaques in the 
Pathology of Skeletal Musculature (MM. 
Fardeau de Paris et Coers de Bruxelles) ; 
and Critique of Tests in Professional Orien- 
tation (MM. Pechoux de Caluire et Tordeur 
de Bruxelles). 


“History or Tae BEHAVIORAL SCIENCES 
Newsterrer.—This Newsletter, edited by 
Eric T. Carlson, M.D., of the Payne Whit- 
ney Psychiatric Clinic, originated in 1960 
and is now in its third issue. It deals with 
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the historical aspects of the behavioral sci- 
ences and is calculated to serve the interests 
of anthropologists, psychiatrists, psycholo- 
gists, sociologists, neurologists, and his- 
torians. The annotated bibliographies are 
valuable for reference and to make one 
acquainted with what is going on in the 
neighboring fields. 

The Newsletter is published by the De- 
partment of Psychiatry, New York Hospital, 
Cornell University Medical College, and 
is thus far free of charge. 

The present number, Dec. 1961, deals 
with organizational activity. The growth of 
the library at the central office of the 
American Psychiatric Association, recently 
increased by the donation by Mrs. Meyer of 
the 3000-volume library of Dr, Adolf Meyer, 
and other collections. Prospective donors 
may write to the librarian’ Mr. Jeremiah 
O'Mara at the central office. 

The Albert Deutsch Memorial Founda- 
tion plans to publish a memorial volume of 
Mr. Albert Deutsch’s publications. 

Contributions to the* Foundation will be 
welcomed by Dr. Julius Schreiber, presi- 
dent of the Foundation, Washington 6, 
D. C., Room 1130 Dupont Circle Building. 

At the autumn 1961 meeting of the His- 
tory of Science Society, Dr. Carlson spoke 
on “Examples of Horriblia in the History of 
Psychiatric Therapy.” 

During the autumn of 1961 Dr. George 
Mora conducted a seminar in the history of 
psychiatry from primitive medicine on, ex- 
tending through 10 sessions. 

News of historic interest from many cen- 


ters, American and foreign, is included in’ 
¢ 


this issue of the Newsletter. 


CANADIAN PSYCHIATRIC ÅSSOCIATION.— 
The annual meeting 1962 will be held at 
the Fort Garry Hotel, Winnipeg, Manitoba, 
June 21-28. 

On June 22 speakers on a panel “Future 
Psychiatrie Services in Canada” will in- 
clude : G. L. Admason, C. A. Roberts, D. G. 
McKerracher, Clyde Marshall, and A. B. 
Stokes. The Academic Lecture “Heredity 


a 
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and Environment” will be given by Irene 
Uchida, Director of Medical Genetics, Chil- 
dren’s Hospital, Winnipeg. 

Hotel reservations should be made 
through The Chairman; C. M. A. Commit- 
tee on Housing, 601 Medical Arts Building, 
404 Graham Ave., Winnipeg 1, Manitoba. 


SOUTHERN PSYCHIATRIC AssociaTion.—Dr. 
Hamilton Ford, Chairman of the Program 
Committee, requests members who would 
like to present papers at the meeting in Gal- 
veston next October to send him titles and 
abstracts promptly. 

Papers regarding Action Programs for 
Research and Treatment of the Mentally 
Ill will be particularly welcome. 


Tump Worp Concress OF PSYCHIATRY 
Ansrracts.—The McGill University Press 
will distribute’the abstracts of the Third 
World Congress held in Montreal in June 
of 1961. The price is $2.00 per set, postage 
extra, and orders can be sent to McGill Uni- 
versity Press, 3458 Redpath Street, Mont- 
real 25, P. Q., Canada. 


CERTIFICATION or GROUP PsYcHOTHERA- 
pists.-A conference on certification of 


„group psychotherapists and psychodrama- 


tists -will be held at the Royal York Hotel, 
Toronto, Wednesday, May 9, 1962. Mem- 
bers of the American Psychiatric Association 
and representatives of Group Psychotherapy 
Societies are urged to participate. Corre- 
spondence may ‘be addressed to Mrs. Ann 
Manzoeillo, Secretary, 259 Wolcott Ave., 


Beacon, N. Y. 
¢ 


e 


Lyncupurc TRAINING SCHOOL AND Hos- 
pirat, 1962 Lxcrures.—Charles M. Poser, 
M.D., Associate Professor of Medicine 
(Neurology), University of Kansas Medical 
Center : Apr. 19, “Preventable and Remedi- 
able Forms of Mental Retardation” ; Apr. 
20, “Epileptic Equivalents in Children,” 
“The Phakomatoses” ; Apr. 21, “Differential 
Diagnosis of Diffust Sclerosis in Children.” 
` Harry F. Harlow, Ph.D., Professor of Psy- 
chology, Primate Laboratory, University of 


Wisconsin: May 24, “The Infant-Mother — 


Affectional System”; May 25, “Affection 
Among Infants,” “The Heterosexual Affec- 
tional System” ; May 26, “The Maternal Af- 
fectional System.” 


June 14, Seminar on Therapeutic Trials. — 


Richard L. Jenkins, M.D., Chief of Child 
Psychiatry, University of Iowa; Gilbert W. 
Beebe, Ph.D., Statistician, National Acad- 


emy of Sciences, Washington, D, C. Other . 


speakers are to be announced. 


INTERAMERICAN SOCIETY OF PSYCHOLOGY ~ 


Concress.—The seventh Congress of the 
Society was held in Mexico City, December 
19 to 23, 1961. There were representatives 
from 11 countries : Argentina, Brazil, Chile, 
Colombia, Cuba, Guatemala, Mexico, Pana- 
ma, Peru, the United States 
Alaska), and Venezuela. Sessions were held 
at the Centro Medico of the Seguro Social, 


(including © 


recently built, which has the finest facilities 


for professional congresses in all North 
America. 


The major themes of the meeting included — 


Culture and Personality, Experimental Psy- 
chology, Applied Psychology (Educational 


and Industrial), and Psychology and Men- — 
tal Health. Five plenary meetings were de- 


voted to major papers by Dr. Gustave Gil“ 


bert (U. S.) on “The Needs for a Compre- — 


hensive Bio-Social Theory of Personality” ; 


Dr, Erich Fromm (Mexico), on “The Revo- — 


lutionary Character Structure” ; Dr. Carlos 
Alberto Seguin (Peru), “Language. and 
Communication”; Dr. Abraham Maslow 
(U. S.), “The Scientific Study of Values” ; 
and Dr. Robert B. Malmo (Canada), “Con- 
tribution of Experimental Psychology of 
the Clinical Interview.” 


The officers of the Society for 1962-63: 


Dr. José Bustamante, President; Dr. Gus- 
tave M. Gilbert, Past-President ; Dr. Harold 
H, Anderson, President-Elect; Dr. Victor 
D. Sanua, Executive Secretary for North 


America ; Dr. Rogelio Diaz-Guerrero, Ex- 


ecutive Secretary for Mexico and the Carib- 
bean Islands; Dr. 
Executive Secretary for South America ; 

Rafael Nunez, Treasurer ; and as Vice- 


Presidents : Dr. Wayne H. Holtzman for 


North America, and Dr. Carlos Alberto Se- 
guin for South America, 


` 
. 


, 
te 


Fernanda Monasterio, 


> 


Conoress is scheduled for 2 to 
963 at Mar La Plata, Argentina, 


TITUTE.—The topic of the Fifth Annual 
tute, to be held May 16 and 17, 1962, 
l be “Problems of Aging.” On May 16, 

rd L. Bortz, M.D., former president 
American Medical Association, will 
, guest speaker- and will discuss 


The ongin 


“Trend ad at the ‘evening 


EASTERN PSYCHIATRIC RESEARCH Assoc. 
32nd Scientific Meeting, Thurs., June 7, — 
1962, 8:00 P.M. at New York University. 
Medical School, 30th Street and First Ave- — 
nue, Symposium on Psychosomatic Medi- i 
cine. Panel ; Leo Alexander, M. D., Robert ~ 
Dickes, M.D., H. Keith Fischer, M.D., Wil- | 
liam Malamud, M.D., and Marvin Stern, ! 
“MD. 4 


» 


SECURITY 


for certainty and repose is in h 
{repose isnot the ny Peels uman mind, But certainty generally 


—Justice OLIVER WENDELL HOLMES 
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AFTER-EFFECTS OF BRAIN INJURIES, Research 
on the Symptoms Causing Invalidism of 
Persons in Finland Having Sustained Brain 
Injuries During the Wars of 1939-1940 and 
1941-1944. By Eero Hillbom. (Acta Psychi- 
atrica et Neurologica Scandinavica. Sup- 
plementum 142, Volumen 35, Copenhagen : 
Ejnar Munksgaard, 1960, pp. 195.) : 


The author had the opportunity to study 
3,552 cases of brain injuries, from which he 
selected 415 cases by a method which provided 
statistical validity. 

The book consists of five parts. The first part 
deals with a survey of the literature (192 ref- 
erences from the German, American, British, 
and Scandinavian literature). The author com- 
pares the conclusions reported in the litera- 
ture with the findings of his study. Part two 
describes the material studied. In part three 
the neurological aspects are discussed, Part 
four deals with the psychiatric sequellae, Part 
five is concerned with prognosis, followed by 
a summary and conclusions. One hundred case 
histories of syndromes with special features 
are included. f 

The author’s purpose was to standardize the 
evaluation of disability because of his impres- 
sion that the disability ratings were often too 
high or too low. He believed this error resulted 
“from a lack of information concerning the 


- course of brain injury cases: 


a Some of the author's conclusions are as fol- 
ows? 

1, Sequellae of brain injuries depènd on 
such manifold and different factors that it is 
not possible tô deal with the prain-injured as a 
bones group and no general rules are 
valid, 

2. Later deterioration may take place as a 

ensequence of the injury and not necessarily 
is a result of additional illness. 

3. Figures show clearly that hereditary fac- 
tors cannot have any important role in the 
appearance of epilepsy. 

4, The author considers that late psychoses 
are late symptoms of the brain injury and de- 


peared in his case material. 
5. The neurotic 
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erally not compensation-striving neuro 
Withholding compensation does not produc 
recovery but often an impairment. In his 
ion lump sum payments are rarely appropria 
Sufficient, continuous payment has shown it 
self an absolutely necessary aid in a 
tient’s adaptation to the community. 
In all of his discussions the author 
the injury as a cause or important o 
psychiatric conditions developing in individu 
with brain injury. AA 
This study will be of value to psy: 
and neurologists who are called upon to 
ate patients with brain injuries. 
Josep S. Skoppa, M.D., | 
Atlanta, Ga 


CeLLuLaR Asrecrs or Immunrry. Edited b; 
G. E. W. Wolstenholme, and C. M. O’Con- 
nor. (Boston : Little, Brown & Co., 196 : 
$10.50.) 


This excellent volume reports in detail the 
proceedings of the international symposium on — 
the cellular aspects of immunity held under 
the Ciba Foundation’s sponsorship in June 
1959, Among the 32 distinguished experts h 
brought together from many different coun- 
tries were Sir Macfarlane Burnet and P. 
Medawar, the 1960 recipients of the No 
Prize in Physiology and Medicine for 


1) the population d ma 
cells as they are modified by immunologica 
processes ; 2) evaluation of the way in wł 
jmmunological information is conveyed to 
competent cell; and 3) 
that information can be trans- 


cell, rather than the antibody, hi 
focus of investigation in immunol 
specifically, the plasma Jl has been estal 
lished as the producer of cl 

The vigorous discussions of the two major 
theories of antibody production demonstrate 
how difficult it is to decide in favor of one 
the other. The Bumet-Lederberg clonal s g 
tion theory of immunity, postulates that the 
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essential information for producing a specific 
antibody is inherent in the responding cell. 
Apart from selecting from a heterogeneous 
population of mesenchymal cells the clone im- 
~ munologically competent to react with it, an 
"antigen stimulates these cells to proliferate. 
"Under appropriate circumstances, some of 
these descendant cells will be converted into 
plasma cells and produce antibodies. 
The instructive theory of immunological tol- 
erance, supported by Medawar, is more vague 
and less tangible than the former. The propo- 
nents of this alternative theory believe that if 
an antibody-forming cell does respond to only 
- one antigen, then it reacts with whichever anti- 
gen engages it first. Hence, the inception of 
tolerance involves some change in the imma- 
ture antibody-forming cell other than death 
and removal. In terms of the selection theory, 
the tolerant animal is one whose cells contain 
_a particular antigen before any cell has become 
competent, killing those cells which mutate to 
the corresponding globulin state. 

The difficulty in both theories is in the ex- 
planation of how the body possesses the vast 
store of information necessary to produce the 
different types of antibodies. The selection 

_ theory requires a stem line of antibody-forming 

= cells with a high constant mutation rate of 
10-8 to 10-1 in order to provide the necessary 
variety of genotypes. In contrast, the instruc- 
tive theory states that the competent cell has 
the ability to respond to any one of an infinite 
number of antigens. 

Other noteworthy reports at the conference 
included those on antibody formation in vitro 
by P. Grabar, and P. Cowazier ; on the cellular 
basis for the immunological memory by D. W. 
Dresser, and. M. A. Murchison ; on some bio- 
logical and immunological properties of the 
_ transfer factor by H. S. Lawrence ; on homo- 
graft reactions by P. A. Gorer ; on active im- 
munization responses during the neonatal 
period by R. T. Smith ; and on multiple “auto- 
antibodies” in systemic lupus erythematous by 
H. G. Kunkel, H. R. Holman, and H. R. G. 
Deicher. Well-edited reports on the general 
discussion which follow each paper contribute 
greatly to the value of this informative book. 

; In the summary discussion Sir Macfarlane 
=œ Burnet and 16 other participants summarize 
“the major conclusions of the conference, em- 
phasizing the special areas in which further 
experimental work should be concentrated. 

Hence, this book will be particularly useful to 

research-oriented persons concerned with a 

better eee: fof the basic processes of 


Wy, 


immunity, antibody production and sensitiza- 
tion. 
ARTHUR FALEK, Px.D., 
Department of Medical Genetics, 
New York State Psychiatric Institute. 


AUFTEILUNG DER ENDOGENEN Psycuosen (The 
Division of Endogenous Psychoses). Second 
Edition. By Karl Leonhard. (Berlin : Akad- 
emie Verlag, 1959, pp. 539.) 


In his introduction the author states that the 
study of the endogenous psychoses is presently 
in a state of confusion, especially in England 
and the United States. The emphasis on in- 
fancy and early childhood impoverished the 
entire field of psychiatry even before the ap- 
pearance of psychoanalysis. 

It is customary to consider the manic and 
“melancholic” diseases as a manic-depressive 
unity. Kleist considered them as two separate 
diseases that have an affinity for each other. 
The author and Neele agree that there is a 
manic-depressive combination with two direc- 
tions, but claim that there are also separate 
euphoric and depressive states that have no 
relation to each other. One has to distinguish 
between monopolar and bipolar psychoses. 

The bipolar diseases are more colorful and 
varied and they sway not only from pole to 
pole, but even within the limits of the same 
phase they have varied symptom-pictures. 
However, in the monopolar forms they period- 
ically resume the very same symptomatology. 
Each phase is individualized and pure and in 
no way repeats the symptoms of the other 
phase. : 

The classical symptomatology of the manic- 
depressive reactions, as described by Kraepelin, 
is as follows. In the manic stage there is 
euphoria easily passing into instability, 
heightened self-consciousness, flight of ideas, 
speech compulsivity and exaggerated “hus- 
tling.” In the depressive state there is a weati- 
ness of living, feelings of inadequacy, thinking 
difficulty and psychomotor inhibitions. There 
is also a lack of decisiveness, depressiv. 
thoughts and self accusation. In the bipolar 
forms, certain symptoms such as hyperactivity 
and flight of ideas and even euphoria may be 
absent in the manic phase, while in the de- 
pressive phase, thinking difficulty and psycho- 
motor inhibitions may not be present. 

The author discusses cycloid psychoses with 
manifestations of anxiety-happiness, irritation- 
inhibition, hyperkinesis and akinesis. He dis- 
tinguishes unsystematic schizophrenias (affect 
paraphrenia, schizophazia and period cata- 
tonia) and systematic schizophrenias (cata- 
tonic forms, parakinetic, proskinetic and two 
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forms of speech catatonia). Of the paranoid 
forms he mentions the hypochondriac, phonem- 
ic, incoherent, fantastic, confabulous and ex- 
pansive. 

Statistics referring to the ages and sexes of 
the phasic and cycloid psychoses and schizo- 
phrenias show that hereditary influences are 
strong in both. 

Hrırscu L. Gorpon, M.D., 
New York, N. Y. 


Die SCHWERERZIEHBARKEIT UND DIE NEUROSEN 
pes Kinpesatters. By Georg Destunis. 
(Stuttgart : Ferdinand Enke Verlag, 1961, 
pp. 250.) 

This book, addressed to child psychiatrists, 
pediatricians, educators, and psychologists, is 
the fruit of a decade of the author's observa- 
-tions and experiences as director of the chil- 
dren’s psychiatric policlinic of Berlin’s Fried- 
richshain district. The subtitle, Eine psycho- 
pathologische Betrachtung, makes it clear that 
the presentation is concerned with phenom- 
enology, diagnosjs, and etiology and that no 
discussion of therapy is intended. 

The four sectidns lead in crescendo fashion 
from adjustment problems to “pre-neuroses,” 
neuroses, and “dissocial termination.” It may 
not be fair to use, as one is compelled to do, 
English terms for some of the German ex- 
pressions for which no exact equivalent is 
available. We have, for example, no word that 
could serve as a precise translation of Sch- 
wererziehbarkeit, which Destunis defines “a 
thild’s difficulties in adjusting to his environ- 

~.ment (family, peer group, job, society), leav- 
ae the question to what extent the 
milicit is of primary significance and to what 
extent the child’s constitution is responsible 
for the nature of the problem.” The author has 
tried throughout to do justice to both sets of 
influences, though ene is entitled to be puzzled 
by the categorical statement that in approxi- 

` mately 50% of maladjusted. children environ- 
ental pathogenicity is paramount while in 

e other half “hereditary, organic, or con- 
stitutional” factors are at play. This intro- 
duces an either-or concept which luckily is not 
adhered to in most of the text. 

There are detailed accounts of potentially 
noxious family situations (orphanhood, step- 
parents, position in the order of pirth) ; 
parental attitudes (strictness, overprotection, 
inconsistency, erotization, perfectionism, re- 
jection) ; domestic strife, separation, and di- 
vorce ; school influences in dealing with hyper- 

en kinetic, aggressive, inhibited, and immature 
students; organic (endocrine and cerebral) 
anomalies, There is a description of the various 


id \ 


forms of maladjustment; spite, aggression, 
attention-seeking, egocentricity, impulsiveness, 
intellectual and sexual precocity, timidity, 
spoiled child reaction, withdrawal, “laziness,” 
the “lone wolf” type, sensitiveness, “psychas- 

thenia,” slow development, lying, and lack of © 
affect. Brief case illustrations, which give no ` 
indications about what was or could be done — 
for the patients, relieve somewhat the 
monotony of mere enumeration and descrip- 
tion. It is probably because of the location of 
the clinic from which the case material is 
drawn that all patients come from a distres: 
ingly low socio-economic background, 

The “pre-neuroses” are interposed between 
maladjustment and the neuroses and occupy 
only 7 of the 250 pages. It is difficult to follow 
the author's reasoning in making the distinc- 
tion. “Stronger inner tension” is said to go 
beyond ordinary maladjustment, and reten- 
tion of some degree of inner control is said to 
differ from the complete lack of control in the — 
full neuroses. “Very often a neurosis develops 
from the pre-neurosis.” ` 

The neuroses are subdivided into spite, 
aggressive, anxiety, compulsive, depressive, 
inhibitory, hysterical, sexual, schizoid, puberty, 
habit (thumbsucking, nailbiting, hairpulling, | 
masturbation), and organ neurosis, the latter 
comprising tics, speech problems, pica, gastro- 
intestinal and respiratory phenomena, enuresis, 
encopresis, and vasomotor disturbances. For 
some strange reason, whatever meager (very 
meager) mention is made of infantile psy- — 
choses is treated under the heading of 
neuroses. ; 

The last section deals with the non-neurotic 
and neurotic “criminal” child, homicide com- 
mitted by children, unemployability, and 
prostitution. 

There is much meat in this book. The or- 
ganization makes for quite a bit of repetitious- 
ness. The case material does not comprise all 
sectors of the population and is limited almost 
exclusively to the “lower depths.” Of the 
references (in footnotes), about 150 are Ger- — 
man (including Swiss and Austrian), 6 are 
French, 1 is Russian, and 16 are English 
(British and American). One wishes that 
the author had availed himself of much of the 
current body of knowledge beyond the un- 
questionably important contributions in the , 
German language. One also wishes to see some 
follow-up notes about the children reporta 
in the text. The absence of any hint about 
therapy leaves one with the feeling of gloomy 
foreboding which, it is hoped, was not in- 
tended by the author. 
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jocial esas and the whole Mental 
alth movement lost one of its most im- 
proponents in the untimely death 
Albert Deutsch. 

fine writer and tireless champion of 
are and understanding of the emo- 
burdened and mentally ill persons 
bad died in his on of a heart 


time te his death he was deeply 
d in the work of a preparatory com- 
_ preliminary to the meeting of the 
oe etea Congress on Mental 


For the past five years, Mr. Deutsch had 

' ing a study of current methods of 
searc the treatment of the mentally 
n the United States and Canada. This 
had involved him in direct, on the 
is to about one hundred training 
clinics and research centers where 
sive esearch studies were in progress. 
ing this study of research programs, 
Sp nt much time with his well known 
tific colleagues who gave him gener- 
their time and shared their ex- 
ences with him. Characteristic of Al- 

; 's unique kind of eager enthusiasm, he 
d himself so enriched and heartened 


nee Poles less well Te who were 
engaged in promising research. He visited 
many of these groups and made more 

friends. 


idea for this study was first pro- 
jected by Albert Deutsch early in 1955. He 
“was eager “to ur ‘ertake a survey of mod- 
erm psychiatric! yht and research in the 
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United States for popular consumption.” 
he described his plan in a letter he stated. 


The main object would be to help clarify pul 
lic concepts of the methods, aims and aci 
complishments of American psychiatry. It is 
my belief that an over-all work of this kind, — i ! 
understandable to the layman, is sorely needed, a 


The Board of the National Association 
for Mental Health decided to support this 
important study and allocated funds for the 
project for a two-year period. Deutsch, in 
his prospectus, had assumed this would 
offer ample time for completion of his mis- 
sion, since he wrote of his intention “to 
visit from twelve to twenty research centers 
from Coast to Coast.” 

He envisioned 


the study would cover significant research ac- 
tivities in the cause, treatment and prevention 
of mental illness, basic research in human 
personality and behavior, therapies (chemical, 
electrical, psychotherapy), epidemiology of 
mental disease, mental health demonstration. 
projects, etc. 


On August 19, 1957, he wrote from Cali- — 
fornia : 


“The Quest for Mental Héalth” [the title of the 
book for which Basic Books had given him a 
contract in early 1957] continues to be an ex- 
citing project, but I am sometimes awed, 29- 
palled, overwhelmed, at the enormity of th” 

I have undertaken. I’ve interviewed t- 
erally hundreds of people, my notebooks stack 
up like a mountain. The raw research data . 
might reach to the top of Everest. Sifting them, 
and organizing the data has become quite a © 
job. But fun. om 


When the two-year grant from N.A.M.H. 
was used up, through the good auspices of 
the National Institute for Mental Health, 
additional funds to continue the study were ~ 
made available. `. ; 
_ It is a matter of profound regret that 


ALBERT DEUTSCH 


ate 


i 
ae! 


= 


1962 ] 


A $ iz 
` IN MEMORIAM 


Albert Deutsch was not permitted the privi- 
lege of living long enough to finish this im- 
portant task. He was so profoundly dedi- 
cated to this self-assigned mission. He alone 
could distill and crystallize the significant 
findings which were so eagerly gathered by 
him with the help and cooperation of his 
many hundred friends in the research fields 
he studied. ; 

Albert Deutsch from early adolescence 
displayed an eager interest in study. He 
often spoke of himself as self-educated. He 
was an omnivorous reader of history, but 
always in search of those facts which re- 
vealed the true social implications in history, 
because he cared about people. He wanted 
to know the cause behind the facts. 

When he published his book, The Mental- 
ly Ill in America, A History of Their Care 
and Treatment from Colonial Times, in 
1937 (Doubleday Doran and Co.), his 
friend, Dr. William A. White wrote in his 
introduction: * 


A great amount of research has gone into the 
making of this book . . . His approach to the 
subject as a social historian rather than as a 
psychiatrist makes possible an objective view 
free from the temptations of professional par- 
tisanship. - 


T do not possess the wisdom and profound 
Sagacity of our beloved friend, William A. 
White, but I venture to put in this record 
thet in my considered judgment, there is no 


r < other mali’ who possesses the needed ability 
and who may in the 


foreseeable future be 
able to utilize this accumulated material 
collected by Al Deutsch with “an objective 
view free from the temptations of profes- 
sional partisanship.” 

Many of the members and Fellows of the 
<imetican Psychiatrie _ Association have 
ktiown Albert Deutsch for many years. My 
friendship with him began while he was 
engaged in his research for his first book, 
The Mentally Ill in America, which was 
supported by a grant from the American 
Foundation for Mental Hygiene. Š 

His friend, Clifford Beers, believed in the 
honesty, sincerity and integrity of his search 
for truth. Through Beers’ enthusiastic sup- 


port, many#of thosé associated with the 


rogram of the National Committee for 
Mental Hygiene became involved in making 


r i le to him. 
The impact of this book upon the 
conscience of the nation had a profound 
effect. In these pages, written without bias, 
Albert Deutsch made possible a constructive 
use of our personal guilt. As a 
were mobilized to extend tl 
for more effective care and pr 
our work with the emotionally an 
a 


The efforts begun by Dorothea 
Clifford Beers were strengthened and 
tended. The support given through 
foundation of the National Committee pa 
off by a marked increase in citizen 
volvement through the activities of 
and state mental hygiene groups. This’ 
made available objective facts that 
new direction to the National Mental 
Health movement. eS an 

In 1941 Marshall Field began the publi- 
cation of his daily newspaper, PM. Albert 
Deutsch became an important staff writer, 
He wrote a column which was concerned 
with matters of health and welfare. 

His column was the first of its kind tobe ~~ 
published in any American newspaper. 
Many of the feature articles first published 
in his columns in PM furnished the basic 
material for the text of the important — 
volume titled The Shame of the States 
(Harcourt Brace and Co., 1948). ee 

This book had a powerful punch. The PM 
articles had wide readership appeal. In this 
book he emerged as a crusader for the 
mentally ill in America. Mea 

In the preface he wrote, 


pee ae 


In many places state hospital conditions have. 
actually worsened since my survey was com- 
pleted . . . The insane have no vote, so eal 
culating politicians, in the absence of public 
pressures, tend to forget their desperate needs. 
The personal friends and relatives of the in- 
stitutionalized insane do vote, but. they are 
generally frightened, confused, and ashamed 
~ , . the crusading journalist with a sense of ` 
social responsibility must mesh his own efforts 
with organizational activities aimed at a com- 
mon goal, Fundamental reform of our in- 
grained state mental hospital system is a long 
time project, but it must come. Etched deep in 
my own heart and mind are the many „pitiable 
scenes I witnessed on the wards of mental 
hospitals during my survey. I shall never for- 
get them. And so long Nee poignant mem- 
à i aN é 


1066 


IN MEMORIAM 


ories remain, I shall continue to be a part of 


the movement for civilized, humane and scien- 


tific treatment of those who cannot speak for 


ani 


themselves. 


"In 1945 Albert Deutsch wrote a series of 
articles depicting in a very straightforward 
fashion the poor conditions which existed 


in the Veterans Hospitals. These facts, re- 
vealed through the public press, aroused 


very considerable popular concern. Many 
of the men and women discharged from the 
services because of emotional and mental 
disturbances had been transferred to the 
Veterans Hospital facilities because the 
problems were considered service con- 
nected. 

Albert Deutsch was ordered to appear 
before the Committee on World War Vet- 
erans’ Legislation of the House of Repre- 
sentatives. The report of Friday, May 18, 
1945 is a matter of public record. On this 
day Albert Deutsch was called upon to 
testify. Committee Exhibit No. 1 from PM, 
January 7, 1945 was titled, “The Nation.” 
The sub-title read “Vets’ Set-up Needs Re- 
vamping now to Avert Scandal. Study 
Shows Many ‘Dollar Honest’ Executives 
are Incompetent.” 

Other articles dated January 8, 1945 and 
May 18, 1945 were also reprinted in full 
text, 

As a witness duly sworn Albert Deutsch 
indicated to the Chairman that he had pre- 
pared a brief statement. He was told by 
Chairman Rankin, “You are here as a wit- 
ness to answer whatever questions counsel 
and the Committee may wish to ask.” Dur- 
ing the questioning the witness was asked, 
“Who else did you confer with ?” As this 
question was repeated again and again, Mr. 
Deutsch had to include in his testimony, “I 

. conferred with several Veterans Administra- 
tion—members of the staffs of Veterans’ 
Administration Hospitals.” When pressed to 
reveal the names of persons with whom he 
had talked, he replied in his characteristic 
straightforward fashion, “Their information 


“ayas given to me with the promise on my 


part I would keep their names in strict con- 
fidence, so I would like to be excused.” The 
pressure to reveal names of people con- 
tinued, until finally he stated, “I consider 


myself bound e personal integrity 
A 


and professional ethics not to reveal, not to 
violate a confidence given to a newspaper.” 

Mr. Rankin, the Chairman, responded, 
“You are going to have to answer that ques- 
tion or we will have to cite you for con- 
tempt.” In response Al Deutsch said, “I 


would be very glad to give you the informa- 


tion I received, Sir, but I fee] myself bound 
by journalistic ethics not to violate the con- 
fidence I gave.” 

The Chairman, with evident irritation, 
replied, 


Your oath is superior to any journalistic ethics. 
You will have to answer the question of coun- 
sel or it will be the duty of this committee to 
cite you for contempt of Congress and subject 
you to prosecution, just the same as if you were 
in a grand jury. You are going to have to 
answer that question or else we are going to 
have to cite you for contempt of the House. 


Subsequently Al Deutsch called Marshall 
Field that evening to tell him of the threat 
to cite for contempt. Marshall Field, who 
himself had courage and real integrity, sup- 
ported Deutsch in his position. Then en- 
sued a light note of banter. “What is your 
favorite kind of food in case you have to 
go to jail ?” Marshall‘Field asked, When Al 
replied, “Chocolate cake,” his publisher 
told him he would make it his business to 
pm bring him chocolate cake each: 


end of a long period of insistent quéstion- , 


ing, called upon the clerk to call the roll. 
“The vote was 13 ayes and ,5 nays.” The 
Chairman then said, “Have the counsel 
prepare the citation.” ' 


The citation for contempt was eventually. 


rescinded, but more important for Albert 
Deutsch was his first hand knowledge that 
many of the problems existing at the time 
when the articles were written were cor- 
rected. Once more this crusader had the 
satisfaction that through his efforts and 
those of others, our sick veteran popula- 
tion were getting more adequate and en- 
lightened treatment. 

In 1949 he began to write for the New 
York Post. His friend, Marshall Field, had 
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taken on a larger task as publisher of A 


a large Chicago daily paper, and Albert 
Deutsch was involved in his study of de- 
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linquency problems in children which he 
had begun in 1947. 

He says of the preparation for this im- 
portant book : 


I visited a number of institutions for delinquent 
children from coast to coast . . . I by-passed 
the lower category states deliberately, lest it 
should appear that I had sought out the worst 
on a muckraking expedition . . . In the course 
of my survey, I consulted with many leading 
authorities in the field, talked to scores of re- 
form school inmates, visited detention homes, 
jails and additional institutions—other than re- 
form schools—where children were maintained, 
and read through hundreds of pertinent re- 
ports, public and confidential. 


It is important to realize that this book 
emerged through the response to a single 
article published in the Womans Home 
Companion, later enhanced by the material 
which he gathered for two series of news- 
paper articles gn this important subject. It 
is worth recalling that in 1941 he had pub- 
lished a study made in collaboration with 
David M. Schneider, published by the Chi- 
cago University Press, titled The History of 
Public Welfare in New York State, 1867- 
1940. 

In 1955 he published The Trouble With 
Cops (Crown Publishers, Inc.). For years 
he had spent his summers in Berkeley, 
Calif, In conversations with his friend, 
August Vollmer, whom he describes as “the 
_ father of modern American police science,” 

€ O. W. Wilson, Dean of the University of 
California School of Criminology, and Pro- 
fessor Austin’ MacCormick, of the School of 
Criminology, he found another field of deep 
interest for his perpetually inquiring mind. 

It is indeed a sad reality for all of us 
who knew him, and for all the untold 
thousands who could have found new in- 
sights into the expanding new frontiers of 
research, that he could not have lived long 
enough to complete his book upon research 
which he had titled The Quest for Mental 
Health. f 

During his lifetime he was the recipient 
of many awards and citations too numerous 
to mention. The one which meant the most 
to him and gave him abiding satisfaction 
came to him when the American Psychiatric 
Association made him an Honorary Fellow, 


ee { 


relatively few persons in this country. ' 
After news of his sudden death, many 


friends found it necessary to meet together. | 


His beloved friend, Doctor Julius Schreiber, 
delivered a deeply moving eulogy in New 
York City on June 25, 1961. i 

On July 6, 1961, a special memorial serv: 


ice was held at the Cosmos Club in Wash- — 


ington, D. C. The Hon, David L. Bazelon, 
Judge of the United States Court of Appeals 
for the District of Columbia Circuit, pre- 
sided, and Charles I. Schottland, Dean of 


the Brandeis School of Social Work de- x 


livered a memorable address. 


Again on November 3, 1961, a memorial — 


meeting was convened in the large audi- 
torium of the National Institute of Health, 
and four of Albert’s friends paid tribute to 
his several fields of life interest. Dean 
Schottland discussed some of the challeng- 
ing problems in the field of social welfare ; 
L F. Stone, journalist, spoke of some of the 
problems of the crusading journalist in 
modern society; Doctor Jack R. Ewalt 
talked on major unmet needs in the treat- 
ment of the mentally ill; and Austin Mac- 
Cormick, penologist with the Osborne 
Foundation, discussed criminology and the 
correctional field. 

In order to try to perpetuate some of the 
gifts given to us by our beloved friend, Al- 
bert Deutsch, a group of friends met in 
Washington on July 6, 1961, and created the 
Albert Deutsch Memorial Foundation, with 
an office address at 1130 Dupont Circle 
Building, Washington 6, D. C. Dr. Julius 
Schreiber was elected President. A brochure 
setting forth the aims and purposes of the 
Foundation is in preparation. The Board 
desires to help in perpetuating the tradi- 
tion established by Albert Deutsch in his 
writing on important aspects of the whole 
Mental Health field. 

A plan has been projected whereby when 
funds are made available through contri- 
butions to the Foundation an annual jour- 
nalistic award may be given to a writer, 


chosen by an award committee of journalists _ 
. 


and other writers of eminence. 

It is anticipated that a series of three- 
month fellowship awards may become 
available for distribution to young men and 
women newspaper writers who evince an 
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a signal honor which is conferred upon — 


“of the problems of the Mental articles published in magazines and 
Id. The Board of Trustees of the cals which will be selected by a co 
have been approached by at because they are deemed importa 
nical psychiatric training and preserve as a permanent record. Thi 
ch facilities expressing an interest and addresses given by Albert Deutsch’s 
e to become involved in such an in- at the Washington meeting will be inclu 
service fellowship educational experience in this volume. 
for able writers who may be selected for The writer feels the need to offer a 
this kind of program. Through this medium of explanation for the length of this trib 
‘of special experience, it is hoped we may For those who are not familiar with 
be able to assist in the creation of a new great contribution Albert Deutsch mad 
up of Albert Deutsch counterparts for our field, I have attempted to summarize 
the future needs in this important field of some of the areas of his significant conti 
ublic education in the Mental Health field. butions to our better understanding ¢ 
‘It is further planned to publish a memo- “man’s inhumanity to man.” $ 


it ` t 


Sed 


— ee 


ee. 


en y 
‘June THE AMERICAN JOURNAL OF PSYCHIATRY 


PUBLICATION TRENDS IN AMERICAN PSYCHIATRY; 1844- 
I, GENERAL SUBJECT CATEGORY AND ETIOLOGY a 


JOHN PAUL BRADY, M.D.* 


The birth of periodic psychiatric litera- 
ture in America in 1844 coincided, within 
3 months, with the founding of the Ameri- 
can Psychiatric Association, then called the 
Association of Medical Superintendents of 
American Institutions for the Insane, The 
American Journal of Insanity, later to be- 
come the American Journal of Psychiatry, 
and the many later periodicals devoted to 
the specialty of psychiatry are a permanent 
record of progress in the care and treat- 
ment of the mentally ill, More than this, 
they are a record of changing ideas and 
attitudes about? the problems of psychiatry 
in all its ramifications. Indeed, an analysis 
of the contents of these journals reveals not 
only the state of psychiatric knowledge and 
practice at different periods, but the influ- 
ence on psychiatric thought of other clini- 
cal disciplines, developments in basic 
medical sciences, and changes in the philo- 
sophico-social milieu, the Zeitgeist, in which 
»psychiatry, like other products of the cul- 
ture, has developed. In this series of re- 
ports, a statistical analysis of the content 
of a large sample of the American periodi- 
cal literature in psychiatry was used to 
trace these developments and influences. 

Medical monographs dealing with psy- 
chiatric subjects" had. been published in 
America well before the first issues of the 
American Journal of Psychiatry. Reprint- 
ngs of treatises by Englishmen were pub- 
lished in 1808 and 1811(11). The first 
American monograph was Benjamin Rush's 
classic, “Medical Inquiries and Observa- 
tions Upon Diseases of the Mind, pub- 
lished in 1812. Between 1842 and 1846, a 
weekly newspaper titled the Asylum Jour- 
nal was published at the Brattleboro Re- 


TREE PGs 117th annual meeting of The 
eee Psychiatrie Association, Chicago, M, 
ay 8-12, 1961. 5 
2 Institute of Psychiatric Research, Indiana Uni- 
versity Medical Center, Indianapolis, Ind. 


treat in Vermont. Although it was 
the effort and writings of patients, 
relating to psychiatric problems written 
psychiatrists did appear occasionally(# 
However, the first American journal, 
lished under medical auspices and d 

entirely to neuropsychiatric problems 


Lunatic Asylum” at Utica, N. Y.’ It is 
no accident that the American Journal of — 
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to shape the development of forensic psy- 
chiatry in America for many decades, was 
published in 1838(13). In 1841, Dorothea 
Dix secured a judicial order requiring that 
ore heat be provided for the hospitalized 
insane in a Massachusetts prison, and her 
hhumanitarianism had more and more in- 
fluence. The present analysis of trends in 

American psychiatry begins then in 1844, 


with the earliest issues of the American” 


_ periodic psychiatric literature. 


Collection and Analysis of Data * 


The papers appearing in four national, 
general psychiatric journals, were surveyed 
in the study as follows: 

~ 1. The American Journal of Psychiatry. 
The articles that were analyzed appeared in 
every fifth year’s volume from 1844 to 
1940 and in each year’s volume from 1941 
to 1960. Because of the small size of the 
earliest issues, the papers published in 
1844 and 1845 were combined. The journal 
was published 4 times a year until 1930, 6 
times a year until 1947, and monthly since 

_ that time, In 1921, the name was changed 

- from the American Journal of Insanity to 
its present one. 

2, The Journal of Nervous and Mental 
Disease. The papers analyzed were from 
every fifth year’s volume from 1874 to 1940 
and those from each year’s volume from 

1941 to 1960. This journal was published 
_ 4 times a year until 1890, but monthly 
_ since then, The first two issues, published 
under the earlier name of the Chicago 


5 Of course, it could be argued that the present 
analysis does not reflect publication trends in 
general but only those of the 4 journals sur- 
veyed, The number of American journals of psy- 
chiatry indexed in the Quarterly Cumulative In- 
dex Medicus (and it successor, Index Medicus) 
rose from 6 in 1920, to 7 in 1930; 15 in 1940: 
18 in 1950; and 25 in 1960, Many of the newer 

4 journals are more specialized and attract papers 
that might otherwise have appeared in the jour- 
nals surveyed (e.g., Quarterly Journal of Studies 
on Alcohol, Journal of Neuropsychiatry). The pub- 
lication of articles relating to psychiatry in the 

Se annals of related disciplines (psychology, neuro- 
pliysiology, etc.) is a confounding factor also. 

Nevertheless, the 4 older journals used in this 
study, all now monthly publications of large cir- 

culation, probably reflect rather faithfully the 

broad trends in interest and viewpoint that have 
occurred, : 


Journal of Nervous and Mental Disease, ~ 


were combined in this survey. 

3. The Archives of General Psychiatry. 
The papers from each year’s volume from 
1941 to 1960 were surveyed. Until 1958, the 
earlier name was the Archives of Neurology 
and Psychiatry. It has been published 
monthly during the period surveyed. 

4. Diseases of the Nervous System. The 
papers of each year’s volume from 1941 to 
1960 were included. This journal is pub- 
lished monthly. 

Only full-length articles were included 
in the analysis, and those dealing primarily 
with neurological topics were excluded. The 
present combined circulation of the four 
journals is over 34,000. The total number 
of individual articles included in this sta- 
tistical study is 6,882. 

All articles surveyed were classified ac- 
cording to the general category of the sub- 
ject matter of the paper and the profession 
and geographical location of the author. In 
addition, when applicable, papers were 
classified as to 1. The etiological emphasis 
stated or implied in the paper ; 2. The cate- 
gory of treatment or treatments described ; 
and 3. The type of basic research reported. 
The present report concerns only two of 
these : the general subject category of the 
papers and their etiological emphasis when 
one exists. s 


General Subject Category P 
The articles appearing in psychiatric 
journals could be classified in countless ~ 
ways, and any system of classification is 
arbitrary to some extent. In this report, all 
papers were classified into one of 8 subject 
categories according to their main focus of 
interest ; the system was intended to cor- 
respond in part to some hypotheses about, 
trends in American psychiatry. Of coursé, 
alternative systems of classification will oc- 
cur to the reader, as, for example, classifi- 
cation along diagnostic lines (schizophrenia, 
drug addiction, etc.), or type of practice 
(military psychiatry, institutional practice, 
private practice, efc.). Although the 8 cate- 


gories selected were carefully defined to E 


avoid overlapping, some papers presented 
special problems as to which of two cate- 
gories was more appropriate, and a judg- 
ment had to be made for such “borderline” 
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cases. The limits of each category will be separate analysis was made of the particular 3 
defined as the category is discussed in the etiological factors emphasized in the papers — 
analysis of trends below. Figure 1 shows surveyed. This analysis includes not only ~ 


FIGURE 1 


Percentage of Papers in Each of 8 General Subject Categories i i 
The Papers Appearing in 1844 and 1845 Have Been Combined s 
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the. percentage’ of papers falling into each those papers dealing primarily with etiol- 
of the 8 subject categories at 5-year inter- ogy, but all papers in which some etiological — 
vals. Note that the percentage contributions orientation or assumption is either stated or 
of the 4 categories shown in the upper part implied. For example, clearly recognizable 
of Fig, 1 (etiology, forensic psychiatry, ad- etiological biases are detectable in many 
ministration, and diagnosis-description) papers dealing chiefly with research or- 
have tended to decrease, especially in re- treatment. : : i 
cent decades. On the other hand, the cate- Five categories were used in the classi- ; 
gories shown in the lower part of the figure fication of papers according to their etio- 
* (treatment, basic research, teaching-train- logical emphasis : genetic-constitutional, 
ing, and other) have tended to increase. biochemical, neurological, psychological, 


These + i discussed in more and social. Of course, multiple etiological 
Se sar factors are cited in many psychiatric arti- 


oe cles; but the etiological factor or determi- 
nant being stressed or explored in the paper 
i “etiology” determined its classification. Because of the . 
Pe = fe pene a ese ae small number of papers available from*the 
exploration of some etiological hypothesis earlier Dem a Pae a aoup 
concernin; chiatric disorders. No clear were use in the first sis. | : 
trend in ae SA of papers in this phasizing genetic, biochemia m a 
category is apparent (Fig. 1). However, a logical factors were groupe’ together under 
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bric. “genetic-organic’; those em- 
izing psychological or social factors 

grouped as “psycho-social.” These 
are shown in Fig. 2. 


great strides were being made in an under- 
standing of the physical basis of psycho- | 
logical functioning and mental disorder. In 
1822, Bayle reported an association be- 


FIGURE 2 


f Trends in the Relative Frequency of Reports Emphasizing Genetic-organic and Psycho-social Etiological Factors 
The Data from 1844 and 1845 Have Been Combined 


1943 1945 1947 
e etiological conceptions of the 18th 
y 19th century were pervaded by 
nental illness as demonic posses- 
the consequences of intemperate 
and do not fit easily into the 
chotomy. Although these moral- 
iceptions have never completely dis- 
‘om psychiatric thought, their 
ven the earliest issues of the 


ed in the present survey shows a high 
percentage of papers stressing genetic- 
organic etiological factors (Fig. 2), This 
may seem surprising at first since the 

eriod is associated with a growing aware- 
ness of the importance of social and psycho- 
logical factors in the development of psy- 
_ chiatric disorders, and the development of 

a system of moral or psychological treat- 

ment. However, this is also a period when 
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tween general paresis and a chronic: in- ~ 


flammation of the meninges. Gall’s concep- — 


tion of functional localization in the brain 


had a great influence on the psychiatric 
thinking of the time; this is clear in the 
Writings of Amariah Brigham and others — 


(16). Many of the staunchest advocates of 


the moral treatment of the insane recog- 
nized that the efficacy of psychological 
measures in no way precludes the possibil- 
ity of an organic origin of their disorders. 
This was true of Pinel who derives much 
of his fame from his plea for psychological 
measures for both humane and therapeutic 


reasons in his classical treatise, “Traité 


médico-philosophique sur I’Alienation Men- 
tale.” In the same monograph, however, he 
speculates on the likely origin of some forms 
of mania in the abdominal viscera (12) : 


The preludes of the inyasion and return of 
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manical attacks may be various ; but it seems, 
in general, that the primary seat of this aliena- 
tion is in the region of the stomach and the 
intestines, and that from this centre it prop- 
agates itself, as it were, by irradiation, and 
deranges the understanding 


This same juxtaposition of the concept 
of mental disorder as physical disease and 
arguments for the efficacy of psychological 
management appears in the early American 
literature. The first issues of the American 
Journal of Insanity contain many papers 
which stress the importance of the personal, 
social, and recreational needs of the hos- 
pitalized insane. At the same time, one finds 
statements such as the following from the 
second issue of the journal(3) : 


We [the editors] consider insanity, a chronic 
disease of the brain, producing either de- 
rangement of the intellectual faculties, or pro- 
longed change of the feelings, affections, and 
habits of the fndividual.® 


Genetic-organic conceptions of psychi- 
atric disorder continued to predominate in 
the decade which followed. A further in- 
crement appears in the 1860's and ’70's 
(Fig. 2). In Germany, the moralistic con- 
ceptions of Heinroth were being sup- 
planted by the neurological ideas of Grie- 

e singer, which were to dominate German 
psychiatry and influence psychiatric thought 
over the world for many years. Griesinger’s 
classical monograph, “Pathologie und Ther- 
apie der psychischen Krankheiten,” first 
available in English in 1862, begins with 
an assertion which portends the main direc- 
tion of psychiattic thought for the rest of 
the century: “Mental diseases are brain 
diseases,” Griesinger’s influence on the 


** 6 Many of the specified etiological conceptions 
of the psychiatrists of this period appear naive, if 
not fanciful, to us today. A case report of 1845 
describes a 15-year-old boy afficted with a 
“violent but platonic passion d 
than 40 years of age.” The author ascribes 
derangement to physical e diseas 
which led to these terrible results had its ofigit 
in a blow omf the head with the end of a roun 
ruler—one of the gentle reprimands then so com- 
mon with school masters.” Another patient, de- 
scribed in the same dssue, is subject to fits of 
violence and paranoid ideation which is attribui 
to psychological causes : “Abstru 
sophical inquiries of the mind in heal 


for a lady more 


causes: “The disease — 
-in the brains of paretic patients. 


ted percentage of the articles surv 


“Abstruse but vain philo- 
n health.” 


erature, and his convic f 
pathologic anatomy for mental 


states(8): “In the present. 
knowledge of mental disord 
called upon to recognize em 
toms of lesions of the brain and 
Impetus was added to th 
brain lesions in cases of mental 
by the development of new s 1 
niques by Golgi, Ramon y Cajal, 
and others, and by the neuro 
discoveries of such men as Me; 
Hughlings Jackson. Pathological — 
tories were set up in many mental hos 
and exhaustive gross and microscopic 
ses of the brains of mental, patients 
undertaken, Additional impetus 5 
from the success of neuropath logic 
proaches in the discovery of new 
entities associated with psychic di 
ances, Bourneville described ti 
sclerosis in 1880; Pick, lobar 
1892: Alzheimer, presenile di 
1903, etc.(9). et 
Theories of mental illness as 
progressive hereditary degeneracy becam 
popular, especially in France(1) ap- 
pellation “incurably insane” began to appear 
in the American literature in the closing — 
decades of the century, Another fa et 
the genetic-organic orientation: is apparen 
in the theories of mental disorders as 
result of “nervous exhaustion,” aut 


These formed 
of the Weir Mitchell rest treatme 
decades as evidence grew for a causal r : 


int 
nervous disease. The genetic-orgai 
Jationship between syphilis and some for 


cation, and the like prevalent at the time, 
the rational basis, in part, 

o 
phasis reached its apogee at the turn of 
the century and persisted for s i 
of insanity(10, 14); and, in 1913, Nogu 
and Moore demonstrated treponema allida 


Beginning in the second decade oft 
ent: _ psychosocial etiological 
tors again began to account for a s 


F this trend had been 
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rs earlier in neurological clinics in 
is, at the Saltpétriére under Charcot, 
and in Nancy under Bernheim. These men 
‘and their students (Janet, Forel, Freud, 
and others) studied hypnosis and its re- 
ationship to hysteria, and laid the founda- 
ion of modern dynamic psychotherapy. In 
1909, Freud visited America; and papers 
“describing psychoanalytic theory and tech- 
nique by A. A. Brill, Ernest Jones, and 
others began to appear in number in the 
American psychiatric literature. In 1911, 
the American Psychoanalytic Association 
‘was founded. The search for the basis of 
major psychiatric disorders in brain lesions 
“had proved disappointing, aside from gen- 
eral paresis, the psychological accounts of 
mental illness, aided by the apparent suc- 
cess of analytic techniques in the under- 
standing and treatment of the neuroses, be- 
came more numerous. Adolf Meyer's 
~ conceptions embodied in the term “psycho- 


biology’ and Bleuler’s contribution to 
schizophrenia added to the trend. In the 
present survey, the psycho-social emphasis 
reached its height in the 1940's, before the 
reverse trend began once again (Fig. 2). 
This last reversal probably had its origin 
in the previous decade, when the somatic 
therapies were discovered and stimulated 
greater interest again in the physical basis 
of mental disorder. The psycho-social ap- 
proach with respect to the major psychoses 
was in turn proving disappointing. This ap- 
proach provided no more definitive an ac- 
count of the etiology of psychosis and no 
more definitive treatment than had been 
realized by the neuropathologists of earlier 
decades. The very rapid rise in the genetic- 
organic emphasis in the 1950's (Fig. 2) is 
probably related to the impressive advances 
in the understanding of brain function and 
behavior in all their ramifications resulting 
from basic-science approaches and develop- 


i FIGURE 3 
Trends in the Relative Frequency of Reports Emphasizing Genetic, 
Biochemical and Neurological Etiological Factors 
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ments in psychopharmacology. The details 
of these developments will be traced in a 
later report. 

Figure 3 shows a year-by-year analysis 
from 1941 to 1960 of the papers classified 
under genetic-organic etiological emphasis 
into the 3 main subgroups : genetic, bio- 
chemical, and neurological. Over the last 
5 years, the neurological emphasis is gradu- 
ally being replaced by the biochemical. 
This change is probably related to recent 
rapid developments in clinical and experi- 
mental psychopharmacdlogy, interest in 
psychomimetic drugs and the study of 
model psychoses, and the renewed interest 
in the search for biochemical correlates of 
normal and aberrant behavior. 

There have been, of course, many sub- 
currents in the ebb and flow of emphasis 
given to organic and psychological de- 
terminants of mental disorder that are not 
apparent in the present statistical analysis 
of trends. There have been changes also in 
the depth and sophistication of etiological 
accounts of mental disorder at different 
times, that we fecognize as progress. We 
trust that the seemingly circular course of 
psychiatric thinking may be likened, as 
Thomson observed 70-years ago(17), “.. .to 
a spiral ascent, opinion repeatedly coming 
round toward former positions, but each 
etime above, rather than at the level of the 
older views.” 


Forensic Psychiatry 

All papérs dealing primarily with 
legal aspects of psychiatry were placed 
in this category. «As Fig, 1 shows, for- 
ensic psychiatry’ claimed a high per- 
centage of the early American psychiatric 
literature. New and more liberal legislation 
«With respect to the mentally ill was a 
natural concomitant of the great social re- 
forms spurred by Pinel, Esquirol, and their 
successors, The fathers of American psychi- 
atry, men of great humanity, addressed 
themselves with vigor to the problems of 
criminal responsibility of the mentally „ill 
and the adequate protection of the mentally 
incompetent. As mentioned earlier, Isaac 
Ray wrote an important monograph on 
problems of medica? jurisprudence in 18 
(13). New psychiatric journals appeared 
in 1853 and 1867 which, although short- 


lived, gave special attention to legal prob- 
lems.” This. attention sharply declined to- — 
ward the end of the century, giving way to 
the growing preoccupation with etiology 
and interest in diagnosis and description 
(Fig. 1), OF course, there is still great inter 
est in forensic psychiatry, but it constitutes 
a smaller percentage of the more r 
psychiatric literature, the greater portio: 
being devoted to the categories of psychi 
atric interest shown in the lower portion o 
Fig. 1. Y 
Administration 
Papers dealing with the organization 

psychiatric hospitals and clinics, logistic as 
pects of patient care, and managerial prob 
lems in institutional psychiatry were cat 

gorized as administration. This category 
also claimed a high percentage of the early. 
American literature, since this was a time of 
hospital construction and awakened concern 
for the physical environment of patients. 
However, papers dealing primarily with ad- 
ministrative problems have been less nu- 
merous since these early decades (Fig. 1). 


Diagnosis-Description 

Papers dealing chiefly with descriptive 
case reports, the delineation of psychiatric 
syndromes, and problems of diagnosis were 
placed in this category. About 25% of papers 
fell into this group until the 1890's, when 
interest in detailed clinical description and 
the classification of mental disorder was 
stimulated by Kraepelin. His monumental __ 
textbook Kompendium der Psychiatrie had 
first appeared in 1883. As greater varieties 
of psychological disorders were delineated, 
and alternative nosological systems were 
proposed and argued, this category came to 
outnumber all others combined (1915 in 
Fig. 1), but it declined also as new ideas 
and discoveries claimed psychiatric atten- 
tion in the decades which followed. 


BS s ine, 


Treatment 
Papers focusing chiefly on the treatment 
of psychiatric disorders were classified here, 
As might be expected, this category has 
7 These were the American Psychological Jour- 
nal, founded by Edward Mead in 1853, and the 
rterly Journal of Psychological Medicine and 
Medical Jurisprudence, founded by William A. 


Hammond in 1867. 


7 AEE soy DAE ATE à 
PUBLICATION TRENDS IN AMERICAN PSYCHIATRY : 1844-1960 [J 


steady rise with the development 
e somatic therapies in the 30's, psycho- 
macologic agents in the 50's, and psy- 
therapeutic techniques throughout this 
riod. It has been the single largest cate- 
ry in the papers surveyed since 1940 

g. 2). A more detailed analysis of these 
ends and the types of treatment reported 
the literature will be reviewed later. 


Basic Research 
Papers reporting experimental studies, 
hether on animal or human subjects, were 


stead in the category of their primary 
ocus (treatment, diagnosis, etc.). Papers 
ere placed in this group only if they were 
ports of basic-science techniques applied 
psychiatric problems (¢.g., biochemistry, 
irophysiology, experimental psychology ). 
category also has shown a steady rise 
g the last three decades, and in recent 


apid rise was observed also by Smith, et al. 
in their survey of 16 years of the 
an Journal of Psychiatry. A more de- 
alysis of these data will be reported 


taining 
ers dealing with some aspect of 
n or training in the mental health 
medical students, general practition- 
ses, psychiatric residents, etc.) were 
the category teaching-training. In 
s. this category has consistently 
gnificant percentage of the psy- 
iterature. The greatest number is 
nd in the post World War II period, 
n there was a rapid expansion in resi- 
ency training programs in psychiatry, post- 
graduate courses for practicing physicians 
and a renewed look at teaching and train- 
ing in the mental health area at all levels 
Fig. 1), : 


Other 


Many papers surveyed in this study pre- 
sented special problems in classification, 
and in a few instances almost arbitrary 
choice had to be made between two con- 


tending categories. In addition, some papers 
fell into none of the previously described 7 
categories; these were classified as other. 
These papers were either highiy theoretical _ 
(and not concerned with etiology, diag 
nosis, or any of the other categories even 
indirectly) or dealt with subjects not tradi- — 
tionally within the ken of psychiatry. It is = 
interesting to note the sharp rise in this ~ 
category in the post World War II. period 
(Fig. 1). Psychiatrists took stock of them- < 
selves and their specialty, examined the 
boundaries of their field, and sought to 
apply their psychiatric information and in- 
sights to many broad problems facing the 
nation and the world. Thus, papers ap- 
peared on the relationship of psychiatry to 
other disciplines (¢.g., “The relation of psy- 7 
chiatry to psychology”), the relationship of 
psychiatry to the public (e.g., “What the 1 
public thinks of psychiatry”), broad social = 
and political questions (e.g., “War crimes,” 
“Psychiatry and international understand- 
ing”), etc. 


SUMMARY 


Publication trends in American psychia- 
try were examined by means of a large sam- 
ple of the psychiatric literature from 4 gen- 
eral psychiatric journals over a 117-year 
period. This paper concerns the general 
categories of subjects treated in the litera- 
ture and changes in etiological emphasis. In 
later reports, trends in treatment, research ~ 
and other categories will be traced. 
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_At times our society seems preoccupied 
_ with the concept of freedom, and by legis- 
lation has adopted safeguards for it. How- 
ever, we find that only a few of those psy- 
_ chiatric patients who have been hospitalized 
against their wishes make any real efforts 
to obtain their freedom. They appear either 
to realize their need for treatment or else 
_ they are too sick to seek such freedom. 
In most jurisdictions the use of the 
_ writ of habeus corpus(1, 12), when ap- 
plied to hospitalized patients, has referred 
specifically to matters of legal technicality 
` such as proper procedure, signatures, forms, 
etc., while the determination of the need 
_ to continue hospitalization has been con- 
sidered separately and is usually referred 
to as a sanity hearing. Michael and Wech- 
sler define the criteria for release as(17) 


_ Generally, a person committed as insane or 
_ feeble minded is not to be released until in 
' the judgment of the superintendent of the 
_ institution or of a court he has “recovered” 
or been “restored to his reason or his ‘tight 

mind’ or is well enough to be released, or it 
_ is no longer dangerous for him to be at large.” 


In Maryland, the test applied at a sanity 
hearing (22, 23) essentially is 


- or, “by reason of mental disease he is a 
danger to himself, to his own safety, or a 
menace to the safety or the person and or the 
_ Property of other people” if at large. t 


This is essentially the test in most states 
at the present time(8, 12, 17, 18). 
e procedure for obtaining a hearing 


1 Read at the 117 
American Psychiatric 
May 8-12, 1961. 

2 This project was carried out with assistance of 
the Friends of Psychiatric Research, Inc. 

8 Respectively, Court Psychiatrist, Court Psy- 
chologist, Circuit Court for Baltimore County. 


4 Research Psychiatrist, Spring Grove State Hos- 
pital. 
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in Maryland is that the patient, hospital, 
any other interested party writes the co 
requesting a sanity hearing. The c 
then asks the hospital its reasons fot re! 
ing to release the patient. A hearing 
ordered unless certain technical require 
ments are not met; i.e., improper jurisdic- 
tion, too soon since last hearing, etc. 
Being familiar with such hearings 7 
began to wonder about what type of- 
patient requested a hearing and more par- 
ticularly about what happened to the pa- 
tients who were released by the courts and 
to those who were remanded, i.e., returned 
to the hospital. : 


as several studies with reference to extra- 
hospital adjustment rate, In summary, these 
articles suggest a satisfactory extra-hospital — 
adjustment rate of 30%-50% in psychotic pa: 
tients, when the adjustment is a ratio be 
tween the total released and those adjusting. 
Various studies gave prominence to occu: 
pational adjustment, lack of difficulties wi 
police, and re-occurrence of hospitalization. 
Some also mentioned community factors 
which were significantly related to rate of 
discharge such as population density, ete. 

As a result of these findings we sought to 
determine their relevance to a sanity hear- 
ing population. The following hypotheses 
were therefore considered : 

1. There is a significant difference in the 

‘aracteristics of court-released and court- 
remanded petitioners, 

2. There is a significant difference in the 1 
Percentages of satisfactory and unsatisfac- 
tory adjustment between a court-released 
group and a court-remanded group who ~ 
subsequently are released by the hospital 
or elope. a E 

3. There is a significant difference in the ~ 
characteristics of the satisfactory and non- ~ 
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7 : 

satisfactory adjustment groups. 

The population investigated was obtained 
from Spring Grove State Hospital located 
near Baltimore, Md., which contains ap- 
proximately one-half of the white state 
hospital population. The hospital records 
of all patients who had requested sanity 
hearings (or writs of habeus corpus) 
from October 24, 1951 to December 9, 1959 
were examined and certain common statis- 
tical data were obtained. It was found that 
104 different patients had petitioned for 
such hearings but that only 73 cases reached 
court. Of this group 26 were released by 
the court, the remaining 47 were remanded 
to the hospital from which 10 were eventu- 
ally discharged and 12 eloped. For those 
patients who had more than one hearing 
and were never released, the last hearing 
at which they were remanded was used for 
the purpose of this study. For those who 
had several hearings and were released on 
one or more océasions, only the last hearing 
at which they were released was considered, 
and regardless of the fact that they were 
remanded at a subsequent hearing, they 
were considered in the released group. The 
eloped category was used for patients who 
eloped. and remained away from the hos- 
pital for over 6 months. Patients were con- 
sidered as still being in the hospital even 
df they were on parole, foster care or had 
been ‘directly transferred to another hos- 
pital where they‘still resided. 

For all the patients released by the court, 
or discharged by the hospital, or who had 
eloped, an attempt was made to get a 
follow-up with respect to their community 
adjustment. ‘For most cases, it was possible 
to obtain this information directly from 
the hospital records. For those who had 

¿eloped and not returned, or had been re- 
Teased by the court or discharged by the 
hospital and not returned to Spring Grove, 
the follow-up information was not obtained 
from the patients but by letter or phone 
from relatives, friends, attorneys, police, 
public health nurses, other institutions to 
which they. were subsequently sent, etc. 
From the nature of our contacts with these 
people it was felt that the information ob- 
tained from them was accurate within the 
confines of our definition of satisfactory and 
unsatisfactory. In only one case were we 


oe Pet t 
unable to obtain sufficient data to classify — 
the adjustment. y ee! 

Classification of adjustment was essen- 
tially a global evaluation requiring the 
concurrence of two of the authors. We 
defined as unsatisfactory anyone who w: 
jailed, rehospitalized, not working or going 
to school regularly, etc. Patients were con- 
sidered to have made a satisfactory ad- 


RESULTS d a 
On Chart 1 are seen the characteristics 
CHART 1 


Group Characteristics Used As Criteria 


1. Basis of admission : 
Court commitment or 2 certificates 
2. Religious affiliation : 
Protestant, Catholic or Jewish 
3. Sex: 
Male or Female 
4. Length of last hospitalization : 
* O-Lyr., 1-2 yrs, over 2 yrs. 
5. Occupational level : 
Profess., manage’t., supervis., skld., 
or sales, semi-skld., and un-skld, 
6. Number of previous hospitalizations : 
0, 1, 2 or more 


Age: 

to age 19, 20-39, 40-59, 60-79 
8. History of excessive alcohol : 

~ Yes or No 
9. Diagnosis : 

Psychotic, organic, personality disorder 
. Educational level : 
0-6, 7-12, 13+ A 
11. Marital status : : 
Single, married, widow, div, or sep. 


C o Sree married widow FP o 


which the patients are compared and 


en 
= 


upon 


sas . CHART 2. 
Percentage Distribution and Chi Square Values Associated With the 


Non-discriminating Remanding Criteria 
REMANDED > RELEASED ny 
. Basis of admission : a 
Chi Sq. 0.53 Court Comm. 55% (26/47) 46% (12/26) 
Two Cert. 45% (21/47) 54% 
; 2. Religious affiliation : aS 
Chi Sq. - 0.69 Protestant 66% (31/47) 60% * (15/25) 9 
Catholic 30% (14/47) 32% ( 8/25) 
Jewish 4% ( 2/47) % ( 2/25): 
; T Chi Sq. 0.95 Male 89% (42/47) 96% (25/26) ~ 
Female 11% (5/47 4% (120 
13404 yr 42% (20/47) 35% (9/20 
1-2 yrs. 19% (9/47) 31% ( 8/26) ~ 
Over 2 yrs, 38% (18/47) 35% (9/200 
147 Profess. 32% (15/47) > 46% (12/26 
Manage. r 
Supervis. 
Skilled 
Sales 68% (32/47) 54% (14/26) 
Unskilled q 


w 


significance. 
are the abso- adjustments. Th 


groups are shown on 
4 items suggest our first, DISCUSSION 


a E the 10% level, and the last one These results emphasize two factors 
SEN which we feel merit consideration. They are; 
the 30%-40% satisfactory adjustment rate and 2 
the implication that the hospital is unable ~ 
to prognosticate significantly better than the _ 
court. Before discussing these factors we 
would like to comment upon those results 
Which do not appear to differentiate our 
population. 

With reference to the remanding criteria 
we could find no literature to substantiate. a 
or contradict the findings that sex, basis a 
; of admission, length of previous hospitaliza- 

„Chart 5 showns our attempt to deter- tion, religion or occupational level were of — 


» 


z PR 
Percentage Distribution and Chi Square Values Associated With the 
Discriminating Remanding Criteria i 


° $ REMANDED 
6. Number of previous hosp. : oS 
Chi Sq  491* 0 74% . (35/47) 54% 
1 19% (9/47 23% (6 
2 or more 6% (3/47 23% 
7. Age : & 3 
Chi Sq. 6.14* to age 19 13% (6/47 23% 
20-39 55% (26/47) 2190 ae 
= 40-59 26% (12/47) 31% SSG 
60-79 6% (3/47 19% 
8. History of excessive alc. : 
Chi Sq. 2.90 * Yes 23% (11/47) 42% 
No 77% (36/47) 58% 
9. Diagnosis : 
Chi Sq. 5.02 * Psychotic 72% (34/47 46% 
Organic 19% (9/47 35% 
Person. Dis. 7% (44n 19% 
e 
10. Educational level ; 
Chi Sq. 520* 0-6 33% (15/46) 38% 
712 61% (28/46) 38% 
13+ 6% (3/40) ; 23% 
11. Marital status : z 
“Chi Sq. 9.24** Single 53% (25/47) 38% 
Married 19% (9/47) 23% 
Widow 4% — ( 2/47) 21% 
. Div. or 
; Separated 23% (11/47 fi 12% 
— 


*.10 tevel of confidence. 
** 05 level of confidence. 
. 


any discriminating value, and we person- han 
ally have no reasgn to question these re- found no significant difference 
sults, . 


isti alu: tween groups staying ital 
That none of the characteristics evalu 2 ee is aol tose reak 


ated could differentiate the satisfactory from > 
.n0n-satisfactory adjusting group is disap- before then. And, aa ee F 
Pointing but not too surprising. Farina and papers(4, 5, 9, 10, ee , 20, 5) suggest 
Webb(9) in evaluating the rate of read- a differential rate of a heaton z various 
mission of male paranoid schizophrenics: clinical groupings, it is perhaps becaus 


í 
CHART 4 
hi Square Values Associated With Adjustment Rates 
oa 


7 Percentage Distribution and C| 
3 COURT RELEASED ` HOSP. RELEASED 
42% 5/12 
ee ae oe ee 58% O12 
- Unsatis, adj. e 56% (14/25) 


Chi Sq.=.57 d.f.2 P>>0.10. 


A lease. 
No significant difference in the adjustment rate on the basis of method of rel : 


Percentage Distribution and Chi Square Values Derived from Comparison of Characteristics of 
í Satisfactory and Non-satisfactory Adjustment Groups ; 


SATISFACTORY 


Court Comm. ; 39% (7/18) 
Two Certif. 61% (11/18) 


Protestant (13/18) 
Catholic ( 4/18) 
Jewish ( 1/18) 


Male ~ (16/18) 
Female (2/18) 


Chi Sq. 3.21 Otol yr (10/18) 
Hot : = = Lyre yrs. ( 5/18) 
Over 2 yrs. j (3/18) 


Occupational level : ; 
Chi Sq. 0.69 Professional ( 7/18) 
: Management 
Supervisory 
Skilled 


Sales a (11/18) 
Semi-skilled : 
Unskilled 


(12/18) 
( 3/18) 
( 3/18) 


( 3/18) 
(7/18) 
(5/18) 
(3/18) 


( 6/18) 
(12/18) 


Psychotic (12/18) 
» Organic. 17% (3/18) 
Person. Dis. ( 3/18) 


me ae (6/18) 
yale ( 8/18) 
(4/18) 


(7/18) 
(5/18) 


Sep. 
Divorced 
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our coarser groups that we found no such 
relationship. The literature appeared to be 


restricted to these criteria. 


Returning “to our initial findings (the 


30%-40% adjustment rate) we 
merous follow-up studies(2, 


find that nu- 
4-6, 10, 13, 


20, 26) have repeatedly found that ap- 
proximately 30%-50% of psychiatric patients 
make an adequate extra-hospital adjust- 
ment, We believe that this report further 
validates this phenomenon and extends it 
to those who request sanity hearing re- 
gardless of their psychiatric diagnosis. It 
is interesting to note that in a study by 
Zeidler (26) on a “maximum security” popu- 
lation the adjustment rate was also 30%. 


Perhaps a key to under: 


standing this 


phenomenon might well be sought in these 
particular patients. They are essentially 
integrated enough to demand their release 
from the hospital and to follow this up with 
the necessary letters, etc. Perhaps this is a 


factor which ‘then, despite 


the hospital’s 


forebodings, makes them at least equal in 
terms of adjustment to those whom the hos- 
pital willingly discharges. There might 
also be some “integrating” effect derived 
from being released by a court since Mary- 


land fs one of the few states 


that does not 


require judicial proceedings for involuntary 


hospitalization. 


Next let us look at our second factor, i.e. 
the court’s and hospital's predictive ability. 


The*comparison between 


court released and 


hospital releaséd adjustment rates shows no 


significant difference in the 
curacy of either institution. 


predictive ac- 
But, these se- 


lections were made at different times, with 
the court being required to make a decision 
when the hospital felt that the patient 
should not be released. In this latter sense, 
the court may be considered as having a 


better prediction rate since 


they released 


patients that otherwise would not have been 


released at that time. 


Within the limits of a 10% and better 


level of confidence we were 
entiate the court releas 
manded groups via 
court tended to rel 
schizophrenics, widowers, 


several previous hospitalizations, 


educations and were Over 
Our speculations: on thes 


able to differ- 


ed and court, re- 
several factors. The 
lease alcoholics, mon- 
those who ha 


and higher 
e findings are 


that by legal precedent, it is seen as diff- 
cult to remand a sobered. person TO- 
fesses cure and does not appear p i 
Moreover, the differentiating criteria 
characteristics usually associated 
dividuals assumed to be more re 
and capable of controlling their 
Also those who have had several p 
hospitalizations and have not been 
ous difficulties while in the comm 
certainly appear as safe risks. The p 
with florid schizophrenic symptoms is 
derstandably sick ; however, the forg 
slightly confused organic or the 
character disorders do not seem “d 
ous.” 
Why the court does not neces 
equate psychopathology, as defined oy 
clinicians, with dangerous behavior can 
more readily understood if we examine 
situations that it encounters. j 
The court is frequently faced with di- 
vergent psychiatric testimony, the presenta 
tion of facts in an adversarial manner via 
explanations, cross examinations, and ration- 
alizations of attorneys, and the daily a) 
pearance of litigants whom the Bri 
would often consider seriously ill. Moreover, 
there is further the fact that the judge 
those who have been involved in serious 
antisocial behavior more frequently than 
the psychiatrist, and we may NY 
wonder whether the court's greater contact 
with criminal behavior does not result in 
different expectations with reference to i 
community adjustment(14). x 
hospital's position 
portant factor 
erted by the 


patient's family a! 
Tt is certainly di 
cidal potentialities of a clearly alcoholic, 
paranoid schizophrenic whose wife t 
a history of beatings and 
plore the hospital not to release her 
band. At other times, family pressure is — 
exerted for the patient's release, oe 


I ch to return a still sick person to the same 
season! In these situations the hospitals 
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ledge of psychodynamics, which per- 
a deeper understanding of the person- 
ality, is used in an attempt to increase the 
ability to predict behavior under various 


The vested interests of the hospital and 
_ profession must also be considered, At this 
A particular hospital the superintendent was 
a leader in the treatment of alcoholism and 
_ the hospital had an established treatment 
program. We would assume that this factor 
greatly influenced the hospital’s reluctance 
to release an alcoholic when they still be- 
lieved him to be ill. Finally, there is the 
tendency of the hospital to look upon a 
= poor adjustment as an indicator of a poor 
extra-hospital adjustment, That this may not 
be so is exemplified by those patients who 
eloped after being remanded, For them it 
might have been that the hospital environ- 
ment was, so to speak, ego dystonic while 
the community at large, or at least avoid- 
ance of being hospitalized, was “integrat- 
ing.” 
None of the patients, regardless of how 
released, committed any so-called serious 


our non-satisfactory 
patients, regardless of how released, were 
involved in a number of minor assaults, auto 

_ accidents, auto thefts, burglaries, etc, 
As a result of this study and discussion 
We cannot agree with a recent article by Dr, 
nomas Szasz (25), in which he implies that 
e determination of dangerousness in psy- 
chiatric patients be reserved for the h 
1. Our opinions are more in line with those 
‘Katz and Goldstein(11, 16) 
believe that there remains a need for the 
Ospital to want and to be required to go 
to the community via the court in those 
patient demands re- 
lease. and the hospital cannot in good con- 
Science release him(19). In conclusion, we 
concur with , Davidson’s( 8) opinion that 


The judicial determination does not challenge 
a medical diagnosis : it determines, rather, a 
sociologic finding—that the petitioner would 
or would not be dangerous ; or that the find- 


ings do or do not fall within the legal defini- i” 
tion of ‘insanity.’ A 


SUMMARY 


1. Seventy-three patients who had sanity 
hearings were evaluated with reference to 
general historical data and social adjust- 
ment, > 

2. Of these 73, 26 were released by the — 
court ; 44% of these made a satisfactory ad- © 
justment. The remainder were remanded to ~ 
the hospital ; 10 were eventually discharged 


and 30% made a satisfactory adjustment ; 4 


12 eloped and 42% of these made a satis- 
factory adjustment, 

3. Comparisons are made for criteria dif- 
ferentiating these groups and an attempt is 
made to relate these findings to other 
studies, 

4. The present results are also discussed 
in the context of court and hospital fune- 
tioning. 
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DISCUSSION 


Appison M. Duvar, M.D, (Jefferson City, 

Mo.).—As a state mental health program di- 
rector, I find this an interesting and provoca- 
tive report. It seems to stimulate as many 
questions as it answers. I would direct your 
attention to a few of these. 
e Many staff psychiatrists will be disappointed 
to know they can predict a patient's future 
adjustment no better than the court and just 
the cases studied 
here, the psychiatrist made the first value 
judgment and only his rejections got to the 
court for consideration. 2 

The point is madẹ that many patients do not 
seek discharge because 1. They realize they 
are sick or 2, They are too sick to seek freedom. 
Other reasons, of course, could be added, such 
aş rejection by the family, personal reasons of 
apathy or indifference, or even personal pref- 
erence related to the dependency situation 
created in the hospital and related to the ease 
of living. 3 

I would ask the authors why they: considered 


patients on visit or leave from the hospital or ` 


in nursing or foster homes as still in the hes- 
pital? This gfoup may have different charac- 
teristics than those actually remaining in the 
hospital full time. 
I wonder whether “the time of follow-up 
as a more important significance than the 
authors attributed to his factor ? Would a 


check ume o£ 6 i I year, 5 
for all patients studied have ch: 
results ? SETIA AR 


The point that the court is often fa 
divergent psychiatric testimony is, of 
true; but we still do not know the 
criteria—if any—on which the court. 
ly based its final judgment. What 
criteria ? 4 

The authors seem to infer that the 
atrisťs “deep understanding” of th 
may interfere with’ his release. I suspect: 
needs further exploration. One wonders wh et 
er the attitude of the psychiatrist toward 
responsibility role as a release officer o 
hospital and toward the avoidance of 
may be a more important factor in the 
of patients than his understanding of the p: 
chopathology which may be present. We kni 
that the rate of discharge of patients fi 
public mental hospitals is easily manipuli 
and controlled and in some places is not 
directly related to the quantity or quali Š 
symptoms still seen in the patients affected. 

In my opinion, the authors are correct im 
saying that the hospital environment may 
“ego dystonic” while the community may h 
a more integrating influence on some patie 
This seems in keeping with our growing 
perience with remotivation techniques, h 
way houses, day and night hospitals anı 
our studies of the hospital as a therapi 
community. f 


ve 


here? Also, 
who ask for court hearings get them 
to these questions might be revealing, 
From this presentation, 
that it is sound procedure 
to work very closely. with the courts, not onl; i 
to promote better understanding of our mutu 
through improved communication, 
skills, but that it is onl} 
through 
bring together 
‘orces SO neces r 
i These authors have given us a sound an 


“ AUTHORS’ REPLY TO DISCUSSION - 


We would like to thank ee Duval i a 
comments, To clarify some of the more tormi; 
Pay the paper it should be stated that the 
reduction of our total number from 104 to 73 


a 
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» @.g., failure to reapply after inappro- 
ate application, family pressure to with- 
w application, hospital release, A.M.A. 
Jmission of patients on parole or in foster 
omes from the hospital release group was 
based on the assumption that these individuals 
had not attained independent status, i.e., 
hospital release, court release, or eloped, and 
instead were still under hospital supervision. 
Determination of minimal follow-up interval 
was established by the population studied, 
ie., court applicants between 1951-1959. 
However, Dr. Duval’s comments prompted a 
further review of our data which indicated 
- that, while the incidence for satisfactory adjust- 
ment is fairly evenly distributed during the 
10-year period (’51-’61), the occurrence of re- 
admission is not. We find that in both the 
hospital eloped group and the court released 
group, the majority of poorly adjusted patients 
required readmission within 1 year. This does 
not occur in the poorly adjusted hospital re- 
lease group—less than half of whom required 
readmission and this occurrence was distrib- 
uted over a 5-year period. Unfortunately, our 
‘number for this sample is extremely small and 
these findings can only be considered trends. 
_ Nevertheless, they would suggest that length 

of follow-up interval becomes relevant, espe- 
= cially when considered in conjunction with 
method of release. Dr. Duval also raises per- 
tinent questions concerning patient motiva- 
tion for requesting sanity hearings and the 
bases upon which the hospital and court 
evaluated a patient. Unfortunately, all studies 


leave unanswered questions and our data do 
not reveal any suggestions as to the sources 
of patient behavior. However, our findings do 
imply, as we have stated, that the court does 
tend to act more favorably towards petitioners 
who have demonstrated qualities of social 
appropriateness, e.g., education, previous ad- 
justment to community, marriage, and — 
who at the time of their hearing did not 
manifest grossly inappropriate social behavior, — 
such as delusions, hallucinations, or, inappro- 
priate affect. We do not believe that a more _ 
basic universal can be obtained since each 
judge responds in his own individual manner, _ 
As we have stated, there are many factors that 
determine whether a patient will be released 
from a hospital. Certainly, one consideration 
is that the hospital wishes to avoid undue 
risks, and we again maintain that an under- 
standing of psychopathology and clinical ex- d 
perience make the hospital wary of releasing 
individuals simply because they do not display 
gross behavioral disturbances. It is usually such — 
patients who obtain relief through the courts. — 
Our study has suggested that an equal per- 
centage of these individuals make as good an 
extra-hospital adjustment ‘as hospital released 
patients. We agree with Dr. Duval that this 
shows our need to improve our relationship 
with the courts; further, we believe that it 
shows also that there are apparently many 
factors to which we do not give sufficient rele- 
vance in forming our opinions. As psychiatrists 
we are expected to predict human behavior 
but we appreciate that other community agen: — 
cies must also participate in these decisions. 


A STUDY OF THE INFLUENCE OF EXPERIMENTAL DESI 
ON CLINICAL OUTCOME IN DRUG RESEARCH! — 


. BURTON S. GLICK, M.D., anv REUBEN MARGOLIS, A.B. 


During the past few years the psychiatric 
profession has been virtually inundated by 
the appearance in rapid succession of a 
multitude of new, different and potent psy- 
chopharmaceutic agents. The pace has been 
so swift that research investigation of these 
new preparations has experienced difficulty 
in keeping up with it. Serious questions are 
raised involving both ethical and scientific 

+ considerations. The former are concerned 
with the presence on the open market of 
drugs which have not been adequately as- 
sayed and which, at their best, may not 
perform as wished, and, at their worst, may 
cause incalculable physical and mental dis- 
tress. The latter have to do with the degree 
of adherence to firmly established and gen- 
erally accepted scientific principles. It is 
logical to assume that the more an experi- 
ment makes use of the scientific techniques 
and criteria which have been laboriously de- 
veloped over the past 400 years, the more 
are its results to be trusted. 

In the investigation of human psychophy- 
siological responses to the new pharmaco- 
logical agents the quest for scientific cer- 
tainty becomes enormously complicated, 
possibly to a greater extent than in the 
physical sciences, by the huge number of 
variables and unknowns, often of a subtle, 
psychological nature, so that it is highly 
doubtful if we shall ever attain those pro- 
found and steady truths which are the goal, 
undoubtedly largely idealized, of all scien- 
tific endeavor. Our results gain in validity 
and approach the desired objective just to 
, the extent that we can minimize, eradicate, 

or otherwise account for these variables. 

Almost all investigators regard the dou- 


The 


1 Read at the 117th annual meeting of m 
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ble-blind, placebo-controlled method a: 
virtually a sine qua non of clinical « 
research(1, 2,3). For purposes of clari 
offer the following operational definition 
of degrees of “blindness,” with the under 
standing that the term “medication” refers 
both to active and inert (placebo) forms 
double-blind means that neither investigator 
nor patient is aware of what medication th 
latter is receiving ; single-blind indicates 
that the investigator but not the patient hi 
knowledge of the medication administered ; 
non-blind means that both investigator an 
patient know what medication is being © 
given. Ae 
We do not put forth a hypothesis but 
rather ask a series of questions, to wit: Are 
we in a position to ascertain if the use of the 
double-blind, placebo-controlled ~ method, 
which is generally regarded as the most im- — 
portant element in the construction of a 
carefully designed drug study, tends to re- — 
sult in less favorable estimates of clinical 
response than are to be found in those 
studies which do not use this technique ? 
Can it be shown that, with increasing com- 
plexity and rigidity of experimental design, 
there will be a tendency on the part of ob- 


tive in their ratings of clinical outcome ? 
That is to say, is it possible that the some- 
what chilly air of “science” tends to inhibit 
rash precipitancy ? 


conditions, exerted any differential effect on 


atings of 
an we were concerned with the follow- 
ing: locale, patient-population characteris- 
tics, degree of “blindness,” nature of the | 

control group, percentage of clinical im- 


provement in the chlorpromazine-treated 
1087 


of publication. 


Of the 34 papers, 20 emanated from the 
inited States (18 State, and 2 Veterans Ad- 
nistration hospitals). Of the remaining 
» 8 came from mental hospitals in Great 
Britain, and 1 each from Canada, F; inland, 
_ Switzerland, Greece, Australia and Norway. 
From the large number of patients used in 
"each of the studies from the last 6 countries 
i range of 109-283) one would be inclined 
to assume a certain similarity to our own 
ate hospitals. The British tended to use 
esser numbers of patients, reflecting either 
greater conservatism, smaller hospitals, or 
smaller treatment units, 


NT-POPULATION CHARACTERISTICS 


a study such as this, with patients from 
different countries and hospitals, pre- 
gtoup-matching is manifestly impos- 
Indeed, along these lines, Donnelly 
Zeller(4) state, “Already there has 
the publication of thousands of studies, 
£ which cannot be compared with 


ee efrac- 
tory to somatic therapies of all types, in- 


ge and duration of chlorproma- 
therapy, criteria of improvement, and 


surgery. 


CRITERIA OF IMPROVEMENT 


This is one of the great stumbling blocks 
in comparative studies of research design, 
For the purposes of our present study, — 
only that degree of clinical improvement | 
which is generally referred to as “moderate” 
“definite,” or “significant” is taken, as the 
minimum requirement for the appellation D 
“improved.” Higher degrees of improvement 3 
are, of course, also included. Surprisingly 
enough there seems to be generally aca 
cepted agreement (in the 11 papers in 
which it is explicitly defined) as to what — 
constitutes moderate improvement, although ~ 
it is occasionally given other designations, 
We quote the definition of “improved” pa- 
tients given by Blair and Brady(5) because 
it is the most comprehensive and covers a 
virtually all the aspects to which other au- _ 
thorities in our series réfer (although g 
usually only in part, or in a more general = 
manner) when speaking of moderate im- 
provement : H 


Patients who still suffer from serious psychotic 
symptoms such as delusions and hallucinations, 

although these are diminished in intensity and — 
Severity. Their behavior has improved and their 3 
social conduct is satisfactory, but they „have 
a limited capacity to adjust themselves to any — 
environment other than that to which they are 4 
accustomed. They are allowed the freedom — 
of the hospital grounds on the:r own. They are 
capable of simple manual and occupational — 
tasks under some supervision. They require a ~ 
oe degree of support froni the nursing 


PROCEDURE 


We were interested in the possibility of 
statistically relating the use of single-blind 
and double-blind techniques to degrees of 
clinical improvement in patients on chlor- — 
Promazine therapy, not neglecting to take 
into consideration the correlation with such _ 
Presumably important co-variables as dura- ier 
tion and dosage of chlorpromazine treat- 
ment, and the era in which the experiment 
was conducted. Of the 35 studies, 12 made _ 
use of the double-blind, placebo-controlled _ 
method. Since the 35 studies represent a 
fairly thorough review of the readily avai 
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able literature in English this would seem 
to indicate that in the publication period 
covered by our study (1955-1959), at least 
one-third of all inpatient psychopharma- 
cological investigations of the type under 
consideration made use of the double-blind 
procedure. 

We are assuming (none of the papers in 
question offers definite information) that 
our non-double-blind studies were single- 
blind procedures, but we suspect that in a 
few cases they were non-blind, the patients 
knowing the nature and possibly even the 
name of the drug they were receiving. 


PERCENTAGE IMPROVEMENT AS 
RELATED TO “BLINDNESS” 


Remembering that the term “improve- 
ment” denotes moderate improvement or 
better, the 35 studies show a range of 5%-89% 
of patients improved, with the median at 
52%. The mean for the 12 double-blind 
studies was 37.50% and for the 23 single- 
blind 59.70% The difference between the 
means is significant at the .01 level of 
confidence (Table 1, t=2.79), indicating 


TABLE 1 
Relationship Between “Blindness” and Percentage 
Improvement in 35 Studies of Chlorpromazine-Treated, 
Chronic, Hospitalized Schizophrenics 


7 SINGLE-BLIND DOUBLE-BLIND 
Number of studies * 23 12 
Range of improvement 20%-89%  5%-78% 

Mean . 59.70% 37.50% 


t=2.79 ; p<.01. 
. 


that those studies which included within 
their structure the double-blind technique 
showed significantly lower improvement 
rates than those which did not. 

* All of the double-blind investigations 
were placebo-controlled, but only 4 of the 
23 single-blind studies were so constructed 
(X2+18.48, p<.001). This raises the pos- 
sibility that it may be the factor of placebo 
cdhtrol which is determining the differential 
improvement rates for the single- and dou- 
ble-blind studies. To test this the improve- 
ment rates for single-blind placebo studies 
(N=4, mean=55%) were compared with 
those for single-blind, non-placebo studies 


(N=I19, mean=60.68%). The resultant t- 


ratio (.49) was not sufficiently large to im- 
plicate placebo control as a determinant of — ~ 
improvement rates. While great caution 
must be observed in interpreting this finding 
because of the small number of single-blind, 
placebo-controlled studies, it was our strong 
impression that the double-blind aspect of 
the various studies, either on its own ac- 
count or by virtue of certain correlativ 
features, was of greater import than placel 
use. i 
We must now consider those other fac- 
tors which, conceivably to a major degree 
could be influencing the effect of “blind 
ness” on improvement rates, namely, dosage, 
duration of treatment, and approximate era 
in which the experimental work was done 
(as deduced from the date of publication 


DOSAGE 


In 23 of the 35 studies the mean daily 
milligram dose of chlorpromazine was 
stated directly or could be calculated with a 
fair degree of accuracy by making use of the | 
dosage schedule included in the report. Inga 
order to determine the overall relationship 
between the 23 mean-dosage levels and 
their corresponding percentage improve- — 
ment rates, use was made of the product- 
moment correlation coefficient, which 
proved to have a value of .15. This is statis- — 
tically insignificant at the 5% level and — 
would tend to show that the various dosage — 
levels used were of no great moment in 
producing differences in improvement rates. 
In addition, we were unable to affirm by 
means of the t-test that double-blind studies 
tended to use significantly larger or smaller 
dosages than single-blind. 


DURATION OF CHLORPROMAZINE TREATMENT Nr 


We were able to arrange 27 of the studies 
in order of increasing duration of therapy 
(4-121 weeks) and a midpoint was then es- 
tablished separating the short term thera- 
pies (4-13 weeks) from the long term (13- | 
121 weeks). 

Our first efforts were directed toward the 
problem of the relationship between dura- 
tion of therapy and percentage-improve- 
ment rates. A 2 x 2 distribution was set up 
matching these 2 variables (Table 2), and 
the chi square test was used, Here we have 
the significant finding that those projects 


“TABLE 2 


en Duration of Therapy isaac An attempt was then made to 
i <a een teated, interaction effects of the significant 4 
lie ae ables. Table 4 indicates the relation 
SHORT TERM LONG TERM “blindness” and duration of ther: 


THERAPY THERAPY TOTAL percentage improvement. The F-test 
1 10 i nificant at the .01 level. However, 
t-tests are employed in a search fo; 
10 3 13 sources of this significant relationship, | 


14 13 27 only comparison found significant, ism 
higher mean percentage-improvement 
for long term, single-blind as opposed 


ch patients were on long term chlor- 

medication showed higher per- blind cell prevented an analysis of va 
tage improvement rates than did the and we were thus unable to ferret oui 
short term projects ( p=.02). Thus, besides 
use of the double-blind method, we find x Fs K 

ves with another meaningful variable degree of “blindness” as against dur: ; 
vhich appears to be playing an important 
Tole in clinical outcome. 

e ERA 

g fact that only 1 of the 11 double- _ There is prevalent a common concep 
studies was long term, and only 4 that at their first appearance the atara 
© 16 single-blind studies were short drugs were hailed with wild acclaim wi 


kerm. (Table 3; X2=8.85, p<.01), as their limitations became more obvi 
( Bah) gradually subsided into a more sober a 
TABLE 3 realistic appraisal of their true worth 


It was decided to test this assumption 
ip Between Duration of Therapy and Degree of È RE : 
in 27 ‘Studies of Chlorpromazine Treatea,  ™2King use of the publication dates ‘of o 


Ree is 0 va 
= |. iit Pa j 


REE A SINGLE-BLIND DOUBLE-BLIND TOTAL 


4 10 14 
12 q 13 
16 11 27 


Correction)=8.85 ; p<,01. When the dates of publication were 


TABLE 4 


Interaction Effects of “Blindness” and Duration of Therapy on Percentage Improvement in 27 Studies of 
p Chlorpromazine-Treated, Chronic, Hospitalized Schizophrenics 


PERCENTAGE IMPROVEMENT PERCENTAGE IMPROVEMENT 
“a Pwa 5 
Mean 50.75% eae 
Long Term rai 1%% a mE 
tS ia ee Quantity Not Sufficient 


o FE780; p<.01 t, (50.75% vs. 33.40%)—1.42 ; -20>ps.10. 
j t, (50.75% vs. 67,83%)=1.44; 20S pS 10, 
t, (33.40% vs. 67.83%)=3,93 ; P<.001, 
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ing reported clinical change. 
& 


ranged in chronological order (1955-1959) 
and then divided equally into 3 categories 
called early, middle, and late, no general 
decline was, noticed in improvement rates 
with the passage of time, and, moreover, an 
F-test of the mean percentage-improvement 
rates for the 3 periods (early 52%, middle 
60.91%, late 41.27%) proved to be not sig- 
nificant (F=1.83, .25>p>.10). Thus, using 
percentage-improvement rates as a reflec- 
tion of subjective feelings about a drug, 
we were unable to demonstrate in our over- 
all picture the assumed progression from an 
initial overenthusiasm to a later realism. 
An analysis of variance was then done in 
which percentage-improvement rates were 
measured off against era (now divided at 
the midpoint of our chronological order into 
early and late) and “blindness.” Study of 
Table 5 reveals that percentage-improve- 


TABLE 5 j 
Analysis of,Variance in Percentage Improvement Rates as Related to “Era” and “Blindness” in 34 Studie: 
of Chlorpromazine-Treated, Chronic, Hospitalized Schizophrenics 


most important individual value 
Table 5 is apparently the mean i 
occurring in the late double-blin 
This mean when compared to t 
mean of the early double-blind 
shows a trend toward significance 
.10>p>.05). This led naturally to 
scrutiny of the 12 double-blind s 
the course of which the foll 
found. ase 
In the 6 late double-blind studies, 
had the lower mean percentage-imp 
ment, there were 3 studies of only 
duration and none longer than 8 
whereas in the early group there wa 
one 4-week study and 3 of more 
weeks. A t-test for the significance — 
difference between the 2 mean dur 
therapy values (7.83 weeks for the 


SINGLE-BLIND DOUBLE-BLIND 
PERCENTAGE IMPROVEMENT PERCENTAGE IMPROVEMENT 
N 11 6 
Early Papers Range 22% -82% 8%-78% 
: y Mean 59.09% 50.17% 
i 11 6 

Late Papers Range 20%-89% 5%-50% 

Mean 61.73% 24.83% 

ts 
* Source F P t (60.17% vs. 24.83%)=1.95 

“Era” k N.S. = 10>p>.05 
“Blindness” © 8,52 <.01 
“Era” X “Blindness” 3.17 .105p>-05 


ment variations due to era alone are insig- 
nificant (again disposing of the hypothesis), 
variations due to “blindness” alone are sig- 
nificant at better than the .01 level of pro- 


ability, and variations due to the inter- 


action of era and “blindness” approach 
significance (.10>p>.05). As regards the 
effects of “blindness” we already know that 
this variable is highly correlated with im- 
provement rates and duration of therapy, 
the latter itself being correlated with im- 
provement rates, and we are still left in the 
Position of not being able to estimate the 
relative importance of degree of “blindness” 
as against duration of therapy in produc- 


a 


papers and 5.17 weeks for the late paper: 
yields a value which just misses the .10 level 
of significance. This is once again 
gestive of a relationship between. duratic 
of therapy and clinical improvement. 

Four of the 6 papers in the late 
emanated from mental hospitals in Eng] 
whereas none in the early group did, 
6 originating in the United States. Thus 
lower improvement rates in the form 
group might in part be a function of thi 
observers’ national or cultural characteri 
ties. 


DISCUSSION ? i 
This study was designed to examine 


Put 


A STUDY OF THE INFLUENCE OF EXPERIMENTAL DESIGN 
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aa 
‘ect of single-blind and double-blind pro- 
res on the reported clinical effective- 
ness of a drug, in this case chlorpromazine. 
Although superficially there is a definite 
relationship between experimental proce- 
dure, i.e., degree of “blindness” and the 
obtained improvement rates, further study 
reveals that the “blindness” conditions are 
confounded by other factors, namely, dura- 
tion of therapy and placebo-control. These 
8 factors are so intertwined in the studies 
examined that it is impossible to clarify their 
relative significance for improvement rates. 
It is obvious that there is a crying need 
for more long term, double-blind and short 
term, single-blind studies. Indeed, it was the 
lack of these, especially the former, that 
prevented an analysis of the variance in 
improvement ratings attributable to “blind- 
ness” as opposed to duration of therapy. In 
papers such as the present one, which use 
as their basic technique the examination 
and integration of results from a large num- 
ber of separate reports, the issue of the 
relative value of double-blind studies in the 
production of more scientifically accurate 
results will not be settled until more long 
term, double-blind and short term, single- 
blind studies are available to make the 
necessary comparisons. However, another 
approach that might be used is to perform 
_ simultaneously 2 equivalent experiments on 
matched groups of patients, using identical 
_ raters, in one instance as a single-blind, and 
_ in the other as a double-blind, procedure. 
It is interesting to speculate on the rea- 
_ sons for the missing variables. The startling 
consistency of research designs (i.e. the 
coupling of double-blind with short term, 
‘single-blind with long term, double-blind 
with placebo-use, single-blind with non- 
placebo-use) raises formidable questions 
about the adequacies of the procedures 
commonly accepted by the scientific com- 
munity for evaluating drug effects. The ex- 
perimental conditions which are here closely 
interlinked on an apparently empirical basis 
need not necessarily be so on a theoretical 
or scientific basis. It is entirely conceivable 
‘that non-scientific values, ie., bias, are 
severely limiting our research potential. 
This bias could quite possibly take the 
form of certain attitudinal sets among those 
working with drugs. On the one hand we 


may have those who tend to feel that only 
the double-blind, placebo-controlled meth- 
od is truly “scientific,” that single-blind pro- 
cedures, some of which are without doubt 
done and even conceived ex post facto, 
must, of necessity, be “therapeutic” and 
have as their fundamental aim the “cure” of 
the patient rather than a precise and 
thorough evaluation of the drug. On the 
other hand there may be those who believe 
that double-blind procedures are, and must 
be, primarily oriented toward the clinical 
effects of a drug as.compared to a placebo, 
rather than toward the ability of the drug, 
qua drug, to produce curative or palliative 
results. They may feel, with a certain 
amount of distaste, that the double-blind 
technique is, and must be, basically formal 
and procedural rather than therapeutic, and 
that those engaged in this type of procedure 
have a strong desire to get the work com- 
pleted and the results published as rapidly 
as feasible. In this connecticn we may re- 
mark that 4 weeks, which was the full dura- 
tion of active therapy in 4 of our double- 
blind studies, would appear to be a relative- 
ly short period of treatment for such de- 
teriorated schizophrenics as these, and one 
can only marvel that any improvement was 
forthcoming, much less the 5%-65% that was 
actually obtained. 

The vital question at issue here is net so 
much whether the state of affairs as en- 
visioned by each of the 2° proponents, ac- 
tually exists (and it may, tọ a certain ex- 
tent), but whether it must needs be so. The 
answer seems to be obvious. There is no 
valid methodological, theoretical or scien- 
tific reason why double-blind studies must 
be short term, or even placebo-controlled, 
or why single-blind studies must be long 
term or non-placebo-controlled, and it is 
highly doubtful whether such constriction’ ` 
facilitates the equitable testing of any drug’s 
specific therapeutic capabilities. 

An apparently legitimate objection that 
might be raised against long term, double- 
blind studies is that the appearance of side- 
reactions would soon nullify the double- 
blind aspect of this approach. There is some 
question, however, whether this objection 
is fully valid. There wil! always be placebo- 
reactors, who are capable of experiencing 
almost every type of psychological and 
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physiological response that one normally 
sees with active drug use, and conversely 
there will always be a substantial number of 
patients who show no side reactions to a 
particular drug within the usual therapeutic 
dosage range. In addition, and most im- 
portant, the observer in a carefully con- 
structed double-blind study can never be 
absolutely certain who is getting active, and 
who inert, medication. There is always an 
element of doubt. 


SUMMARY AND CONCLUSIONS 


Examination of the research designs in 34 
published papers (35 separate studies) 
dealing with the chlorpromazine treatment 
of chronic, hospitalized schizophrenic pa- 
tients, reveals the following : 

1. Those studies which included within 
their structure the double-blind, placebo- 
controlled technique showed significantly 
lower clinical improvement rates than those 
which did not. 

2. No signifitant relationship was found 
between the various dosage levels used 
and clinical improvement rates, nor could 
a differential in dosage levels between 
single- and double-blind studies be estab- 
lished. 

3. Long term studies showed significant- 
ly higher clinical improvement rates than 
did’ short term studies, demonstrating that 
duration of therapy, as well as degree of 
“blindness,” may be a very meaningful 
variable in, détermining clinical outcome. 

4, Duration of therapy was significantly 
related to degree of “blindness” in that only 
1 of 11 double-blind studies was long term 
and only 4 of 16 single-blind studies were 
short term. 

5. Long term, single-blind studies showed 
appreciably higher clinical improvement 
rates than did short term, double-blind 
studies, The very meager number of long 
term, double-blind studies (1 only) and, 
to a lesser extent, of short term, single- 
blind studies prevented us from differenti- 
ating between degree of “blindness” and 
duration oftherapy regarding their relative 
impact on improvement rates. Thus, no 
clear-cut, certain evidence could be ad- 
duced either to Support or nullify the 
contention that the double-blind, placebo- 
controlled method is, per se, a necessity for 


the “accurate” clinical evaluation of a drug. 
Further research and experimentation on — 
this problem are urgently needed. 

6. Considering improvement rates as a 
reflection of the observer's subjective at- 
titude toward a drug, and using publication 
dates as a rough index of the chronological — 
order in which the studies were performed, ~ 
we were unable to demonstrate a general 
decline in improvement rates with the pas- 
sage of time. Thus we could not validate the 
commonly held belief of a progression — 
from an initial overenthusiasm to a later — 


drug. 2 

7. Running like a thread through many of 
our results was the apparent importance of 
duration of therapy in determining im- — 
provement rates. This is one variable which, — 
in particular, must be taken into account 
in any study of the relative scientific efficacy — 
of the double-blind method. oe 
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DISCUSSION 


-Faz A. Frevman, M.D. (Washington 
D! C.).—It is the purpose of this study ene 
amine whether experimental design by virtue 
of its existence has an influence on clinical 
evaluations of pharmacotherapy. In this con- 
‘nection Dr, Glick raises the question whether 


e ae fayoritinn for the double- bindi 
placebo-controlled method is 


design 34 papers were chosen from the liter- 
ature with 12 representing the double-blind 
method. While it is not explained how these 
particular papers were selected, we are assured 
that the patient groups, in spite of the diversi- 
ties of hospitals and nationalities, were, in Dr. 
Glick’s words, remarkably similar in being 
truly chronic and from moderately to severely ” 
ill. Whatever the authors of the 34 papers had 
designated as various degrees of improvement 
is here in this study lumped together in one 
category “improved.” Thus, percentage im- 
provements are determined and related to de- 
gree of “blindness,” duration of treatment, and 
date of publication. 

The assumption that the 34 papers had as 
much in common as is stated deserves further 
examination. There are no criteria stated for 
“truly chronic” or “degree of illness” which 
would permit us to agree or disagree with the 
definitions as used here. Nor do we know the 
clinical indications which prompted each of 
the 35 studies of chlorpromazine. I would like 
to know what the therapeutic aims were in 
terms of symptomatic improvement, compensa- 
tory treatment, or clinical recovery. One cannot 
sufficiently stress, it would seem to me, that 
neither chronicity nor severity of illness ag such 
can be conceived as therapeutic goals for drug 
treatment. One does not prescribe insulin or 
digitalis on the basis of length of illness byt in 


accordance with manifest disfunctions. Thus ~~ 


it appears highly improbable that what Dr. 
Glick wishes to compare on the basis of these 
studies may be regarded as coraparable. There 
is also the question of the meaning of “single- 
blind.” It is, in my opinion, rare that in non- 


experimental studies precautions àre taken to` ~ 


withhold information from patients regarding 
their treatment or the nature of medication, so 
that we are probably not dealing with degrees 
of “blindness” but with double-blind versus 
non-blind studies, og 
The analysis and interpretation of the data 

establish duration of treatment as a highly sig- 
nificant variable which accounts for difference 
in outcome. We do not know, however, wheth- 
er the reported degrees of improvement were 
based on evidence of symptom modification or 
final social level of behavior. There certainly 
exists a great deal of difference between symp- 
tom modification, which becomes, by the way, 
apparent early in the course of the treatment 
and which should establish the effectiveness of 
the drug in the treatment of schizophrenic — 
symptomatology, and, or? the other hand, out- 


VER NAS PAF 


scientifically = 
sound. To assess the influence of experimental 
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come in terms of social improvement at termi- 
nation of treatment. It is necessary to separate 
actual psychotropic effects and social thera- 
peutic outcome since the latter reflects the 
patients’ capacity for social adaptation which 
depends on many factors not connected with 
drug treatment. Furthermore, one would prefer 
to know whether the results in each paper 
were based on rating scales or on clinical ob- 
servations, or both. The fact that the percent- 
age improvement reveals such immense ranges 
as from 8%-78% or from 5%-65% would seem 
to indicate drastic differences in methods or 
competence of evaluation as well as in the 
selection of patient populations. The means 
have less significance since they blur rather 
than identify the dissimilarities in the 34 papers 
which Dr, Glick used for his statistical calcula- 
tions, I am certainly not opposed to comparing 
double-blind with non-blind studies, but I 
raise the question whether the method used 
here lends itself at all to comparative evalu- 
ations. 

I agree that Dr. Glick has identified certain 
shortcomings such as duration of treatment as 
a possible factor for discrepancies in results. 
But when he concludes that “there is a crying 
need for more long term, double-blind and 
short term, single-blind studies” I would doubt 
that this constitutes a reasonable conclusion. 
There,is today convincing evidence, based on 
competent clinical and experimental studies, 
which specifies the effectiveness of chlor- 
promazine in the treatment of schizophrenic 
patients. The creditability of this evidence does 
not depend on degree of “blindness” or dura- 
tion of treatment in design of studies, but on 
clinically sophisticated conceptualization of 
interaction bétween drug effect and patient and 
on the resulting choice of methods most suit- 
able to provitle valid proof of specific effects. 

The theoretical implications which Dr. Glick 


“stresses are indeed of great interest and de- 


serve further discussion. Dr. Glick’s question 
whether bias may severely limit our research 
potential suggests two considerations: is it 
bias or is it rigidity of design which accounts 
for the discrepancy of findings as reported 
here? The controversy whether drug studies 
should be controlled or uncontrolled represents, 
in my opinion, an artificial set of alternatives 
and is, at best, an oversimplification of a 
methodological problem. While it is true that 
only objective findings are scientifically valid, 


it does not follow that the model of the double- 


blind, placebo-controlled study has a monopoly 
on objectivity or, for that matter, on scientific 
reputation. = 

The decisive value sf clinical studies lies in 


the discovery, identification and ascertainment 
of psychopathological criteria which are suf- 
ficiently sensitive to provide information rele- — 
vant to the purpose of the investigation, And — 
there is no convincing evidence for the use of 
“chronicity” as a criterion since, as every psy- 
chiatrist knows, there are as many dissimilar 
behavioral variations in chronic as in acute 
patients. Only certain schizophrenic ‘patients, — 
acute or chronic, are apt to benefit from neuro- 
leptic treatment ; others fail to change or be- 
come worse. It is therefore quite conceivable 
that the so greatly varied distribution of suit- 
able patients for chlorpromazine treatment 
the 35 studies may alone account for marki 
discrepancies in outcome. Furthermore, it- 
reasonable to assume that the controlled” 
studies, being committed to rigid procedures 
of selection, dose range and observation, were 
less apt to distinguish significant response dif- 
ferentials. ON 
I also agree with Dr. Glick that the role of - 

the placebo should be reconsidered and not be ~ 
taken for granted in research design. In clinical 

investigations of psychoactive oipota Ea 


basic consideration concerns the identifi 7 
of psychopathology that can be treated 5 
drugs. The investigative goal is to concentrate — 
on whether a particular drug, under specified — 
conditions, can alter specified psychopatho- — 
logical symptoms. What impresses us as the — 
resulting change in the patient depends on the — 
interaction of typical drug effects with a given — 
psychopathological state in a given personality. — 
This does not mean, as is at times asserted, that 
drug studies should be céntered on each in: 
dividual patient and therefore preclude sta 
tistical validation, but rather that it be stated — 
specifically what or who it is that the drugs 
are supposed to interact with in a patient — 
population selected for a study, No one — 
should wish to turn the clock back and ignore 
the great strides which have been made in de- 
termining the magnitude of the therapeutic 
effect of placebos. But while vast numbers of 
patients are the psychologically benefiting vic 
tims of the physician’s faith in drug effects, 
there is also evidence that we now approach — 
an era of placebo euphoria characterized by — 
the strange fantasy that the enthusiastic doing — 
of something to the patient supersedes all 
pharmacological effects and that, therefore, 

controlled studies failing to show significant 

differences between a drug and placebo have 

disproved a drug’s therapeutic potential. One 
should not overlook that a patient who reacts 

to placebos can and does also react to psycho- 

tropic drugs. It may often be more important 

to compare drug treated patients with non- 


N 


| patients in order to observe spon- 
ıs recovery or symptom fluctuations. 
ognition and evaluation of psychotropic 
ts presuppose intimate knowledge of psy- 
opathological phenomena, observed under 
y. changing circumstances, and responding 
various types of treatment. Without this 
owiedee one may ascribe changes to drug 
fects which are in fact non-pharmacological 
in origin or, on the other hand, credit psycho- 
logical factors with producing changes which 
ere solely evidence of, pharmacological ac- 

tion, The shortcomings of certain double-blind 
a are, therefore, due not to bias but to 


which permit recognition of therapeutic po- — 
tentials and limitations. 
I welcome Dr. Glick’s original approach to ` 
the current controversy on methodology, I 
would like to suggest that he proceed to a 
more comprehensive analysis of the same 34 
papers in order to recognize similarities or dis- 
similarities in the goals of the studies, in pa- 
tient population, and in type and quality of 
clinical observations. Such a study would com- 
plement the present one ; both together might 
then represent highly valuable material for a 
revaluation of present research methods. 


IMPLICATIONS FOR PSYCHOTHERAPY DERIVED FROM 
CURRENT RESEARCH ON THE NATURE OF HYPNOSIS ** 


MARTIN T. ORNE, M.D? 


In this paper we propose to discuss the 
implications for psychotherapy of some of 
the hypotheses that have derived from our 
research on hypnosis. We have been con- 
cerned with the essential nature of the 
hypnotic process rather than its therapeutic 
application. The problems encountered ap- 
pear to have a close parallel to those seen 
in the study of psychotherapy. Further, 
here too we are dealing with a significant 
interpersonal relationship which alters the 
boundaries of consciousness. 


I. 


The behavior of a subject when hypno- 
tized would seem easy to describe. Usually 
his eyes will be closed, he will appear pas- 
sive, if requested to perform an action it 
will be done slowly, his voice will be low 
and often childlike and he will tend to re- 
spond only to cues from the hynotist. This 
description however does not hold in an his- 
torical perspective. Mesmer(1) traditionally 

, bas. been given credit for re-discovering 
hypnosis, At his seances or “baquets” pa- 
tients would have an hysterical seizure, or 
fit, subsequently lapsing into a sound sleep. 
This pattern of behavior was induced solely 
by silent passes and the structure of the 
situation. Fhey would awaken relieved of 
their symptoms, ‘without any verbal sug- 
gestions to this effect. However, in a sample 
of several thousand subjects we have never 
observed behavior of this type. Coué(2), 


* familiar as the originator of the phrase, 


“Every day in every way, I am feeling better 
and better,” certainly employed hypnotic 


|Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, Ill., 
May 8-12, 1961. 2 

2 The research on which this paper is based was 
supported in part by Public Health Service Re- 
search Grant M-3369, National Institute of Mental 
Health, f 

8 Massachusetts Mental Health Center and 
Harvard Medical School, Boston, Mass. 


techniques, yet his patients did not close 
their eyes, appear in a trance, or go to sleep. 
These are only two of many examples of 
the variability which has been associated 
historically with the behavior of a subject — 
in hypnosis. A 

Naturally the hypnotist may, by appro- 
priate cues, modify the behavior of the 
subject in hypnosis. However, 


structions. Today we tend to see the very 
standard pattern of behavior which we have — 
described. What would account for such 
variability in the past and such consistency 
today ? It seemed reasonable to hypothesize — 
that the behavior the subject will manifest — 
upon going into hypnosis is a direct func- 
tion of his conception of how a hypnotized 
subject behaves. In view of the widespread 
dissemination of knowledge through mass 
media of communication and the relatively 
uniform current beliefs about hypnotic be- 
havior, it would be easy to understand — 
why subjects today 
similarly, and it would appear equally — 
plausible that Mesmer’s and Coué’s subjects 
did not behave in this way. 

We decided to test empirically the hy- 


pothesis that subjects’ behavior in hypnosis 


is a function of their prior knowledge about 
the role of the hypnotized subject(3). In 
order to do this, we needed an item of 
behavior which could plausibly be asso- 
ciated with hypnosis but in fact had never 
been observed occurring spontaneously. 
Such an item of behavior is hard to come by, 
since a very wide range of hypnotic be- 
havior has already been reported in the 
literature. We finally hit upon catalepsy of 
the dominant hand. Catalepsy has frequent- 
ly been observed in hypnosis ; however, 
when it occurs, it occurs in all limbs, It 
never occurs in one hand, while the ether 
remains flaccid. However, catalepsy of the 
dominant hand sounds somewhat scientific ; 
it evokes in the college students, whom we 
planned to use as subjects, vague memories 
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we are de- — 
scribing here how the subject acts on being 
hypnotized in the absence of specific in- 


will seem to behave 
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erers, tests of hand dominance, and 


irst I gave a lecture on hypnosis to a 
group of university students in an intro- 
‘ductory psychology class. Included was a 
demonstration with several of the class 
‘serving as volunteers. Unknown to the 
ss, these subjects had previously been 
ypnotized and had been told to manifest 
atalepsy of the dominant hand. Along with 
ther well-known phenomena of hypnosis, 
s characteristic was casually pointed out 
typical. At a later time, members of this 
ass were hypnotized and tested for cat- 
psy and for the first time we were able 
observe a new behavioral characteristic 
ypnhosis—namely, catalepsy of the dom- 
nt hand without any specific suggestion. 
e view this as a demonstration of the ef- 
of prior experience or knowledge on 
otic behavior. Later we performed a 


| havior which is so variable, might be called 
This is the real 


focus of our research interest. i 
The problem of recognizing which el 
ments ascribed to hypnosis are artifactual 


or epiphenomenal is extremelydifficult, The 


nature of hypnosis is such that any expecta- 
tion the hypnotist entertains may unwitting. 
ly be communicated to the subject who then — 
acts in a way that demonstrates the validity 
of the expectation. Thus, we have the po- 
tentiality for the occurrence of self-fulfilling 
prophecies without the investigator becom- — 
ing aware of his own role therein. It is ` 
necessary to get outside of the immediate 
interaction into its context in order to 
recognize these variables. 

In experimental research with hypnosis 
this gross variability of the phenomenon 


persists. Here, too, the subject will behave 


in accordance with his perception of the 
experimenter’s expectations. It is generally 
recognized that unwittingly detailed and 
accurate communications may take place in 
the form of implicit or non-verbal cues, 
Clearly the subject does not-respond merely 
to the verbal suggestions but rather to the 
totality of the situation from which he ac- 
tively attempts to ascertain the behavior 
which is desired. In an experimental situa- 
tion the subject may further derive corisider- 
able information about the experimenter’s 
wishes from the procedure of the experi- 
ment itself. The extent to which the’ ex- 
perimental procedure communicates the 
hypotheses of the experimenter will de- 
pend upon the subject’s previous knowledge 
and sophistication. However, some knowl- 
edge will inevitably be communicated, 

The totality of cues which communicate 
the hypotheses or wishes öf the hypnotist 
(including implicit and non-verbal cues 
from the experimenter and cues provided 
by the experimental procedure) we have 
termed the demand characteristics of the 
experimental situation. What demand 
characteristics are perceived will vary with 
the subject’s prior knowledge, and different 
demand characteristics may be perceived by 

erent subject populations in the same 
experiment. These will, under some cir- 
cumstances, be the major determinant of | 
the subject’s behavior, For example, if we — 
test the Babinski reflex’ of a medical stu- 
dent, then regress him to the age of 3 
months and test the Babinski again, our 


- 
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_ expectation of plantar extension rather than 
flexion is communicated by the procedure 
in the light of the subject's knowledge. 

Experimental findings which are a func- 
tion of the demand characteristics may Or 
may not be replicable depending upon 
whether the replication provides the same 
-cues, But certainly they do not permit us 
to make valid inferences about real life 
situations. It is clear that unless the demand 
characteristics of an experiment are under- 
stood, ecologically valid(4) inference is 
difficult, Much of our work therefore has 
been concerned with the development of 
techniques which permit the study of de- 
mand characteristics. Three major ap- 
proaches are possible: 1. To manipulate 
the demand characteristics purposefully ; 
2, To study what demand characteristics 
were perceived by inquiring into the sub- 
ject’s perception of the purpose of the ex- 
periment ; 3, To study the effect of the de- 
mand charactefistics by including a group 
subjected to a»dummy treatment which 
omits the experimental or independent vari- 
ablé such as hypnosis. The behavior of this 
group can then be accounted for in terms of 
the demand characteristics rather than in 
terms vf the independent variable. 

We have discussed these. problems of 
control in detail elsewhere. I would like 
merély to point out that the common prac- 
tice of telling the subject a fictitious but 
plausible reason for an experiment is an ex- 
ample of manipulating the demand char- 
acteristics, This is effective only insofar as 
the subject actually believes what he is told. 
It is incumbent on,the experimenter in each 
instance to determine what were the sub- 
ject’s actual beliefs in the situation. 

The procedure of inquiring into the sub- 
ject’s perception of an experiment after it is 
over has inherent factors which make ob- 
taining a valid report difficult. It is common 
knowledge among our subject population 
that they are supposed to be ignorant of 
those aspects of an experiment which are 
not specifically explained to them. They are 
aware that too much information about a 
study would disqualify their performance as 
subjects, This eventuality runs directly coun- 
ter to their motives for participating in psy- 
chological studies. It would vitiate their ef- 
forts to contribute to science and research 


than the subject relishes the thought 
wasting his time and does not wish to | 
clude a subject's performance. As 
he may all too easily accept the 
don’t know” and the interlocking 
tions of subject and experimenter will 
lead to a pact of ignorance. If the e 
the initial di 


hypothesis that the subject may know 
than he is telling (much as we woul 
the therapeutic situation) he will find | 
most subjects will be able to verbalize 
specific hypotheses about the experim¢ 
which may or inci i 


of the research group other than the 
perimenter. In several studies the subj 
beliefs about the experimenter’s hypoth 
proved to be better predictors of what th 
did in the experiment than their reports | 
what they thought they had done. any 
Finally, we have used extensively a pro- 
to maintain the de- 

situation 


perimental result is usually ascribed. O) 
example of such a procedure involves 
use of simulating subjects. Subjects who 
failed to enter hypnosis during rep 
sessions were told that they were to sum 
late entering hypnosis for the ' hypno' 

They were further informed that the hyp- 
notist would know that some subjects 
trying to simulate but not which ; that 


without, however, 
in experience which distinguishes 
notic state. Simulators are not detectable b 
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tain types of psycho-pharmacological experi- 
_ ments. The use of simulating subjects makes 
_ possible the extension of the blind design 


_ from the subject whether he received the 
experimental or 


one, Simulating subjects are extremely moti- 


Over on the experimenter, thus deprecating 
“an authority figure, 


The psychological experiment, even with- 


out simulating subjects, is a peculiar situa- - 
tion. In the course of our methodological in- 
vestigations we became intrigued with the 
social psychology of the experiment. By 
mere agreement to participate in a study the 
subject grants the legitimacy of a remark- 
ably wide range of requests. The category 
of potential behavior which can be de- 
manded of a subject during his participation 
in a psychological experiment is so broad 
that it is limited only by the social con- 
straints on the experimenter, For example, 
if a student asks a peer to do 10 push-ups 
as a favor, he will be asked, “Why?” If the 
same student secures the agreement of the 
same fellow student to take part in an ex- 
periment and then tells him to do 10 push- 
ups, he will be asked, “Where?” In other 
words, the willingness to do a favor does not 
in and of itself legitimize the request to do 
10 push-ups without further explanation. 
However, Participation in an experiment 
causes the subject to assurħe a legitimate 
Purpose without further explanation being 
required. We have tried to find absurd “ex- 
perimental” tasks which subjects would re- 
fuse to perform and have been unable to 
do so. Only such tasks would presumably 
meet with refusal that.conflict with the basic 
value system of the subject. By its very na- 
ture, this hypothesis cannot easily be tested 

in the laboratory, s 3 
It is clear that once the subject has given 
his consent to Participate in an experiment 
voluntarily puts himself ‘under the con- 
trol of the experimenter. The potential 
range of behavioral control is extremely 
broad, at least for the usual college student 
volunteer, This surrender to control I would 
interpret as deriving from the subject’s in- 
volvement with, and high regard for, science 
and experimentation, The process of selec- 
tion of volunteers by itself tends to guar- 
antee such a value orientation. The author- 
ity of the experimenter then derives from 
his association with science. The control is 
sufficiently legitimized by the declaration, 
ous 1S an experiment,” which is accepted 
as valid by our subject population. This as- 
pect of the experimental situation in non- 
hypnotic experiments, which incidentally 
are equally subject to’ effects of demand 
acteristics, must be taken into account 
when we wish to infer ġo real life situations. 
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Many of the considerations which apply 
to hypnosis and the experimental situation 
may be also applicable to the doctor-patient 
relationship. Here, too, is a peculiar author- 
ity relationship wherein the patient makes 
certain assumptions about the positive moti- 
vation of the doctor. Furthermore, the pa- 
tient places himself under the care of the 
physician much the same way as the subject 
under the control of the experimenter. In 
most doetor-patient relationships, it is po- 
tentially possible to elicit a wide range of 
behavior from the patient by the statement, 
“This is a test.” Few patients insist on know- 
ing the logic of the test prior to complying 
with instructions. 

Our knowledge about hypnosis is derived 
almost exclusively from studies conducted 
in clinical, experimental or quasi-experi- 
mental settings. Hypnosis is often seen as an 
extremely potent technique of behavioral 
control ; however, because of the degree of 
behavioral control which is already in- 
herent in the settings in which hypnosis is 
studied, we have been unable to demon- 
strate any increment of control over the 
hypnotized subject from the amount of 
control which can be exercised by the physi- 
cian gr experimenter over the unhypno- 
tized subject. At this point the ques- 
tion has not been answered, whether 
, hypnosis increases the hypnotist’s control 

over the subject beyond that which is al- 
ready inherent in the situation prior to the 
induction of trance. 

“IV, 

It is not clear what the essential qualities 
of the hypnotio state are, or what, if 
anything, psychodynamically relevant is 
changed by the existence of this state. There 
„are, however, certain constant qualities of 
social interaction that characterize hypnosis. 
Thus, the behavior of the hypnotist changes 
as dramatically as the behavior of the sub- 
ject. Many aspects of hypnosis can best be 
conceptualized as a folie à deux (a set of 
complementary role expectations about an 
unreal definition of the situation). This, 
the subject acts as though he were unable 
to resist the suggestions of the hypnotist and 
the hypnotist acts as though he were all- 
powerful, By the same token not only does 

the subject experience the perception of a 
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suggested hallucination | bh 
also acts as though the subject were i 
seeing the hallucination, Particularly s 
ing is the behavior of the hypnotist with 
subject in age regression. His speec 
comes altered from that customary in. 
dressing an adult to that typically v 
when addressing a child, In fact, if th 
hypnotist does not do this and fails to obtain 
the phenomenon from the subject, one tends 
to say his technique is faulty. Poor t 
nique in other words, on close inspe' 
turns out to be the failure of the hypnoti 
to complement the role which he 
signed to the subject. i; 
We have been filming hypnotic ses: 
in order to analyze the interaction in mo 
detail. In some of this research we ha 
used both real and simulating subjects — 
with the hypnotist being unaware of their 
true status. In one instance, the hypnotist 
had become convinced on meeting the 
ject that he was a simulator, whereas in 
the subject was able to enter deep hyp’ 
easily and quickly. In the interaction that 
ensued, the subject failed to enter deep 
trance and became quite hostile to the j- 
notist, who, while giving suggestion: 
usual, failed to play convincingly a co 
plementary role. Bete 
Perhaps one of the major problems in the 
psychiatric use of hypnosis is the gre: 
ficulty of employing a technique which de: 
mands that the therapist enter into a folie 
à deux with the patient. One requirement 
of successful hypnosis is that the patient — 
should be able to ascribe magical powers a 
the therapist. It is necessary for the thera- 
pist employing hypnosis to enter into this 
relationship, act out and participate in ne 
folie à deux, while maintaining suffici 
objectivity to recognize that he does no 
acquire the power the patient ascribes 
him. This is perhaps one of the explanati 
of why thoroughly competent psychi 
and analysts reporting on isolated uses 
usually during their war time ex 
describe attempts at treatment 
which violate their own very exc 
knowledge of psychodynamics. Some! 
they seem to get caught in the interacti 
process and seduced into attempting to com 
pel the patient to change in a manner whi 
is blatantly incompatible with the parti 
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_ lar patient’s personality. Obviously such an 
endeavor will lead to failure. In every in- 
tance of hypnotherapy where we have had 
the opportunity of exploring what actually 
ook place, it has been clear that the basic 
psychodynamic mechanisms operating are 
in no way altered or suspended because the 
patient enters hypnosis. 

Another aspect of hypnotherapy, which 
may be responsible for the apparent changes 
in the defensive organization of the patient 
in hypnosis, may be the role expectations 
inherent in the use of hypnosis both by the 
patient and the therapist. Thus, in the case 
of symptom removal, the therapist is seen 
as an omnipotent figure by the patient and 
participates with the patient in this aspect 
of the folie à deux as well. The therapist 
takes responsibility for the patient’s relin- 
quishing of the symptoms and the patient 
is able to mobilize a greater degree of flexi- 
bility by identifying with the omnipotent 
therapist. Again in the case of obtaining ma- 
terial otherwise unavailable to conscious- 
ness, the therapist assumes responsibility for 
the patient’s verbalizations ; the patient 
feels, “because I’m in hypnosis, I’m not 
responsible for what I say.” In some in- 
stances the function of hypnosis may be to 
legitimize a change in behavior which the 
patient wishes to undertake but cannot 
without an appropriate excuse, As has been 
Pointed out by others, we can ascribe a 
similar function to the psychoanalytic couch, 
Not only is the couch historically related to 
hypnosis, but it may also be related in a 
structural sense, in that it symbolizes an 
alteration in the situation which clearly 
delineates when a patient can feel without 
responsibility for his 
The getting up from the couch is somewhat 
analogous to the hypnotist’s waking up the 


; implicit shared expecta- 
tions about therapy, closely analogous to 
the demand characteristics in experi- 
mental situations, may play a major part 
in determining the course of psychother- 


apy. For example, it is felt by the 
advocates of hypoanalysis that the use 
of hypnosis makes possible more rapid 
progress in treatment(5, 6). Assuming that 
the rate of progress is in fact more rapid, it 
might well be due not to the actual use of 
hypnosis but rather to the firmly held belief 
by both patient and therapist that the use 
of hypnosis speeds up therapy. It is entirely 
possible that certain shared expectations 
about the length of therapy govern’ in large 
part the rate of progress, In recent years the 
length of treatmert has tended to increase, 
no doubt in a large measure due to chang- 
ing orientation about goals. Perhaps some 
of this lengthening may also be due, how- 
ever, to certain shared expectations about 
how long treatment should take, It is an 
interesting but difficult empirical issue 
raised tangentially in the literature on 
termination dates to what extent shared 
expectations about the length of treatment 
will affect the rate of progress in treatment. 
Not only may certain shared expectations 
affect the length of treatment but also their 
Presence or absence may determine much 
of the outcome of treatment, We would like 
to draw an analogy between the behavior 
of the hypnotized subject and that.of the 
patient in therapy. The behavior in response 
to hypnosis is, as we have pointed out, large- 
ly dependent upon the knowledge about , 
the role of hypnotized subjects that the 
subject brings with him, while subsequent 
behavior depends upon sues from the 
hypnotist and the subject’s interpretation 
of these cues in the light of his previous 
experience. The development of the folie à 
deux of hypnosis is facilitated by the fact 
that subjects know a good deal about the 
role that they are expected to play and that 
the hypnotist is explicit about the behavior i 
he wishes to elicit. The therapeutic situation 
is different for many patients in that they 
know little about the patient's role in treat- 
ment and we as therapists are loathe to com- 
municate the behavior both in and between 
sessions that is expected of them. Despite 
our reluctance to give the patient informa- 
tion about his role, it is vital for him to 
somehow learn enough about this role to 
make the therapeutic interaction possible. 
In the complex interaction which constitutes 
the therapeutic Process the patient’s ability 


e 


1962 ] 


MARTIN T. ORNE 


to behave appropriately will largely de- 
termine whether he is perceived by the 
therapist as a good or a poor patient for 
treatment. The therapist's perception of the 
patient will in turn in large part determine 
the subsequent course of treatment. In 
some ways this may be analogous to a 
hypnotist attempting to hypnotize a good 
subject whom he believes to be simulating, 
and failing to obtain an adequate trance. 
This afialysis would seem consistent with 
the report of Redlich and Hollingshead(7) 
that educated middle and upper class pa- 
tients receive psychotherapy while un- 
educated, lower class patients receive EST. 
Not only does the psychotherapy patient 
come from the same social class as his 
therapist but he also has the greatest 
amount of knowledge about the role the 
patient is expected to play in treatment. 

We might hypothesize that this antici- 
patory socialization for the role of patient 
is the crucial variable. With increasing men- 
tal health education we might expect an 
ever larger proportion of patients to be 
able to play this role, It could become 
quite standardized much in the same way 
as has the response from any member of our 
culture to any technique of hypnotic trance 
induction. While this may be desirable, it 
would make extremely difficult our ever 
distovering what is really essential to the 
process of psychotherapy. The historical 
confusion abdut hypnosis would find a 
parallel here. As in hypnosis, the behavior of 
patients it psychotherapy has varied wide- 
ly. The same method of therapy has led to 
different results in the hands of different 
therapists, while’ dissimilar therapeutic ef- 
forts frequently have led to the same re- 
sults. Perhaps here too we need to concern 
ourselves with separating the constant in- 
variant essence of the therapeutic process 
from those variable aspects that are arti- 
factual and epiphenomenal. 

The recent reports by the British of 15- 
minute therapeutic sessions at intervals lead- 
‘ing to dramatic results might be evaluated 
from the, perspective we have discussed. 
Just as we have omitted in our group of 
simulators the crucial variable of hypnosis 


o 


while maintaining the demand characteris- 


tics of the situation, the British psychiatrists 
using few, brief, intermittent sessions have 
omitted variables which we believe to be 
necessary for the therapeutic process, name- 
ly, long interviews, several times a week, 
over a prolonged period. They have, how- 
ever, included the demand characteristic of 
the therapeutic situation. A comparison of 
the results obtained could be regarded as a 
quasi-experiment to distinguish between the 
effect of psychotherapy and the effect of the 
patient's perception 
therapy. 


SUMMARY 


We have applied to psychotherapy some 
hypotheses that arose from our current 


research on hypnosis. Whether or not there 
exists a valid analogy between the thera- ~ 


peutic process and the hypnotic state, the 


specific hypotheses may be potentially fruit- 3 
about the nature of the 
Any conclusions about — 


ful in our inquiries 
therapeutic process. 
their validity will of course have to await 
concrete results of research. 
methodological considerations and tools we 


have developed to deal with problems in 


the study of hypnosis may be useful in test- 


ing similar hypotheses about psychotherapy. 
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Some of the 


Reading difficulty in young children in 
their early school years accompanies or is 
followed by somatic complaints, behavior 
turbances, and signs of emotional distress 
hich frequently bring the children to the 
ention of their physician. If the physician 
not aware of the potential severity of the 
ess reaction which can result from read- 
; failure, extensive medical studies might 
conducted without uncovering the cause 
£ the complaint, 
n children of apparent normal intelli- 


us system disorder, the diagnosis of 


reading difficulty leads to cumulative prob- 
lems in learning and adjustment (9), 

This study is an investigation of the prob- 
m of reading difficulty in the young child 


i Read at the 117th 
; iatri Il, 


X Universi 
Washington School of Medicine, Seattle, Wack, r 
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AN INVESTIGATION OF READING DIFFICULTY 
IN YOUNG CHILDREN? 


ce and without evidence of frank central 


THEODORE D. TJOSSEM, Px.D., THOMAS J. HANSEN, B.S., AND 
HERBERT S. RIPLEY, M.D.? 


from a medical and psychological point of "N 
view, careful attention being given to the 
medical history as a diagnostic tool. Psy- 
chological tests were devised for promoting 

a more definitive diagnosis of the reading 
diffculty. These tests were designed to 
assess the ability of children to handle fig- 
ures and symbols, 

The study includes an assessment of 2 
different methods of reading instruction and 
attempts to relate performance on these 
methods with the results of diagnostic as- 
sessment, 

Twenty-four children (22 males and 2 
females), referred by school guidance per- 
sonnel, were studied. The ch‘ldren referred 
appeared to have essentially normal intelli- 
gence but were having serious difficulty in 
learning to read, The mean age was 8 years, 

10 months (range 7 years to 12 years, 9 
months), Every child had repeated a grade 
or was under consideration for a repeat. 
Reading tests showed ‘an average reading 
retardation of 1.4 grades below normal 
grade placement, ə i 

Each child was seen for 4 sessions of ap- 
proximately 60 minutes, which were sched- 
uled 2 to 4 days apart. The fisst session was 
devoted to a general assessment of the child i 
and his situation, Psychologists administered i 
the Wechsler Intelligence Scalé for Chil- 
dren (WISC) and tests ofsreading ability 
on this occasion, The reading tests were the 
Test and the 


interpolated activity. The interpolated ac- 
tivity Consisted of the administration of the 
special Psychological tests devised for the 
Project, Following this, the child was Te- 
turned to the teading instruction and re- : 
2) ES sisi. 
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taught the word list learned according to 
the criteria in the initial instruction. 
Independent word lists for the 3 different 
methods of reading instruction were pre- 
pared. The words for these lists were taken 
from the juvenile list of the Thorndike- 
Lorge Frequency Word Count(20). The 
words for each of these lists were matched 
as closely as possible for complexity and 
letter frequency. On beginning a period of 
reading ,instruction, each child was pre- 
sented with the words from the list for that 
session. The 10 words were selected from 
those that he was unable to recognize from 
the word list on pretraining assessment. 

The words to be learned were presented 
on flash cards, During instruction, the order 
of presentation of the words was random- 
ized. Under each of the 3 different methods 
of instruction, the list of 10 words was 
initially learned using the criterion of the 
perfect recognition of each word in a single 
trial. The number of trials necessary consti- 
tuted the child’s score for initial learning. 
The same procedure was followed during 
the relearning period. The sum of initial 
learning and relearning scores was taken 
as the unit of measurement for each method 
of reading instruction, 

The method of instruction in the second 
session was that of visual word presentation. 
The swords to be learned were shown the 
child one at a time. If the child did not 
recognize the word it was supplied by the 
examiner and the child repeated it. The 
tests for the interpolated activity in the 
second session were the Embedded Figures 
Test (EFT )eand the Finger Oscillation Test 
(FOT). A description of the EFT and pro- 
cedures for its administration are given be- 
low. The FOT is omitted from description 
i since it was not used in the analyses made 
° in this paper. 4 

Embedded Figures Test.—This test is pat- 
terned after the Gottschaldt Test as de- 
scribed by Thurstone(21). In this test the 
subject is presented with a simple figure 
añd asked to find it in a more complex fig- 
ure, Thurstone, in his version of the test, 
found it to carry heavy loadings of per- 
ceptual factors related to the ability to break 
up a complex figure to find a new one and 
the ability to hold the figure against dis- 
rupting influences. The EFT was presented 
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in booklet form. Motor factors were reduced _ 
by asking the child to denote the simple 
figure to be found in one of several complex 
figures by simply marking through his 
choice. The score on the test was the num- 
ber of figures correctly denoted, divided by 
the time in seconds required to complete — 
the task. x 
In the third session each child was helped 
to learn his list of 10 words by the kines- 
thetic tracing method. The words were 
traced by the child with his finger as he- 
was helped to sound each letter and combi- 
nation phonetically. Following each word 
tracing the child pronounced the word. Thi 
relearning procedure followed the same pat 
tern of instruction. Scoring for initial and 
final learning was the same as for the 
method of visual presentation. i 
The tests employed during the interpo- 
lated activity of session 3 were the Kines: 
thetic Mazes Test (KMT) and the Reversi 
ble Figures Test (RFT), described below. 
Kinesthetic Mazes Test.—This test wa 
designed to provide a measure of ability to ~ 
learn by kinesthetic cues when visual cues 
are absent. The KMT consisted of an in- — 
struction maze and 3 test mazes of varying 
difficulty. The mazes were cut from ply- 
wood in such a way that a stylus could fol- 
low the maze track from point of start to 
the end point at which an opening per- 
mitted withdrawal of the stylus. The mazes 
were presented in a blind box which’ re- 
moved opportunity for visual cues. After — 
orientation to the procedure through trials 
on the instruction maze, the subjects were 
given 3 trials on each test maze, and the 
time in seconds required to solve the maze 
on each successive trial was recorded. The 
subject's score for each test maze was the 
time required for the third trial. 
Reversible Figures Test—This test was 
designed to assess ability to reproduce sim-" 
ple figures after a period of brief delay dur- 
ing which the stimulus figure was not vis- 
ible. The figures, drawn on 4” x 7” cards, 
were such as to be subject to reversal, The 
cards were presented one at a time for a 
period of 3 seconds. The card was theñ re- 
moved and the subject, after a 3-second de- 
lay, was asked to draw it on paper. The | 
number of reversals of the figures from the 


tion on presentation was taken as the DARN TABLE 1 


Mean Scaled Score Values for WISC Sub-Tests 
tive strengthening was used as the and Verbal, Performance and Full Scale Mean {Qs 


nental period (omitted here since the re- vernal Mean of 


scale Mean 
ts of this method are omitted from Sub-tests scaled scores Ia 
nalysis), i 2 
The tests given in the period of inter- arn i i 
-polated activity during the 4th period were Arithmetic 8.8 102.1 
the Picture Perception Test (PPT) and tests Similarities 10.2 
£ eye and hand dominance. Determination Vocabulary 12.9 
as made of the location of the child’s hair Digit span 8.3 
icture Perception Test.—In this test, pic- aema 
ires and words were presented to the sub- Picture completion 128 < 
ct by means of a masking apparatus Picture arrangement 10.8 
hich uses a panel of masking light to ob- Block designs 10.6 105.2 
cure the test stimulus. Beginning at com- Object assembly 10.4 
e masking, the masking light was re- Coding 9.2 
d in equal steps. At each level of Full scale 104.0 


king, the stimulus picture or word was 
posed for 5 seconds. During this period 
subject initiated a verbal report of what Cates that the request for a sample of re- 
J At the completion of the verbal tarded readers with essentially normal in- 
r each masking level, the masking telligence was well met. The range for full 
as reduced one interval and the scale I.Q.s in this group was from 80 to 123. 
ulus again exposed and verbal report The subject with a full scale I.Q. of 80, a 
By this method, discrimination thres. girl diagnosed during the study as having 
for word recognition or Picture con- Overt evidence of central nervous system 
scrimination were determined. disorder, was omitted? from all analyses of 
st picture consisted of a schoo] the data except for psychometrics and his- 
cene including teacher and pupils, torical review. This brought the low end of 
i blackboard was Printed the range for full scale I.Q. to 85. The psy- 
which, when Properly dis- chometric test results given in Table 1 are 
eported, provided the dis. for the 24 Poor readers, randomly referred, 
hold used in the analyses and represent the sample of children who 
5 report. This picture and pro- have reading difficulties but who might es- 
was employed because it was felt cape early diagnosis in the school and might 
ide a measure of the child’s readiness be regarded as having normal potential for 
d words presented in a normal con- learning by parents and teachers, 
Se ais j Three sub-tests from the verbal scale are 
<Ominance Tests.—The eye and hand noted to be on the 
of the children were determined the coding sub-test from 
tandard tests of dominance and by his- scale is reduced. The fi 
ry and observation. The child’s hair whorl scores for digit 5 
‘as cated by determining its position with similar to the 
ice to the longitudinal suture, vitch(16), 


$ primary and Secondary reading disorde:s. 
: 7 He also found the vocabulary suib-test to be 
ae ve Mas oe both the Primary and secondary 
‘Or en are non-readers, a finding not j 

: The finding of a mean study. ts ee 
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The Rabinovitch study shows psycho- — 
metric test results in which the WISG ogi 


bad { 
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verbal I.Q. is significantly reduced as com- 
pared with the performance I.Q. for the 
primary reading retardation group and re- 
duced, but not significantly, for the sec- 
ondary group. The discrepancy observed 
between verbal and performance scales in 
this study is not remarkable. This suggests 
that since Rabinovitch worked with children 


results in older children might be influenced 
by lack of reading ability in a manner to 
cause increased lowering of measured ver- 
bal intelligence with increasing age. This 
might be particularly true of the informa- 
tion and arithmetic sub-tests which should 
be responsive to educational training. 

Should the above observations be valid, 
the digit span and coding sub-tests might 
well be the sub-tests most likely to reflect 
difficulty in basic reading processes and as 
such should be carefully evaluated for their 
diagnostic significance. 


e 
ETIOLOGIC VARIABLES 

Because problems of lateral dominance, 
as evidenced by left laterality or ambilater- 
ality, reading difficulty in the family, and 
subtle central nervous system dysfunction 

. have been suggested.as of etiologic signifi- 
cance by other workers, particular attention 
was given these variables in the historical 
review. 

In isolating the cases in which subtle 
central nervous system dysfunction might 
be a factor, those cases in which the preg- 
nancy or birth was atypical and those in 
which postnatal development indicated pos- 
sible damage to the infant were placed in 
one category utider the heading “atypical 
birth.” Cases were assigned to this category 
if the pregnancy with the child was charac- 

terized by significant vaginal bleeding that 
required bed rest and/or hormonal therapy. 
Also placed in this category were cases in 
which the infant demonstrated respiratory 
distress following delivery to the extent that 
oxygen therapy was required. One infant 
placed in this category showed pronounced 
jaundice following delivery, another 

‘cause the infant showed slow closing fon- 

tanelles. 

_ Cases were categorized as having a prob- 

Jem of lateral dominance if left laterality or 


® 
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of more advanced age, psychometric test . 


erations of the family. 
The results of this 
Table 2, from which can be seen 


analysis are give 


TABLE 2 


Frequency of Left or Mixed Laterality, Reading 
Difficulties, and Atypical Births in Retarded Reader: 


Left or ambilaterality 
in 2 or more generations 


Left or ambilaterality in 2 
or more generations plus parent 
or grandparent with reading difficulty 


Left or ambilaterality in 2 or more 
generations, plus reading difficulty in 
parent or grandparent, plus atypical birth 


Left or ambilaterality in 2 or more 
generations plus atypical birth 


Total number of cases showing left 
or mixed laterality 


Reading difficulty in parent or grandparent 
Atypical birth only 
No positive findings 

Total 


3 Left laterality or ambilaterality found in stock of both 
for 2 or more generations. 


of possible causes for the reading difficr 
If the assumptions regarding lateral dot 
nance can be accepted as causative, 1. 
the 24 children would have positive fin 
on this variable. ‘i Fin 
Subtle central nervous system disord 
as it might relate to the conditions includ 
under the category “atypical birth,” appe 
as a possible cause in 10 instances. Thr 
these overlap with a problem of lateral 
dominance. Reading disability in the fai 
as an isolated variable, occurs in only 
instance. This leaves only 5 cases which 
might be regarded as free from the diagnos: 
tic variables given attention in the tab 
Eight instances of reading disability 
reported in the parent or grandparen' 
erations of the retarded readers ; 50 
children came from families in which 
parents show problems of lateral dominane 
in the family strain. oe 
Seven of the mothers of the retarded res 


an 
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gave a history of natural abortions ; 6 of 
e mothers had had 2 or more abortions, 
ind the mean number of abortions for the 
mothers was 2.4. This incidence of abor- 
ons is above expectancy according to data 
upplied by Eastman(5). Bleeding during 
pregnancy was the most common cause of 
“atypical pregnancy” recorded in this study 
‘and accounted for 3 of the 10 instances 
where this variable was recorded. Kawi and 
Pasamanick(13) have concluded that some 
childhood reading disorders result from 
‘minimal cerebral injury as a result of ab- 
normalities of the prenatal and paranatal 
periods. Such abnormalities included tox- 
emias and bleeding during pregnancy. 
Examination of the records of the 5 chil- 
dren without positive findings on the vari- 
ables categorized for study shows that 4 
had WISC full scale. I.Q.s in the range from 
88 to 96. The 5th child had an I.Q. of 112. 
This boy showed evidence for passive re- 
sistance in his behavior. He came from a 
_ home in which the child rearing practices 
were strict and punitive. These observa- 
tions, plus the fact that test evidence indi- 
cated no basic disorder in the skills neces- 
sary for reading, suggested that his reading 
retardation was due to secondary factors. 
$ Inspection of the WISC data for the 4 
= remaining children showed little disparity 
_ between verbal and performance scale in- 
telligence except for one instance. These 
findings suggest that reading retardation in 
these children might be associated with gen- 
erally lower intelligence or to secondary 
factors not clearly delineated by the design 
of this study. 
An appraisal of these data suggests that 
reading retardation might occur on the 
basis of lateral dominance problems, subtle 
central nervous system disorder associated 
with atypical birth, pregnancy and post- 
natal development, and on the basis of 
moderately lowered intelligence or second- 
ary factors. 
_ Friedman(8) has provided evidence that 
Congenital handedness can be determined 
by the hair whorl sign. His data also indi- 
cate that environmental training and influ- 
ence modify congenital left-handedness and 
Congenital ambilaterality. While 20 of the 
children in the present study were found to 
be right-handed, the hair whorl data suggest 
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the possibility that their congenital orienta- 
tion might well have been altered. 

Of the retarded readers, 54% showed a 
right hair whorl indicating congenital left 
laterality, 21% showed a left hair whorl 
indicating congenital right laterality. These 
percentages contrast sharply with those ex- 
pected on the basis of Friedman’s data. He 
found the expected percentage for a right 
whorl to be 21% and that for a left whorl 
to be 70% Application of the cbi square 
test of significance to these observed and 
expected frequencies, expressed in percent, 
was 20.6. This value of chi square is signifi- 
cant at the 0.01 level. This would suggest 
that the sample of retarded readers used in 
this study shows a greater than ‘normal 
tendency to congenital left laterality, as 
measured by the hair whorl sign, despite 
the fact that the majority of the children 
were right-handed. 

The hair whorl data leave the implication 
that the sample of retarded readers includes 
a number of children who were congenitally 
destined to be left-handed and who, 
through environmental influences, have 
shifted to a right-handed orientation. That 
eye dominance need not follow such a shift 
in handedness would be indicated by the 
observation that 5 of"the children showed 
crossed eye-hand dominance. 

The above data assume special signifi- 
cance when one recognizes the evidence to 
the effect that reading disability is less like- 
ly to occur in children who show strong 
right-hand dominance (4, 17)..In this re- 
gard, Hildreth(12) has given data indicat- 
ing that failure to establish consistent domi- 
nance by school age is-likely to produce 
confusion in the acquisition of psychomotor 
skills and cause difficulty in speech and 
reading. It seems plausible here to hypo- 


thesize that a number of the retarded read- ° 


ers might show this slowness on the basis 
of a shift from their congenitally determined 
laterality. 


BEHAVIOR CHARACTERISTICS 

Table 3 summarizes the data covering 
the developmental and behavioral variables 
isolated for analysis, _ 

Motor awkwardness was recorded where 


historical information plus clinic observa- 


TABLE 3 


Frequency of Developmental Problems 
and Behavorial Signs in Retarded Readers 


Frequency 


M Motor awkwardness 10 

© Speech problems 14 

M Developmental delay 5 

F Behavior signs 

| Hyperactivity } 8 
Accidents 9 
Enuresis 16 
Nervous habits K- 14 
Allergic reactions 9 
Headache or stomach ache (7-6) 13 


| tions indicated this to be a factor. Records 

> of 10 of the children showed evidence for 
motor awkwardness. 

Speech problems were recorded if the 
child’s parent gave a history indicating con- 
cern over lack of clarity in the child’s speech 
or if the child demonstrated speech pathol- 
ogy in the project sessions. Fourteen of the 
children. were recorded as having speech 
problems ; 1 child had had formal speech 

' therapy; and 3 were regarded as having 

_ significant deviations in speech at the time 

T of the study, Immature speech characterized 

| by the substitution and omission of speech 

~ sounds was the characteristic speech pattern 

T „for these children, 

T Evidence for developmental delay was 

recorded for 5 cases which showed 30% or 
| more retardation in meeting the basic early 

' landmarks of development in speech and 

T postural motor control. In all cases so re- 

| corded, deviations from normal were mild. 

Most of these children appeared to have 

"caught up with the developmental norms by 

| the third year. 

"Hyperactivity was reported as character- 
istic of 8 of the children. In 6 of these cases, 
the mother reported the child to have been 
notably active in utero. Hyperactivity of 
the fetus was usually found with mothers 
who were under stress during their preg- 
nañcy. Hyperactivity in the children during 
study sessions was not gross, and clinically 
the children could be described as only 
moderately active. 

Accidents, as recorded in Table 3, were 
those severe enough to require medical at- 

ention. Nine children had had 2 or more 


significant accidents. njuriés to 
such as concussion and severe scalp 


tions, were the most common and w 
ported for 6 of the 9 children. 


also soiled. 


Nervous habits were recorded if tl 
child demonstrated nail biting, masturba 
tion, tics, scratching, thumbsucking or sl 
disturbance. Fourteen children were rec 
ed as showing one or more such manife 
tions of nervousness. Usually the eviden 
for nervous reactions was gross and in 
cluded reports of restlessness, irritabi ry 
and emotional lability. 

Allergic reactions were frequent in tl 
histories of the slow readers. Nine childrei 
had histories of allergic reactions requiring 
drug therapy or medical supervision of their 
diet: 7 children had histories of chronic 
headache sufficient to interfere with schoo 
attendance or play activities; and 6 ¢ 
dren gave histories of chronic stomach-ach¢ 

These observations support what has bee 
learned from other studies(2, 6, 9) the 
somatic complaints, neryous habits, ma 
adaptive behavior, emotional stress, an 
disturbed physiologic functioning are asso 
ciated with reading difficulty in early child 
hood. 

In the following analyses of data deali 
with methods of instruction and speci 
tests, 3 of the subjects in the original grou 
were dropped from the study. The 2 girls 
and the oldest boy were dropped to provide. 
a more homogeneous group. The group 0 
slow readers as reconstituted consisted o 
males between the ages of 7 years and 10 
years, 9 months. The mean retardation in 
reading was 1.3 grades for this group. 

f 
METHODS OF INSTRUCTION 


Because the kinesthetic method of word 
tracing is recommended by some teachers 
of remedial reading, this method was em: 
ployed in the project teaching. Since whe 
effectiveness of the method is questioned by 
others who advocate the method of visual 
word presentation, a check on the effective 
ness of the 2 methods and an assessment of 


READING DIFFICULTY IN YOUNG CHILDREN 


de, = a 


[ June ; 


elationship of the 2 methods to diag- 
stic data were desired. 
t should be mentioned here that the 
cinesthetic tracing method as employed in 
this project is not regarded as a full and 
true application of kinesthetic teaching 
_ procedures. The procedure used was simply 
designed to determine whether the incor- 
poration of kinesthetic cues adds beneficial- 
ly to the learning process in a group of 
slow readers. 
Results comparing word learning under 
the different methods of instruction are 
given in Table 4, which shows that the 


REVERSIBLE FIGURES TEST (RFT) 


This test was included in the battery of 
tests because of the common observation 
that children with reading ‘difficulty, as 
well as children who are beginning reading 
instruction, commonly rotate and reverse 
words and symbols. 

In designing this test, a brief delay was 
introduced following removal of the stimu- 
lus figure before the child was permitted to 
attempt its reproduction. In this design the 
investigators were attempting to reproduce 
the conditions commonly experienced in the 
classroom where the child in copying from 


TABLE 4 
Comparison of Methods of Reading Instruction 


Mean number of trials to criteria 


method 


Initial Relearning Combined initial Xa S.E. 
instruction learning and relearning 
Visual word 6.6 24 9.0 ‘3 
presentation 0.6 2.145 
Kinesthetic 6.6 3.0 9.6 


kinesthetic tracing method offered no par- 
ticular benefit to the subjects and was, in 
fact, less adequate for learning than simple 
visual word presentation although not sig- 
nificantly so, The difference between mean 
earning scores for the 2 methods was 0.6 
trials and was not significant upon applica- 
tion of the t-test for significance. It is no- 
table that the subjects did equally well on 
_ both methods of instruction during initial 
learning, but relearning by the kinesthetic 
method was in the direction of greater dif- 
ficulty, 

In observing the performance of those 
children who showed improvement under 
the kinesthetic method, it was noted that 
these subjects were mainly those who 
tended to use avoidant techniques which 
prevented their attending the words closely. 
Tracing, if it has merit, might well derive 
_ some benefit from the fact that it forces the 
_ child to pay attention to the word. In sub- 
‘stance, these data suggest that the method 
of kinesthetic instruction, as employed in 
this project, was not of significant or uni- 
form benefit to the retarded readers, 


K tp 
E y 


blackboard or from book to paper, has to 
make the transfer without the stimulus im- 
mediately present as he copies on his paper. 
It was hypothesized that, in the absence of 4 
the immediate stimulus over a brief delay, 
underlying predispositions‘to reorganization 
might alter the stimulus pattern. 

The results of this test bear out the hypo- 
thesis that children with reading difficulty 
have real difficulty in the perceptual sta- 
bilization of figures. Examination of the 
RFT results shows that reversals and rota- 
tions are common up to the age of 8% years 
in the slow readers, Only 1 child below this 4 
age did nat show at least one such reversal 
or rotation. The mean rotation-reversal 
score for these children was 3.4. The chil- 
dren over 8% years had a mean rotation- 
reversal score of 0.4, and only 3 children 
had this difficulty. This tendency then ap- 
pears to be marked up to the age of 8% 
years in the slow reader group and dimin- 
ishes with increasing age. 

The RFT was given to a group of 16 
children matched in age and performance 
scale 1.Q. on the WISC to the 16 slow 
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readers studied in this project. These chil- 
dren were found to be able readers by test 
and by their school performance. The age 
match used-for comparison here reduced 
the age range for the group of slow readers 
and the group of able readers to the range 
between 7 and 9 years. 

Examination of the RFT results obtained 
from the group of able readers showed in 
all only 2 rotation-reversal errors. One such 
response was obtained from each of 2 chil- 
dren under the age of 8% years. These 
observations suggest that the tendency to 
reversal and rotation of figures and symbols, 
as given in response to the RFT, is more 
pronounced in the population of slow read- 
ers and that the tendency diminishes with 
age. 


EMBEDDED FIGURES TEST 


The EFT was employed in this project 
because it was felt that the ability to hold a 
simple figure® against distraction and the 
ability to break up complex figures to find 
a more simple figure were functions closely 
associated with the reading process. Co- 
brinik(3), and Teuber and Weinstein(19), 
working with a test similar to the EFT, 
have shown that brain injured children per- 
form poorly on tasks involving the extrac- 
tion of simple figures from more complex 
ones. 

The scores of the 16 children from the 
slow reader grup and the group of 16 able 
readers described above were 10.7 and 13.1 
respectively. The mean difference between 
group means was 2.4, which, when tested 
for significance by the t-test, produced a 
value of t of 2:36, significant at the 0.05 
level. 

From this it would appear that the EFT 
discriminates between able readers and 
° slow readers in the age range 7 to 9 years. 
These data further suggest that the slow 
readers have greater difficulty holding and 
isolating simple figures in complex config- 
urations. The observation that brain dam- 
dged children perform poorly on this type 
of test material suggests that subtle bfain 
damage might be a factor contributing to 
the lower scores in the slow reading group. 


o 
CORRELATIONAL STUDIES 
Pearsonian coefficients of correlation were 
EA 


. 


calculated for the variables of interest in 
this study. These data are given in Table 5, 


TABLE 5 ; 
Intercorrelations of Project Tests and Instructional 
Methods 
EFT Visual Word Kinesthetic 
Presentation Method 
EFT -0.42 -0.40 
RFT -0.53 +0.51 +0.58 
KMT -0.17 +0.19 +0.21 
Wisc 
Coding +0.57 -0.04 -0.22 
Test 
Wisc 
Digit +0.74 -0.24 0.22 
Span 
Reading 
Level -0.58 -0.59 
WISC +0.36 
Full Scale 


from which it can be observed that scores 
on the RFT are associated with learning 
proficiency on both the visual and kines- 
thetic tracing methods of reading instruc- 
tion. The correlations, though low, are 
significant, indicating that the functions in- 
volved in RFT performance are associated 
with the capacity to learn to discriminate 
words correctly. Similarly, the correlation 
coefficient of 0.58 with the discrimination 
threshold for the word CAT as given in the 
PPT indicates that the RFT functions are 
operative in discriminating words from pic- 
torial context when given under conditions ~ 
of visual impoverishment. : 

The test scores from the EFT are posi- — 
tively associated with learning ability for — 
both methods of reading instruction used 
in this study. However, correlations here 
are of very low order and are not significant 
by test. 

The EFT does show significant but low 
correlations with the coding and digit span ~ 
tests from the WISC, which, it will be re- 
called, were presumed from earlier observa- 
tion to be of possible diagnostic import for 
reading retardation. In view of the abvility 
of the EFT to discriminate between slow 
readers and able readers, the findings of 
significant correlation between this test and 
the coding and digit span tests of the WISG 
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the desirability of using these 
uub-tests as diagnostic cues in diag- 
eading difficulty. 
f particular interest is the degree of 
ation found between EFT scores and 
scrimination thresholds for the word 
presented under the masking condi- 
as of the PPT. The correlation here is 
derate but significant. Readiness to at- 
and resistance to distractions of con- 
ould appear to be measured by the 
This observation is supported by the 
correlation found between the EFT 
| digit span, a test that is accepted as a 
re of ability to attend. 
mination of the data regarding the 
thetic mazes test shows that this test 
significantly related to the methods 
ing instruction used here and that 
contrary to the findings of French(7) 
inesthetic learning as employed here seems 
bear little relation to learning to read. 
Inspection of the correlations of WISC 
e 1.Q. with methods of reading in- 
m shows them to be of very low 
n It would appear that the ability to 
to read is more dependent upon spe- 
lls than upon measures of general 


intelligence, 
CONCLUSIONS 


he purpose of this study has been to 
assess historical and test material in order 
arrive at a basis for making an early 
gnosis of reading difficulty in young 
ildren. An intensive study of 24 children 
vith reading difficulty has provided the 
i asi for the following conclusions : 


be a factor in the reading performance of 
these children. 

2. Stress reactions in otherwise healthy, 
intelligent children of early school age 
should cause the physician to consider the 
possibility of reading difficulty in his eval- 
uation of the child. 

8. In young children of normal intelli- 
gence, skills of visual perception appear to 
be more closely associated with success in 
reading than general intelligence.: Among 
these perceptual skills is the ability to hold 
perceived figures in true spatial orientation 
over brief intervals in the absence of the 
immediate stimulus, and the ability to find 
and hold simple figures in more complex 
ones. The Embedded Figures Test and the 
Reversible Figures Test provide a method 
of quantitative assessment of these abilities 
and are suggested as helpful diagnostic 
tools. 

4. Low scores on the digit memory span 
and coding sub-tests of the” Wechsler In- 
telligence Scale for Children appear as pos- 
sible indicators of reading difficulty in 
young children and should alert the diag- 
nostician to the need for further study of 
this possibility. 

5. The addition of. kinesthetic cues in 
reading instruction appears to have been 
of little benefit to the slow readers in learn- 
ing word lists, # à 

6. The hair whorl sign, as a measure of 
congenital laterality, appears to be signifi- 
cantly related to the problem of reading 
difficulty. That a shift from congenital lat- 
erality to environmentally determined later- 
ae ae pe a factor in the determination 
ot early reading problems»is suggested b 
eet cent 
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The nature and cause of the disorder 
sociopathic personality have been sought 
with a wide variety of techniques including 
those which emphasize heredity, constitu- 
tion, neurophysiology and relationship be- 
tween parent and child. In the past 20 years, 
the preponderance of literature on socio- 
pathic or psychopathic personality deals 
with parental or environmental causation, 
Many authors have suggested that a reject- 
ing parent is the responsible agent in the 
development of sociopathic personality. 
_ Some studies report the mother as the 
consistently rejecting causative agent while 
others posit the father in this role(1, 2, 3, 
4). 

The role of parental rejection in the de- 
velopment of sociopathic personality needs 
further study. Previous studies have failed 
to specify the nature of the parental re- 
jection, whether it is harsh physical treat- 
ment, actual abandonment of the child, in- 
difference, or coldness ; whether these all 
constitute rejection, and whether they are 
equally related to the development of socio- 
pathic personality, Granting that various 
forms of parental rejection do occur in the 
early histories of individuals who develop 
Previous studies 


y 


jection such children experienced with the 
_ tate experienced by children who developed 
other psychiatric diseases or who never de- 


who were later diagnosed “sociopathic per- 
kinds of pa- 
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rental treatment, and to what extent they 
differed in these experiences from boys who 
turned out to have other diagnoses as adults, 

The present report is part of a larger 
study of 524 children who were seen 27-32 
years ago in a child guidance clinic. It also 
includes 100 control subjects selected from 
public school records. Of the total group of 
624 subjects, 90% have been located. Twen- 
ty-one (4%) of the patients and one (1%) 
of the control subjects died before age 25. 
Their adult adjustment could not, there- 
fore, be studied and no effort was made to 
obtain information about them. Of those 
who survived until at least age 25, inter- 
views were obtained with 67% of the pa- 
tients (74% of those presumed still alive at 
the time of the interview ). Information was 
obtained by interviewing relatives or 
friends of another 15% who had died, re- 
fused, or could not be located. There is no 
interview information about 18% of the 
patients. Of the control subjects who sur- 
vived until age 25, 82% have been personally 
interviewed (89% of those alive at time of 
are es and relatives of an additional 


The methods of selecting, subjects and 
obtaining data about them have been de- 
scribed in detail elsewhere(5). All indi- 
viduals interviewed were asked standard- 
ized questions which invéstigate in detail 
psychiatric and medical symptoms, as well 
as social history and adjustment. Interview 
information has been verified by systematic 
checking of public and private records in- ' ` 
cluding hospital, social agency, police, 
V. A., physicians’ records, and credit ratings. 
In cases where no interview could be ob- 
tained, there was occasionally sufficient 
record information to permit making a diag- 
nosis. 

Diagnoses were made independently by 
two psychiatrists, who then met to resolve 

erences of opinion. Their clinical diag- 
nosis was based on both interview material 
and record information, They diagnosed 20% 
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of the patients as sociopathic personality, as 
compared with only 2% of the control sub- 
jects. They considered 17% of the former 
patients to be without psychiatric disease, 
as compared with 48% of the control sub- 
jects. The remaining 51% of the patients and 
41% of the control subjects were diagnosed 
alcoholic (patients-7%, controls-2%), schizo- 
phrenia (patients-5%, controls-2%), manic 
depressive disease (patients-1%, controls- 
2%), chronic brain syndrome (patients-2%, 
no controls), other psychosis (patients-2%, 
controls-1%), hysteria (patients-4%, no con- 
trols), anxiety neurosis (patients-6%, con- 
trols-10%), other neurosis (patients-6%, con- 
trols-12%), undiagnosed but probably 
psychiatrically ill (patients-18%, controls- 
12%). Twelve percent of the patients and 
9% of the control subjects constitute the “no 
estimate” group for whom sufficient in- 
formation was not obtained. 

This report is concerned only with the 
male patients jn the study. It is composed 
of three groups : those diagnosed sociopath- 
ic personality ds adults (84 cases), those 
diagnosed “no disease” (75 cases), and 
those with all other psychiatric diseases 
(166 cases), The distribution of diagnoses 


can be seen in Table 1. 

TABLE 1 t 
Diagnoses For Male Patients 
x (Excluding “No Estimate” Group) 

Sociopathic personality 26% (84) 

Other Diagnoses 51 (166) 
Alcoholic , ~“ 9% 
Schizophrenic 7 
Chronic Brain Syndrome 3 
Other & Undiagnosed Psychosis 2 
Anxiety Neurosis * 5 
Other & Undiagnosed Neurosis 5 
Undiagnosed, Sick 20 

No Disease 23 (75) 

100% 
(N—325) 
Diagnostic Criteria. The psychiatrists 


agreed that a diagnosis of sociopathic per- 
sonality wéuld require at Jeast 5 of the fol- 
lowing symptoms : poor work history, poor 
marital history, excessive drugs, excessive 
alcohol, repeated agrests, aggression or bel- 
ligerency, sexual promiscuity or perversion, 
suicide attempts, markedly impulsive be- 


_ of aliases, lack of guilt about sexual exploits 


havior, poor school history with truancy, 
financial burden on society, poor army rec- 
ords, vagrancy, numerous somatic symp- 
toms, pathological lying, lack of friends, use 


and crimes, and reckless youth (Table 2). 


TABLE 2 
Proportions Of The Three Diagnostic Groups 
Showing Symptoms Used As Criteria For 
Diagnosing Sociopathic Personality 


SOCIOPATHIC OTHER 


PERSONALITY DIAGNOSES DISEASE 
(84) (166) a 
Poor work history - 82% 31% 
School problems and 
truancy 80 49 
Public financial care (in- 
cluding hospitals 
and prisons) 77 41 
Repeated arrests 76 34 
Poor marital history 70 22 
Impulsive behavior 67 22 
Physical aggression 62 38 
Vagrancy 62 22 
Heavy drinking * 57 50 
Reckless, irresponsible 
youth 57 17 
Sexual promiscuity or 
perversion 57 27 ite 
Lack of friends 52 37 TE 
Lack of guilt 35 8 1 
Use of aliases 30 4 0:398 
Many somatic symptoms RRS 30 Aen 
Poor Armed Services record 26 12 3) 
Pathological lying 15 3 0 
Excessive drugs 13 3 0 
Suicide (attempts) * 7 3 0 


* Only these symptoms fail to show a significant difference be- 
tween “sociopathic personality” and “other diagnoses.” 


Criteria for each of these symptoms were 
carefully defined. No one of these items was 
given more weight than any other. While it 
might have been preferable to attach pri- 
mary importance to lack of guilt, sometimes 
called(6, 7) the “distinguishing feature” for — 
the diagnosis of sociopathic personality, 
evaluation of the presence or absence of — 
ilt is inevitably dependent on the ex- 
aminer’s subjective impression. The other 
criteria used can be more strictly defined, 
are more quantitative, and therefore more 
likely to show reliability between observers. 
The symptoms as a group reflect the impul- 
siveness, the failure to learn by experience, 
and the chaotic life pattern all thought to © 


in a variety of areas of their lives elimi- 
d some who would have been classified 
ociopathic personality disorder” using 
criteria in the Diagnostic and Statistical 
wal(8). Individuals with disturbances 
only one or two areas of their lives (e.g, 
mosexuality only) were not so classified. 
e most difficult differential diagnosis was 
een sociopathic personality and schizo- 
enia because many schizophrenics had 
shown marked antisocial behavior. For the 
liagnosis of schizophrenia to be made, how- 
x, evidence of thought disorder was 
cessary. Similarly, antisocial behavior in 
ence of chronic brain syndrome was 
t diagnosed sociopathic personality, Many 
f those diagnosed sociopathic personality 
excessive alcohol intake, but this oc- 
d in a context of antisocial behavior 
invaded most spheres of their lives 
antedated the history of drinking, 
se diagnosed alcoholic had fewer anti. 
| symptoms and these symptoms were 
ectly related to excessive alcohol intake. 
erefore, although alcoholism is tech- 
ically a subgrouping of sociopathic per- 
disorder, we have treated alcohol- 
ind sociopathic personality as separate 
es, 
ubjects diagnosed sociopathic personal- 
d an average ( median) of 10.3 socio- 
c symptoms out of a possible 19. The 
mmptoms which best discriminated the di- 
nosis of sociopathic personality (i.e., 
oms occuring most frequently in pa- 
so diagnosed and least frequently in 


>» impulsivity, 
le 2), 


strued as psy- 
plaints of ten- 


symptoms, but ones which do not fit any 
diagnostic category, or when there was no 
agreement on the diagnosis between the re- 
viewing psychiatrists. j 

All diagnoses, including that of socio- 
pathic personality, were made on a longi- 
tudinal basis, ie., if the patient met the 


- established criteria at any period during his 


adult life (after age 18). For most of those 
diagnosed sociopathic personality (78%), 
the symptoms were still present at the time 
of follow-up. For 21% in whom there was a 
marked diminution in symptoms, age of 
remitting * was most frequently 30-35, but 
a sizeable proportion of remissions (one- 
fourth of those remitting) occurred after 
age 45. There appeared to be no upper age 
limit after which improvement did not oc- 
cur. 

Examination of the childhood records of 
patients diagnosed sociopathic personality 
disorder showed antisocial behavior extend- 
ing far back into childhood. Three-quarters 
had been seen in juvenile court and an 
additional 14% had had some police difficul- 
ties in childhood. Only one patient diag- 
nosed sociopathic personality had no record 
of antisocial behavior in childhood. 


FINDINGS 


Findings will be presented concerning 1. 
Kinds of parental behavior experienced by 
boys in the three diagnostic groups, 2. The 
relative importance of the behavior of the 
mother and father as related to diagnosis, 3. 
The relationship between parental behavior, 
social class, and the development of socio- 
pathic personality, 5 

‘elation of Parental Rejection to Diag- 
nosis. Clinic records describe many types of 
parent-child relationships that could plausi- 
bly be identified as indicating parental re- 
jection, These included excessive strict- 
ness, coldness and lack of love, public re- 
pudiation,® family desertion, non-support, 


— 3 
* Remissions were scored only if there was a 
continuous period of markedly diminished anti- 


social behavior beginning at least 3 years prior to 
time of follow-up, : 7 


parents, or to ask for treatment be the child 
Sea Perona Bie ahah ei eni cause e c! 
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neglect of housekeeping functions such as 
cooking and cleaning, failure to supervise, 
and failure to discipline. Obviously this list 
includes very diverse relationships between 
parent and child : In some cases the child 
is singled out as the object of the parents 
disapproval ; in others, rejection occurs only 
in so far as the child is a member of the 
family group towards which the parent is 
not upholding his responsibilities. In some 
cases the child is the object of a hostile act 
by the parent ; in others he presumably suf- 
fers from the parent's failure to act. 

To investigate the relation of these pa- 
rental behaviors to the development of socio- 
pathic personality, the rate of occurrence of 
each kind of behavior was compared for 
those diagnosed sociopathic personality, 
other diseases, and no psychiatric disease 
(Table 3). Failure to supervise, repudiation 


TABLE 3 
Types Of Pareptal Behavior Suggesting “Rejection” 
SOCIOPATHIC OTHER No 
PERSONALITY DISEASES DISEASE 
(84) (166) (75) 
Distinguish sociopathic per- 
sonality from “no disease” 
and “other diseases” X 
Failure to supervise 65% 45% 24% 
Public repudiation 51 135 25 
Desertion 32 20 8 
Non-support 33 24 16 
Distinguish sociopathic per- 
sonality from “no disease” 
only e 
Neglect by mother 27 22 7 
Harsh discipline 13 23 36 
No significant tifferences 
Lack of love e> 12 14 16 
Excessive leniency 58 46 39 
Lack of interest 25 14 16 


X (sociopathic personality vs. other diseases): failure to su- 
pervise=6.298, p<.02 ; public repudiatiop—5.615, P<.02 
desertion=4.54, p<.05; non-support (vs. other disease 
group with four or fewer sociopathic symptoms)=7.47, 


p<.01 

X? (sociopathic personality vs. no disease) : failure to super- 

vise=27.61, p<.001; public repudiation=10.89, p<.001 ; 

e desertion—14.127, p<.001 ; non-support=6.56, p<-02; 

neglect=11.15, p<.001 ; harsh discipline=9.519, p<.01» 
= e 


by the parent, and desertion were found to 
be significantly higher for patients with 
sociopathic behavior disorder as compared 
-with those with other diseases and those 
with no disease. Non-support and negligence 

o 


father is positively correlated with s 


were signifi 
those diagnosed pai 
compared with parents of the 
group, but not as compared with 
patients with other psychiatric 
When the comparison was limited tc 
tients with sociopathic personality vs 
with other diseases who are relativel; 
of antisocial behavior, non-support, 
found to have occurred significantly 
frequently in the former, but neglig 
unrelated. Harsh discipline occur 
nificantly less frequently in parents o 
with sociopathic personality than in the 
disease group, but did not distingui: 
former from those with other diseas 
rental lack of love, lack of interest, anc 
cessive leniency were not found to | 
lated to the later development of sociopath 
personality. Ng 
Obviously then, these parental behavi 
patterns, which had all appeared potenti 
interpretable as “rejection,” were not 
a unitary phenomenon, Some of these iti 
of behavior were strongly related 
development of sociopathic person 


s imp 
DEEN as compared to 0 
atric diseases. However, supervisi 
lack of which we previously found 
related to the occurrence of sociopath 
personality (Table 3), might be consid 
predominantly the mother’s functign. 
failing to supervise, she apparently con- 


tributes significantly to the development of 
sociopathic personality. Desertion by 
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ie TABLE 4 
- Rejecting Behavior By Mothers And Fathers 


SOCIOPATHIC OTHER No 
PERSONALITY DISEASES DISEASE 
(84) (166) (75) 
27% 22% 7% 
Desertion 11 5 3 
Physical abuse 5 4 1 
— Cold 0 2 0 
athers 
Desertion ** 35 22 11 
_ Non-support * 33 24 16 
Physical abuse 21 23 17 
Cold *** 1 8 13 


+ Significantly higher in sociopathic Personality than in no 
disease, (X2: negligence=11.15, P<.001 ; non-support 
=6.56, p<.02), 
No significant differences between sociopathic personality 
and other diseases, Non-support was significantly higher 
(X*=7,47, p<.0l) in sociopathic personality than in 
those with other diseases who had few anti-social symp- 
toms as adults. 
Significantly higher in sociopathic personality than in both 
no disease (X2=12.76, P<.001) and other diseases 
s (X2=4.832, p<.05). 
*** Significantly lower in sociopathic personality than in no 
disease (X 2=9.026, P<.01) and other diseases (X 2=5.983, 
p<.02), 


pathic personality in the son; coldness is 
negatively correlated; and physical abuse 
is not related, 
_ Divorce. Parents of boys who were later 
iagnosed sociopathic personality had a 
high rate of divorce, as compared with both 
the other two groups (Table 5). Divorces 
‘that had taken place for each parent were 
‘ounted, whether or not the marriage that 
ad produced the patient ended in divorce, 


Often one or both parents had been di- 
vorced prior to marriage to each other and 
more than one-fourth of the parents had 
been divorced by the time the child came 
to the clinic. These figures do not include 
the high rate of separations which also re- 
flect the marked interpersonal difficulties 
of the parents. 

Probable Psychiatric Disease of Parents, 
From the description of parents in child- 
hood clinic and juvenile court records and 
supplemented by interviews with the pa- 
tients, it was possible to estimate psychi- 
atric diagnoses for the parents. Probable 
parental diagnoses were categorized as 
sociopathic personality or alcoholism, all 
other psychiatric diagnoses, and no known 
psychiatric disorder. 

Parents were diagnosed probable socio- 
pathic personality if there was a history of 
gross failure to fulfill social norms. Typical 
fathers so diagnosed had histories of chronic 
absenteeism from work or repeated quitting 
of jobs, sexual promiscuity, heavy drinking, 
recurrent desertion of the home, and arrests 
for theft. Mothers had histories of open il- 
licit sex relations, failure to keep the house 
or children clean, drinking, poor job history, 
often being fired because of stealing. While 
the diagnostic criteria for sociopathic per- 
sonality in the’parents include some forms 
of behavior previously discussed as possibly 
experienced by the child as “rejection,” they 
also inchide antisocial behavior directed 
primarily at the rest of the family or at the 
larger society, We have grouped sociopathic 
personality and alcoholism together because 


° 


TABLE 5 A 
Parental History Of Divorce ; 
(Before Child Referred To Clinic) 
PARENTS OF PARENTS OF PARENTS OF 
PATIENTS WITH PATIENTS WITH PATIENTS WITH 
SOCIOPATHIC PERSONALITY OTHER DISEASES NO DISEASE 
No history of 
` Parental divorce 71% 82% 91% 
story of divorce 29 18 9 
100% 100% 100% 
m (N=147) (N=281) (N—137) 
total parents from whom divorce hist 
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our lack of a careful chronological history of 
the parents’ symptoms makes it impossible 
to establish the primacy of the drinking over 
other forms of antisocial behavior. Excessive 
drinking was frequently associated with 
other kinds of antisocial behavior. 

Parents diagnosed as having other psy- 
chiatric diseases included those whose 
symptoms were severe enough to interfere 
with normal routines (i.e., “nervous break- 
down,” inability to care for home and/or 
children, inability to work, hospitalization), 
plus those said by the clinic to be suffering 
from psychiatric illnesses. 

The probable diagnoses of the mothers of 
patients with sociopathic personality were 
not significantly different from those of the 
mothers of all other patients (Table 6). 
However, the diagnoses of the fathers were 
strikingly related to the adult diagnoses of 


TABLE 6 
Probable Psychiatric Disease Of Parents 


*  SOCIOPATHIC OTHER No 
PERSONALITY DISEASES DISEASE 
(84) (166) (75) 
Parents 
Sociopathic or alcoholic 
Mother +13% 9% 4% 
Father 51 333 19 
Other Disease 
e Mother 23 28 23 
Father 7 il 7 
None Known . 
* Mother 64 63 73 
Father |” 42 56 74 


Mothers : X*=not significant. 

Fathers : X*= Bociopathic personality vs. no disease) — 
19.34, di=2, p<.001. 
X "(sociopathic personality vs. othr diseases) — 
8.08, df—=2, p<.02. 


- diagnosed. 


the patients. Fifty-one percent of the socio- 
pathic personality patients had fathers diag- 
nosed sociopathic personality or alcoholism, 
while 33% with other psychiatric diseases 
and only 19% with no disease had fathers so 


When a patient had a sociopathic or alco 
holic mother, he usually had a sociopathic 
or alcoholic father as well. Such mothers o 
curred alone so rarely that the disease could 
not be studied as a separate factor in the 
development of sociopathic personality. 
few cases found (11) did not, how 
yield a high rate of sociopathic children 
(9%) (Table 7). Having two sociopathic 
alcoholic parents appears to produce 
somewhat higher rate of offspring with 
sociopathic personality, but the difference 
was not statistically significant. 

Childhood Social Status. In our society, 
social status is highly dependent on the 
ability and willingness of the father first 
complete his education and then to work 
and consistently. Obviously then 


fathers ‘with sociopathic personality, a di 
or school ai 


are likely 
de low social status for their chlidren: 


y TABLE 7 
Effect Of Having One Or Both Parents 
Sociopathic Or Alcoholic 

BOTH PARENTS FATHER 

SOCIOPATHIC OR ALCOHOLIC ONLY 

R =19) (N=94) 

Patient’s diagripsis : ° 

Sociopathic personality 53% 35% 
Other diseases 37 52 
No disease . 10 13 
y — 

100% 100% 


TABLE 8 
_ Childhood Socio-Economic Status 


ECONOMIC STATUS SOCIOPATHIC ALL OTHER y 
PERSONALITY DIAGNOSES € NO DISEA: 


(N=82) * (N=164) * (N=71) * 
| Ba 
Professional or executive 4% 9% 


White collar 11 10 
sustaining blue collar 34 42 
tremely poor 33 à 26 


criminals, vagrants) 18 13 


100% 100% _ 100% 


"N's include all those for whom socio-economic status could be estimated. 
# (sociopathic Personality vs. other diagnosis)=not significant 
X“ (sociopathic personality vs. no disease)—19.41, df=4, pP<.001 


top category, professional or executive; noses as adults, and those with no psy- 
12% into the white collar category ; 40% into i 


elf-sustaining blue collar ; 25% into the ex- 
tremely poor ; and 12% into the “declassed” 
(prostitutes, criminals, vagrants), For 3% 


Psychiatric diagnoses of the parents, and ~ 
d from the pa- the social status of the families in which 
ntered a perma- these patients lived as children, 
diagnosed socio- ‘The information about parental behavior. 
and social status came from childhood ree- 
ords collected 30 years before the patient 
mely poor or “declassed” was seen and diagnosed, and, therefore, 
as compared with only 19% of the no does not suffer from retrospective distor- 
x : tion. While there are intrinsic limitations to 
i Ss are intermediate be- the quality of the information obtained — 
sociopathic personality and no about the parents as well as to the certainty 
differ significantly of the current diagnosis of’ the former pa- 
1 tients, it is worthwhile to examine our re- 
ore frequent in the childhood sults to learn 
personality, havior appear to predict the development 
the appear- of sociopathic personality, $ 
i z j Almost all patients subsequently so diag- — 
life a © sociopathic personality in adult nosed experienced eal palea in 
with PPears to occur more often in those childhood that could be interpreted as re- 
an impoverished childhood environ- — jecti z 
ment, a “good” 9 i jection. However, only four kinds of such 
i good socio-economic environ- behavior—failure to su ise, public re- 
_ Ment does not preclude the possibility of PEHE E nS PaSa eo ae 
nosis, ines 1A raha Fa pudiation, desertion, and non-support—sig- 
, self-supporting families e nificantly distinguished the childhoods of 


ity from those who developed other psy- 

hiatric illnesses. Only these four types of 
We have compared the rates of various reject y 

ecti si 3 

ds of par Mis behavior which may have PEES Nine Ne ie paar fe 

experienced as rejection for 3 groups four types, three are ailures to act; onl; 

, a) + rey if i if y É 

of male patients of a child guidance clinic : one, public Sra is a positive hostile 

those diagnosed sociopathic Personality as i i 

adults, those with other Psychiatric diag- 


im 
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because of the child’s extreme incorrigibil- 
ity, the question arises whether public 
repudiation is a response to rather than 
a determinant of the child's antisocial be- 
havior. To determine this point comparisons 
between diagnostic groups were limited to 
those who already showed severe antisocial 
behavior in childhood, and who might 
therefore be expected to elicit parental re- 
taliation. The rate of parental repudiation 
among those who later were diagnosed 
sociopathic personality is not significantly 
higher than that for those with other diag- 
noses or no disease, It seems probable that 
, the relationship found between parental 
repudiation and sociopathic personality is 
largely a consequence of the higher rate of 
provocative behavior among children ulti- 
mately diagnosed sociopathic personality. 
This study, therefore, provides no clear evi- 
dence that hostile acts directed against a 
child are positively related to the develop- 
ment of sociopathic personality. The more 
important parental behavior appears to be 
neglect and abañdonment. 

Stern; cold, withdrawn behavior on the 
part of the parents appears to be insignifi- 
cantly or negatively related to sociopathic 
personality. Even when comparisons are 
limited’ to those with severe antisocial be- 
havior in childhood, coldness on the father’s 
part ds still found to be negatively asso- 
ciated. 

The kinds of parental behavior found to 
be associated with the development of socio- 
pathic personality are consistent with the 
finding that the patients often had fathers 
who appeared to have been sociopathic or 
alcoholic. For the “patients themselves, we 
found poor work history, poor marital his- 
tory, and being a financial burden on so- 
ciety to be leading symptoms of sociopathic 
` personality. If the sociopathic fathers of the 
patients had the same symptoms, their poor 
work history and financial dependence 
would inevitably mean non-support of their 
children, Their poor marital history would 
be associated with the high rate of divorce 
and desertion which we found. Women 
whose husbands desert and fail to support 
_ Often go to work to provide income, leaving 
; e children unsuperyised. 

» The tendency to transmit sociopathic be- 
havior from father‘to son raises the question 

° 


of whether the primary mechanism of trans- 
mission is learned behavior, a genetic factor, 
a response tothe child’s experience of re- 
jection, or still another factor. This study 
was not designed to test a genetic hypoth- 
esis. We do, however, have information - 
about the extent to which fathers and sons 
shared the same household, a necessary con: 
dition if sociopathic behavior is a set of 
responses learned through imitation of the 
father’s antisocial methods of coping with 
his problems. 3 

We compared two groups of boys with 
sociopathic or alcoholic fathers : those who 
had never lived in the same household with 
the father since infancy (before age 2) and 
those who had lived at least temporarily 
with the father. The rates of sociopathic per- 
sonality in the sons were not found to dif 
fer significantly (Table 9). In fact, the sons 
who did not live with their sociopathic 
fathers had an even higher rate than those 
who did. We investigated the possibility 
that the rate of sociopathic disorder in the — 
mother remaining at home explained the 
high rate when the father was absent, bu 
it did not. These findings are, of course, con- 
sistent with the observation that desertion 
by the father is positively correlated with 
the development of sociopathic personality. 

These findings do not necessarily suggest 
a genetic factor in the transmission of socio- 
pathic personality disorder. There are many 
other possible explanations: 1. The child 
may have learned antisocial patterns from 
the father even as an infant; 2. He may 
have modeled himself on the absent father 
on the basis of relatives’ descriptions ; 3. 
The boys without fathers are more eco- 
nomically deprived and receive less super- 
vision because their mothers work; 4. 
Mothers who choose to marry sociopathic 
men may also rear their sons to be socio- 
paths, even if they themselves do not show 
such symptoms; 5, The absence of the 
father may be interpreted by the child as 
rejection, which in turn may be predisposing 
to the development of the disease. But our 
findings do indicate that the child need not 
live with the sociopathic father to deyelop 
similar behavior patterns. 

The pattern of findings of desertion, lack 
of supervision, non-support, and parental 
divorce as determinants of the development 


Effect Of Presence Or Absence Of 
Sociopathic And Alcoholic Fathers 


ABSENT SINCE BEFORE PATIENT 


SOCIOPATHIC OR ALCOHOLIC FATHERS 
PRESENT AT LEAST 


WAS 2 TEMPORARILY 
iopathic Personality 59% 34% ian 
Excluding sociopathic 55% h 
52 
36 54 
14 
9 13 
100% 100% 100% 
(N11) (N—96) (N—83) 


acts, is one possible mechanism 
through which the transmission of the 
4 sease from father to son may take place. 


wre Concnustons 
30-year follow-up study of 524 pa- 


(208) 
for a 
athic personality as 
» as compared with a control group 
The 84 male patients with this diag- 
are compared, with respect to their 
pal behavior problems, to male patients 
vith other psychiatric diseases (166) and to 
nale patients diagnosed as having no dis- 


2. Most patients who met the criteria for a 
agnosis 


time of 
in whom 
iminution of symp- 
curred between the 
as no age, however, 


beyond which one did not improve. 

3. Various forms of parental behavior that 
could be considered rejection were investi- 
gated. No form of rejection specifically di- 
rected at the child was found to be associ- 
ated with the development of sociopathic 
personality, if the child’s provocative be- 
havior is taken into account. Desertion, fail- 
ure to supervise, and non-support were — 
found to be positively associated with the 
disease. Father’s coldness was found to be 
negatively associated. Rr 

4. Parents with a history of divorce were 
more likely to have sociopathic children 
than parents without divorce. 

5. A picture of generalized antisocial be- 
havior in the father, suggesting a diagnosis 
of sociopathic personality or alcoholism, a 
was found to be related to sociopathic per- 
sonality in the child, Whether or not chil- 
dren had actually lived with such fathers 
did not significantly affect their eventual 
rate of sociopathic personality. 
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DISCUSSION 


Paut E. Husron, M.D. (Iowa City, Iowa). 
—This paper by Drs. O'Neal, Robins, King, 
and Schaefer continues the same general pat- 
tern as previous studies from the St. Louis 
group. These involved long time follow-up 
examinations of persons seen many years ago 
in a child guidance clinie when very complete 
records were made. It is only from such work 
that we shall get basic information concerning 
the course of psychiatric illness. It is worth 
remembering fhat in this way Kraepelin, who 
followed some of his cases for over 30 years, 
established the diagnoses of dementia praecox 
and manic-depressive psychosis. Though the 
term dementia praecox was subsequently re- 
placed by the term “schizophrenia,” the work 
of Krgepelin was so basic that these entities 
remain in our nomenclature. 

From the present study a rémarkable result 


is that 98% of the persons diagnosed socio- 
antisocial behavior 


to previous’ studies of Dr. 
children showing a higher incidence of neu- 
rosis later if life than a control group. Again, 
in this new report, three-quarters of those diag- 
nosed sociopathic personalities as adults had 
been seen as children in the juvenile court 
and an additional 14% had other police diffi- 
+ culties. These are sobering thoughts, from the 
standpoint of treatment. . 
The authors go behind the diagnosis of a 
sociopathic personality 


official diagnostic 

eral group of “sociopathic pers turb- 

ance” under which appear “antisocial reaction, 

“dyssocial reaction,” “sexual deviation,” and 

“drug addiction.” The authors give us their 
e 


criteria of sociopathic personality disturban 
These criteria and the diagnostic book indicate 
the wide range of traits and behavior in 
pathic disturbances, and there is too m 
this broad category. 

The authors begin their paper by using 
expression “sociopathic personality disi 
ance” which is a very broad group. Si 
these individuals have been in trouble 
the police, and most of those referred to 
clinic were involved with the police. 

As one reads on in the paper, “sociop 
personality” appears more often and seems: 
acquire the status of an entity. As I see 
there is no such entity. Each type of soc 
pathic personality disturbance has often m 
factors involved in a diagnosis. Take, for 
ample, the case of homosexuality. Wh 
homosexual ? Does this apply to all age levels, 
to only certain settings ? Does it also inclu 


fantasies directed toward members of th 
the sexual acts 


al rejection,” 
term the authors admit is „a 
relate it in any other th 
to the development of sociopathic personali 
disturbance. One is reminded of the parent 
who says while punishing his child, “This hurts 
me more than it does you,” which is very 
ferent from impulsive, cruel punishment, car- 
ried out in a fit of anger. The authors, in fact, 
did not find that rejection was a primary 
causal factor in sociopathy but rather that it 
was the total experience of having a markedl 
seemed to be 


could be interpreted as rejection and whi 
was positively correlated with “sociopathy,: 
involving neglect, desertion, 
and to supervise, was no 
related with the development 
disturbance than other items 
parental antisocial behavior but not rejectic 
Tt seems to me that rejection or any other 
item selected for study will have to be under- 
stood in terms of its basic meaning to both the 
his parents and in such a way that 
Until we can say 


pointed to specifically, we cann 
understanding of 

Since the writers’ 
father’s sociopathic traits 
than the mother’s, about as far as we can go 
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to repeat the old proverb, “like father, like 


I gave this paper to a member of our de- 
partment, Dr. Richard Jenkins, who has spent 
"a good deal of his life studying problems of 
lelinquency. Dr. Jenkins kindly added some 
ditional comments to this discussion. 

' The bulk of the authors’ cases present the 
contrasting pictures of dyssocial reaction and 
antisocial reaction. Experience in a variety of 
child guidance clinics has shown that these 
_ two groups are in general quite distinguish- 
able, either from clinical examination or from 
clinical records, and that typically they have 
different antecedents, Delinquency is largely 
= Separable into adaptive and maladaptive forms. 
The former we call dyssocial reaction, and it 
includes the delinquent who is part of a de- 
linquent sub-culture. Such delinquency is goal- 
oriented and involves adaptation and learning 
by experience, It contrasts with stereotyped, 
maladaptive delinquency which we call anti- 


difficulty by Dr. Hilda Lewis 
of 500 case; 


reaction is specifically related to association 
with other delinquents with a lack of parental 
supervision. It is only the failure of the authors 
to make this distinction which could have 
resulted in their suggestion that lack of su- 
Pervision, as a correlate of parental rejection, 
could account for the effect of the latter. The 
fact is that these two different factors contrib- 
ute to qualitatively different kinds of delin- 
quent reactions. I hope that they will accept 
this as a challenge and re-examine their data 
to confirm or to refute my statement, 


RerLY sy Dr. O’NeaL.—Dr. Richard Jen- 
Kins has called to our attention the fact that the 
criteria by which the diagnosis of sociopathic 
Personality was made in this Paper more nearly 
fit the more limited term “antisocial reaction” 
as it is defined in the Diagnostic and Statistical 
Manual than the broader term “sociopathic 
Personality disturbance” as used in the Manual. 
We agree that by specifically excluding per- 
sons whose antisocial behavior is confined to 
only one or a few aspects of their lives (as 
We pointed out above in the section entitled 
“Diagnostic Criteria”), we haye excluded pure 
cases of alcoholism and drug addiction, the 


mit us neither to confirm nor deny : 
refers to chronically antisocial individuals who 


Periences nor punishment, and maintaining no 

$ to any person, group, or code.” 
Vhile the subjects for wkom we made the 
diagnosis sociopathic Personality disturbance 
were certainly chronically antisocial individu- 


als, a significant number of them in their later 
years 


It is common concern in psychiatry to 
consider the influence of the psychological 
factors which take place in infancy on the 
genesis of mental diseases. There is a grow- 
ing awareness of the possibility that early 
latent physiological disturbances may also 
contribute to the mental disorders in adults. 
Electroencephalographie patterns àre among 
the different physiological factors which 
should be evaluated in newborn babies for 
the purpose of future correlations. 

There has been a number of studies of the 

_ EEG’s of the neonates and of the effect of 
the obstetrical anesthesia and other obstet- 
rical factors on their brain wave pattern. 
The analysis of all these investigations is 
beyond the scope of this paper. The present 
investigation was prompted by a series of 
publications in which Hughes, et al.(1-5), 
described in detail the characteristics of the 
EEC’s ‘of newborn babies. They specifically 
studied. the effects of analgesia on the 
EEC’s of neonates and concluded that the 


> . 


TABLE 1 


studied these two variables, the amount. 
sedation and the differential EEG patter 
independently. 
In our study we evaluated separate 
cases of analgesia with or without 
cations of labor. With such an anal 
differences between the EEG effe 
mild and heavy analgesia were not 
to be consistent. The governing factor, 
ever, appears to be the actual ol 
complications. Indeed, our early 
gested that the major factor affecti 
brain wave pattern is the birth trau 
detailed analysis of different EEG 
those which have been, and those 
have not been associated with ob: 
trauma, offers a possibility to. single 
EEG signs of an impaired physiol 
state of neonates for future psychoson 
correlations, eH 
Subjects. The consecutive births of 1 
babies in the obstetrical service of 
pital were eligible for the study. How 


+ 


Caesarean section 


Long Anesthesia (no complications) 
Long Anesthesig with evidence of fetal suffering 


Analgesia (mild, mqderate, and heavy with no complications) 


Analgesia and anesthesia (minor complications) 

Long anesthesia (no specific complications) 

Evidence of prqnounced complications (breec! 
suffering, total version, high or mid forceps) 


» „changes of EEG’s are related to the amount 
of sedation. However, they also.noted a cor- 
relation of the complications of delivery 
with the amount of sedation. They have not 


1 Read at the 117th annual meeting of The 
American Psychiatric Association, Chicago, i, 
May 8-12, 1961. ° 

2V.A. Hospital, Hines, Il. 

3 Spokane, Wash. 

“The authors wish to express their apprecia- 
tion to William K. Bafnister, M.D., Frank Woods, 
M.D., and Miriam Clark Whalen, EEG Technician, 
for their assistance. 

© 


Spinal anesthesia and mild analgesia (no complications) 


h, long delay in breathing, evidence of fetal 


Total 


for obvious reasons a true Cross 
the neonates in the general population 
not be studied in a private hospite 
fore, in reality a greater percen) 
normal births and caesarean s 
included in this study than wow 
been if the sample were without any 


tion. Ei 
Table 1 shows the distribution 
ferent categories of births : i 


Sedation and Anesthesia. For 
demerol, seconal, scopolamine, 
amytal were used, suppl 
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es by a very brief anesthesia (cyclo- 
pane), The degree of analgesia was 
ed by anesthetists in three different cate- 
gories (mild, moderate, and heavy). As no 
_ consistent difference was found between the 
EEG patterns observed with these different 
degrees of analgesia, the criteria of this 
~ classification will not be given in detail. On 

_ the other hand, when the administration 
of the anesthetic was prolonged, the neo- 
nates were classified as having “long anes- 
thesia.” 

Technique. EEG’s were taken with tripod 
electrodes and recorded on an Offner 8- 
channel machine within the first hour fol- 
- lowing birth in most of the cases. In some 
-cases the EEG was taken, one, two, or three 
hours following birth and in a certain per- 
centage of cases, the tracings were repeated 
g ‘two or three times, 

= Data Analysis. The data concerning the 
_ obstetrical anesthesia and complications 
were compiled independently from the 
reading of the EEG’s and, vice versa, the 
interpretation of the EEG’s was done prior 
_ to the knowledge of the obstetrical factors. 


RESULTS 


It is a common misconception that the 
EEG’s of neonates show only a poorly or- 
ganized activity with low voltage and delta 
components. In fact, our observations 
showed that several organized patterns 
could be found: 1. Organized theta ac- 
tivity (usually of 6-7 cycles per second) ; 
2. Activity in the alpha range (usually of 
low amplitude) including some 9 per sec- 
ond rhythm ; 3, Fast rhythm ; 4. Delta ac- 
~ tivity with eyes opened ; 5, Sleep pattern ; 
6. Continuous alternation of delta rhythm 

and periods of “silence” ; 7, Complex waves 
_ with sharp components, All these patterns 
Were graded from 1 to 4 according to the 


degree of their pre-eminence in the record, 
These patterns were discussed in more detail 
elsewhere. The analysis of these data 
as a function of anesthesia and other ob- 
stetrical events was done in several stages : 

1. On an initial group of 37 neonates 
(sections were not included), no consistent 
difference was found for most of the ana- 
lyzed EEG patterns with the exception of 
(a) alpha activity (Fig.l) (which de- 
creased with an increase of analgesia) ; (b) 
pronounced alternation of delta waves and 
silences (Fig. 2) (which increased with the 
amount of analgesia); and (c) complex 
waves with sharp components (Fig. 3) 
(which were very rare in neonates with 
mild analgesia). Some decrease of fast ac- 
tivity was observed with increasing anal- 
gesia; this appeared paradoxical, and 
has not been analyzed in this study. 
(See Table 2; Fig. 4). However, “delta 


FIGURE 4 
“Natural” Birth. Analgesia With and 
Without Complications 
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with eyes open” seems to show a correlation 
with the degree of analgesia in this pre- 
liminary group. f 

2. Inasmuch as Table 1 covered cases 
with and without complications, all these 
factors with the exception of fast activity 
were reinvestigated in a larger popula- 


TABLE 2 
Initial Group of 37 Neonates With or Without Com 


Analgesia (Sections not Included) 


plications and Different Degrees of 


NUMBER OF CASES IN. PERCENT 


NUMBER OF FAST DELTA WITH WITH SHAR 
2 ie CASES ACTIVITY ALPHA EYES OPEN SLEEP aie COMPONENT 
Mild analgesia 13 15 54 
Moderate analgesia 18 11 11 3 = F i 
Heavy analgesia 6 0 0 15 Ea K z 


* 


Example of 9 per Second Activity. Mild Analgesia, 


Vertical Line : 50 Microvolts. Horizontal Line: 1 Second 
(Same for all Figures) 7 
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. FIGURE 2 
Example of Alternation of Delta Activity and “Silences.” 
Heavy Analgesia, Labor 3 Hours 


gesia, Brief Delay in Breathing, 
Asthma 48 Hours, Labor 2/2 Hours, Breech, High Forceps 


ð 


eonates with the mothers receiving As would be expected, some increase in 


ia and having no complications, ' sleep pattern with analgesia was recorded 
ch conditions, few significant dif. (See Table 3), 


8. In the next step of our analysis, the 


© 


were found in the EEG patterns, ~ 


TABLE 3 ; 
Cases with Analgesia and No Complications 


2. 


g NUMBER OF CASES IN PERCENT 
NUMBER OF DELTA WITH DELTA AND COMPLEX WITH 
EYES OPEN SLEEP SILENCE SHARP COMPONENT 


: TABLE 4 
Analgesia Cases With or Without Complications 


NUMBER OF CASES IN PERCE 
NUMBER OF DELTA WITH Ber aes 


CASES DELTA AND COMPLEX WITH 
aa ALPHA EYES OPEN SLEEP SILENCE SHARP COMPONENT E 
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cases with mild and moderate analgesia 
were combined and were considered, 
separately, for those neonates who were 
born with and those born without com- 
plications (see Table 4). Analysis of this 
table shows more apparent differences 
between neonates born with and those 
born without complications, respective- 
ly, than among those having differ- 
ent degrees of analgesia. Thus, the num- 
ber of complex waves with sharp compo- 
nents doubled when the complications were 
present. The alpha activity somewhat de- 
creased. The amount of sleep did not show 
any definite decrease and the alternation 
of delta and silence showed a trend toward 
an increase in neonates with complications. 
4. In view of these preliminary findings, 
the complete population was analyzed for 
three patterns only : 1. The presence of al- 
pha activity (9 per second), 2. The presence 
of pronounced alternation of delta activity 
and silence, aed 3. The presence of complex 
waves with sharp components. In addition 
to the previous groups considered, we ana- 
lyzed the data in neonates born by section 
separately, with or without prolonged an- 
esthesia; in the neonates born with long 
anesthesia in additjon to the analgesia ; 
and finally, in neonates who had severe 
obstetrical complications. The results of 
thee analysis are represented in Table 
© 5 and Figs. 5 and 6. The table shows that 
neonates with section and no complications 
have a higher, percentage of alpha activity 
than the rest of the population. They show 


FIGURES 
Babies Born by Section 
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FIGURE 6 
Babies Born by “Natural” Birth 
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no delta and silence pattern. However, the 
percentage of neonates born by section and 
having long anesthesia have a relatively — 


$ 


Analgesia, 
(with Compitcorions) ME 


t \ TABLE 5 O i 
© Total Population Included Sections With or Without Complications a 


NUMBER OF CASES IN PERCENT 


NUMBER OF DELTA AND COMPLEX WITH 
4 CASES ALPHA SILENCE SHARP COMPONENT 
Section : 
Mild analgesia and spinal 
anesthesia (no complications) N 91 0 9 
, Mild analgesia and long A 
anesthesia (no complications) 7 71 57 57 È 
Mild analge$ia and long e a 
anesthesia (with complications) 7 43 57 43 
Long anesthesia (no complications) 9 55 11 2 
Analgesia (no complications) 56 45 18 16 
Analgesia (with complications) A 35 30 35 
Severe complications . 20 20 30 45 


percentage of complex waves with $ 
p components. S _ The major finding of this study, if con 
le other hand, neonates born by firmed in the future, is that neonates born 
< birth with severe complications by caesarean section without complications _ 
ae lowest percentage of alpha activity seem to have a more “ideal” EEG than 
o ; 


a relatively high percentage of those born by “natural” birth, also without 
waves with sharp components. In 


neral, the neonates born with complica- 
tions tend to have a lower proportion of al- 
pha activity and a high proportion of al- 


complications. In other words, it seems that 
we all might bear some consequences inso- 
far as our original brain wave pattern is 
concerned as a result of the passage through 
the “birth” canal. It appears indeed in the 
light of this investigation, that a low per- 
centage of records’ with alpha-like activity 
is a “natural” complication of a non-caesar- 

silence pattern and complex waves with ean birth and that the alpha-like activity 
Components, decreases still more in the presence of ob- 
uares were calculated with the fol- stetrical complications. No significant dif- 
results : (Tables 6 and 7). ference was found between babies with 


Neonates with long anesthesia (no section) 
show relatively low percentages of delta 


TABLE 6 * 
DELTA WITH DELTA AND COMPLEX WITH 
ALPHA EYES OPEN SLEEP SILENCE SHARP COMPONENT 


significance for chi 
s between Heavy analgesia 


complications) and Heavy 50 05 50 50 30 
igesia (with complications) 
table the data represented in table 4 were partially analyzed. 
3 TABLE 7* 
DELTA AND COMPLEX WATH 
ALPHA SILENCE SHARP COMPONENT 
(Level of significance) 
01 .10 02 
01 .20 50 
01 05 ® 20 
‘ 05 50 k 01 
this table the data represented on table 5 were anal 


: A—Section, Mild analgesia 


dat fie mild analgesia and heavy analgesia ; in the 

The data on fully sig- presence of severe complications the inci- 
dye: o the analysis of dence of sharp wave patterns significantly 
a and si ine pattern are significant increases. The non-caesarean birth involv- 
as the comparison of the neo- ing the passage of the head through the 

y Section and those born with pelvic canal affects the EEG, but the maxi- 


trical difficulties. A 
‘urthermore, the analysis of our data 
e incidence of delay in 


the signs of fetal distress 
were observed in 19% of the cases with 


mild, 28% with moderate, and 33% with 
heavy analgesia (Fig. 7). This stresses the 


° FIGURE 7 
Incidence of Delay in Breathing and Signs of 
Fetal Distress 
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importance of a separate analysis of the 
effect of analgesia in births with, and births 
without complications. In babies born by 
section, prolonged anesthesia brings the 
percentage of alpha-like frequencies down 
from 91% to 71% ; it increases the percentage 
of alternation’ of delta-silence from 0% to 
57%, and the incidence of complex sharp 
waves from 8% to 55% This also could be 
due to the result of minor surgical compli- 
cations which prompted prolonging anes- 
thesia rather than fo the result of the long 
anesthesia itself, On the other hand, the 
differences found in cases of prolonged an- 
esthesia in sections, contrasting with the 
findings during the “natural” birth, may be 
dwe to the fact that in the non-caesarean 
birth, the.anesthesia is not as prolonged as 
in the cases with section. 


CONCLUSION 


1. One hundred and thirty-six neonates 
were given EEG examinations during the 
first few hours following birth. Babies with 
caesarean section, with no prolonged an- 
esthesia and no complications, showed the 
most “ideal” EEG’s, characterized by a rela- 


tively high percentage 
alpha frequency range, very lo 
of spikes and no delta-silence pai 
spite of the presence of analgesiz 
2. Neonates born with no 
birth seem to have as a group i 
the passage through the pelvic 
they show a considerably lesser pe 
of records within the alpha 
range. No difference was foun 
patterns between mild analgesia, mot 
analgesia, heavy analgesia and 
esthesia, provided that cases 
out clinical complications ar 
separately. However, the incidence 
of breathing and fetal distress was 
neonates with heavy analgesia than 
with moderate and particularly in 
with mild analgesia. f 
3. Neonates with obstetrical co 
tions, whether born by section or Į 
larly by non-caesarean birth, show 
erably decreased incidence of re 


deliveries. 
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The following paper was a combined 
_ effort of the dental and psychology services 
a 964-bed neuropsychiatric hospital of 
the Veterans Administration. The dental 
taff had observed, during regular examina- 
ion and treatment, that a percentage of 
patients exhibited certain oral signs 
which were not unique in themselves but 
e presence of which was difficult to under- 
stand. These signs were: a moderate to 
severe dryness (xerostomia) of the tissues 
mprising the oral cavity and nasopharynx, 
eddened and irritated appearance of the 
ral mucosa with some complaint of slight 
burning and the so-called black hairy 
tongue, From behavioral observations of the 
atients exhibiting these signs, the hypo- 
hesis was developed by the chief, dental 
vice, and his staff that these signs might 
be related to the ataractic drugs that the 
atients were receiving, 

_A review of the literature concerning the 
ide-effects of the ataractic drugs indicated 
hat very little has been written concerning 
oral symptomatology. Paganini(1) claims 


the drug. Gold(2), in discussing mepazine, 
a newer drug of the phenothiazine group 
taractics, stated, “As with all phenothi- 


‘ reports that the 

ph ine derivatives, promethazine 

(Phenergen), chlorpromazine (Thorazine), 

lorperazine (Compazine), mepazine 

1, 2 Respectively, Chief, Dental Service ; Chief, 

_ Psychology Service, V.A. Hospital, Tuscaloosa, Ala, 
3 University of Alabama. 
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CLINICAL NOTES 


(The Clinical Notes report the findings of the authors and 
do not necessarily represent the opinions of the Journal.) 


THE RELATIONSHIP OF CERTAIN ORAL SIGNS IN 
NEUROPSYCHIATRIC PATIENTS TO DOSAGE OF 
ATARACTIC DRUGS 


S. H. BLEICHER,! A. I. ISHLER, M. B. PAUL, J. K. KEW, anv H. C. RICKARD,? 


(Pactal) have demonstrated in varying de- 
grees an atropine-like activity, i.e., the 
blockage of the effector organs of the post- 
ganglionic nerve, demonstrable in the pu- 
pils, intestines, and the salivary glands, 
which in the latter produces the xerostomia. 
O'Hara(4) in a case review mentions dry- 
ness of the mouth with dosages of prochlor- 
perazine. Cohen(5) is of the opinion that 
the undesirable side-effects of chlorproma- 
zine are divisible into majos and minor 
complications; most are minor, and of 
clinical significance only insofar as, they 
may induce varying degrees of subjective 
distress. Among the minor side-effects were 
nasal congestion and dryness of the mouth. 
Denber(6), in a study of 1300 patients, who 
Were treated with chlorpromazine, mentions 
fever, constipation, diarrhea, and other gas- 
trointestinal symptoms, which, in the dental 
staffs opinion, could reflect in the oral cay- 
ity some of the signs observed. Dobkin(7), 
in the summary of his article, mentions that 
chlorpromazine has numerous’ valuable 
pharmacological attributes for pre-medica- 
tion for clinical anesthesia, such as the 
reduction of the salivary’ and gastric se- 
cretions, Sainz(8) also refers to the atropi- 
nemimetic effect of chlorpromazine char- 
acterized by dryness of the mouth and 
nasopharynx, Brachfeld( 9), ina case report, ` 
mentions a severe stomatitis with pain 
and difficulty in swallowing and a severe 
burning Sensation when the patient was 
given meprobamate for restlessness, The 
Purpose of this study was to’ test the re-” 
lationship of oral signs to dosage of ata- 
ractic drugs using a controlled, statistical 
procedure, 
The dental service examined the patients 
and recorded the oral signs while the psy- 
ology service recorded the drug dosage 
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Pad 


a 


and performed a statistical analysis of the 
data. A form was devised by the dental serv- 
ice for recording the clinical findings. At the 
time of the initial or subsequent examina- 
tion, either the presence or absence of oral 
signs were recorded on the form by mem- 
bers of the dental service. As these data ac- 
cumulated, members of the psychology 
service checked the patients’ clinical records 
for the following information : 1. Ataractic 
drugs received ; 2. Dosage ; 3. Duration of 
current dosage. (Records were checked back 
for a 6-month period.) Black hairy tongue 
was the only oral sign recorded with a high 
enough frequency by the dental service. 
Consequently, only this sign could be used 
in the statistical analysis of the data. Nine- 
teen patients with black hairy tongue were 
obtained in a first sample ; 23 patients with- 
out the sign were selected at random to 
form a control group. Similarly, a second 
sample of 12 patients with the sign and 23 
patients without the sign were selected. 
The chi square statistical analysis(10) was 
used,to ascertain whether or not a signifi- 
cant relationship would obtain for the fol- 
lowing comparisons: 1. Presence versus 
absence of the sign; 2. Amount of the 
dosage (judged high or low by psychiatric 
evaluation) ; 3. Amount of time treated with 
the drug; and 4, Type of drug taken. 
“The results can be succinctly summarized. 
No significant relationship existed between 
ptesence or absence of the sign an 
drug dosages on any of the comparisons 
listed above; particularly striking was 
the fact, that approximately 42% of the 
patients who showed the sign were not 
on ataractics’ of any sort. Our findings 
do not support the conclusion that a 
relationship exists between the oral signs 


A COMPARISON OF URINE 


The increased use of phenothiazine de- 
rivatives'in medicine, generally, and in psy- 


1 The author expresses his gratitude to the staff 
of the VA Mentgl Hygiene Clinic, St. Paul, 
Minn., for their help in this research. | 

2 Instructor, Dept. of Psychiatry, University of 
Minnesota Medical School, Minneapolis, Minn. 
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PHENOTHIAZINE TEST RESULTS: i 
WITH PRESCRIBED MEDICATION DOSAGE $ AeA 
FLOYD K. GARETZ, M.D.? ‘s ; ‘ 


described and ataractic drugs, a 
advanced by the present writers ant 
investigators(1, 3). It should be not 
that only one oral sign, black hairy - gue 
occurred frequently enough to permit í 
tistical analysis in the population 
However, since the sign occurred in- 
patients who were not on ataractics of 
sort, it seems obvious that drugs are n 
necessary condition. 
SUMMARY 

Thirty-one NP patients exhibiting the o1 
sign of black hairy tongue were identifi 
by the dental service ; 46 control sub 
were selected at random from patients | 
amined at that time who did not ex 
the sign. Records of ataractic drug. 
ment for the 6-month period prior to 
examination were obtained for both gr 
No significant relationship emerged 
tween drug dosage and presence O 
sign of any criteria examined. ʻi 
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chiatry, particularly, has given rise to 
variety of new concerns. The need to ident 
fy the agent in a toxic overdose and the i 
portance of knowing with confidence thai 
a particular prescribed drug is actually be- 
ing taken by a patient are two factors which 
have stimulated the development ofr 
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phenothiazines(1). 
vailable tests are easy to per- 
immediate results, are roughly 
and have the special advantage 
lly no false negatives have been 
tered” (1). 
dies of hospital populations have 
that from 5% to 15% of patients suc- 
“cheeked” their drugs(2-4). In 
ient clinics, where supervision of 
ts’ actual medication intake is virtual- 
ent, the clinician and researcher have 
ed mostly on patients’ reports about how 
medicine was actually taken, 
rder to investigate the reliability of 
‘reports a brief survey was conducted 
Veterans Administration Mental Hy- 
nic, St. Paul, Minn., for one month, 
nts meeting the following criteria 
re sent to the laboratory for the appro- 
ate urine phenothiazine test : 1. Patients 
/ g given either chlorpromazine 
azine), promazine (Sparine), 
(Mellaril), or imipramine (Tofrā- 


pa 


stated on the day of the test that 
been taking 
gularly and 
medication on the day of the 


me patients were included in the 


; 17 were being given chlorpromazine, 
À } 


CLINICAL EVALUATION OF 


5 study was supported in part by a continu- 
“pri grant (33-56) 


Mary 


G-33040 1 
KRISTOF, M.D., A. S. MACPHERSON, M.D., anv M. 


‘Tasteveld ‘promazine, 10 thioridazine, and 


3 imipramine. The following results were _ 


obtained : 10 patients (32%) showed nega- 
tive urine tests although all were receiving 
medication in dosages large enough to give 
at least a one plus urine test; 15 (48%) 
showed urine test results consistent with the 
prescribed dosage ; 5 patients (16%) showed 
test results indicating at least twice the 
prescribed dosage. One patient showed test 
results negative for the prescribed medica- 
tion but strongly positive for another pheno- 
thiazine not prescribed, 

These results indicate the need for a 
more critical attention to the likelihood 
that patients’ reports of the amount of medi- 
cation that they are actually taking is not 
reliable in all patients. Clinical appraisals 
and research data based on patient reports 
cannot be more reliable than the reports 
themselves. The value of cross-checking pa- 
tient reports with urine tests or some other 
objective method is corroborated by this 
survey. 
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A NEW ANTIDEPRESSANT : 


BROWN, M.Sc.2 


Patients, have tended to confirm these ex- 
Pectations. In the present study the sub- 
Jects were depressed patients in a general 
hospital setting, 
Eighteen male veterans ranging in age 
from 37 to 66 (average 45 ) years were used 
in this study. All were diagnosed depressive 
reaction. Ten patients had manifest anxiety 
and two others had associated alcoholism. 
Patients were subject to the usual ward 
routine. They received psychotherapy but 
no other medication except night sedation — 
when required, A battery of laboratory tests 
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was carried out prior to and weekly during 
drug administration. A depression rating 
scale modified from Lehmann(1) was com- 
pleted by, the treating resident prior to 
medication, after 10-14 days, and again fol- 
lowing termination of medication. 

This rating scale consists of 13 phenom- 
ena considered. characteristic of depression. 
The patient is rated on each of these on a 4- 
point scale. The possible range of scores is 
from 13 to 52, the assumption being the 
higher the score the greater the depression. 
In addition to the formal rating, behavioral 
changes and modification of interpersonal 
relations were noted by the treating physi- 
cian and the nursing staff. 

On the basis of clinical evaluation and 
the initial rating, 3 patients were considered 
mildly depressed, 12 moderately depressed, 
and 3 markedly depressed on admission. 

Following the initial rating, drug admin- 
istration was begun in doses of 150 to 200 
mgm. per day over an average period of 
25.2 days (range 6 to 63 days). 


RESULTS 

The treating and research physicians as- 
sessed the overall improvement of the pa- 
tient¢ as follows: much improved—10 pa- 
tients (56%), somewhat improved—5 (27%), 
and little or not improved—3 (17%). Fifteen 
pafients—representing 83% of our sample— 
were assessed as being either much or some- 
what improved. 

Prior to. drug administration the average 
rating assigned to the patients was 31.9; 
following drug administration the average 
rating was 21.1, The decrease is highly sig- 
nificant statistically (t=8.30, df=17, p< 
001). 

tae measure of the validity of the 
rating scale is the extent to which the 
ratings agree with the clinical judgments. 
Good agreement was found in both initial 
assessment and assessment of change fol- 
lowing drug administration. The patients 
«evaluated as,showing marked, moderate and 
mild depression had average initial ratings 
of 37.0, 31.7, and 27.7 respectively. The 
patients evaluated as much, somewhat, and 
little or not improved showed average de- 


30.4%, and 9.7% respectively. 
tempt was made to keep the evalu 
ratings as independent as possible, 
felt that the close agreement found 
least in part, due to the validity 
rating scale. ath fee 


In an effort to ascertain specific effe 
the drug, the individual items of the ra 
scale were ranked according to the 
of change noted during drug th 
these “symptoms,” G-33040 was most 
tive in decreasing depressed af 
facial expression, impaired appe' 
anxiety ; it had least effect on apath 
tation, irritability, and decreased sex 
terest. V 


SUMMARY AND CONCLUSIONS 


G-33040 was administered to 1 
pressed patients in a general hospi 
ting. Of these, 15 (83%) were rated as 
somewhat or much improved, I 
that 2 of the 3 patients who did ni 
to this medication were also res 
other antidepressant therapy. Fourtee: 
our patients showed a small but n : 
decrease in manifest anxiety following a 
ministration of the drug. 

At the dosage used, no subjectiv 
effects were noted. There was no hy 
sive effect and no urinary or blood 
Elevation of total serum bilirubin 
to 1.20 mgm. % (normal under 0.9 
elevation of prothrombin time from 13 | 
to 14 secs. (control 12 secs.) was noted 
one patient. However transami 
cephalin flocculation remained norm: 
unchanged. ; 

Jt would appear that G-33040 is a 
and useful antidepressant in a general 
pital setting. oe 

BIBLIOGRAPHY ~ 

1. Lehmann, H. E., Cahn, C. ig By 
Verteuil, R. L. : Canad. Psychiat. Ass: 
155, 1958. ; 

2. Meeting on G-33040. March 

(unpublished). i 

3. Basic Data Sheet: G-33041 

Pharmaceuticals (unpublished). 


COMMENTS 


THE CASE OF THE CONFUSED PARENT 


any of today’s parents have lost con- 
idence in their role because they are con- 
sed. This is the simple, generic problem 
‘of ninety percent of the misbehaving chil- 
dren and distraught parents who seek psy- 
chiatric counsel, No one seems to know just 
how the metamorphosis took place, when 
Parents lost their identity, nor why the 
lemistry of modern social influence de- 
ped “the child-centered culture.” That 

it exists is indisputable, - 

Every product advertised on television 
Carries a toy. Children aren’t told to take 
_ a bath any more; they are coaxed to play 

in a foam of “no-ring-around-the-tub” bub- 

; this way they are supposed to get 
lean without noticing the pain involved. 

mgsters choose the car, the house, and 

vacation which are “best” for them, It 
uly Topsy's world, and all one big rock 
andy mountain, 

doubt that children really like this, and 
arents like it even less. But, not being 

diary 
So they choose another 
recreational 


g”? In their 

security and under- 

l personality growth. 

1 their common connotation they some- 
es become apologies for indecision. Too 
nany parents see their own convictions, 
lues, and goals as diametrically opposed 
the welfare of their children. Exhorted 
xpert” advice that cannot 

grated into one consistent 


ceive “permission” to relate to one anothe 
in a direct and honest way. 

This is not to imply that alert, psycho. | 
logically oriented parents should be co 
demned for their concern about their chi 
dren’s development, nor discouraged fro 
trying to improve themselves and their fam. 
ily way of life. My thesis is, rather, an enê 
getic plea for more self-realization among 
parents. I would like to see them give their 
children those influences that are their own 
unique prerogative, and exorcize the ghos 
of self-condemnation that has destroyed 
their confidence. i 

“Security” has many meanings. For the ~ 
infant, it requires complete protection, de- ~ 
pendable need-satisfaction, and the assur- 
ance of continued affection tind training, © 
But toward what end are ‘these efforts? 
Obviously, the child must be protected until — 
he can protect himself ; satisfied enough to 
acquire optimism and a desire to cope with 

is world ; assured of affection so that he — 
can learn to give of himself in return$ and 
trained so that he can become master of © 
his own fate. Without this eventual goal in 
mind, parental sacrifice creates no more 

an a permanent “child,” a psychological ` 
cripple perennially seeking ' meanings ‘on 

e prairies of Beatnikville, instead of ful- 
filling his future in Communityville. 

Infantile security must be converted, at a 
Surprisingly early age, into security resting 
in the child’s own abilities: controls, and 
adaptive functions, Parents who habitually 
do everything” for their child become dis- 
turbed when he fails to appreciate his “good — 
fortune” and demands yet more, They have — 
created a Psychological Frankenstein within 
the walls of their home, and the earlier they | 
Cope with it the better. Such a child has ~ 
learned no other way ; but as he grows older 3 
he can no longer satisfy elaborate need: 
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environment. The only individual who can 
master his environment independently is the 
one who knows his strengths and weak- 
nesses, who defines the limits of his stress 
tolerance, who has learned that neither dis- 
appointment nor internal tension can de- 
stroy him, and who has developed a series 
of Maginot lines against the ill winds of 
Fate. 

Then there is the question of “under- 
standing.” I once knew a youngster who 
was so sensitive and withdrawn that his 
ability to interact with his environment was 
almost totally impaired. His parents were 
intelligent, loving, empathic people, intense- 
ly concerned with his welfare. They under- 
stood him except in one respect. They gave 
him no privacy ; and he, literally, felt that 
they could read his mind. He had no inner 
secret places of himself, no interests or goals 
which escaped the family’s fascinated eyes. 
How could this child develop internal se- 
curity, persowal courage, or a sense of im- 
portance ? All he had to give was public 
property ; why should he try to communi- 
cate P . 

Like security, understanding means many 
things. Which one of us wishes to be too 
well understood byethose we value most ? 
The more primitive angers and hurts com- 
mon to children are certainly their private 
affair ; although over-inhibition can be de- 
structive, it is necessary that children learn, 
at some point; to control their antisocial 
urges at an internal level. In these private 
victories the pearls of self-esteem are pa- 
tiently constructed. It is, after all, not what 
is inside u$, but what we do with it that 
counts in the world of people. Similarly, the 
cherished hopes and fantasies of childhood, 
ephemeral as they may be, are intense and 

, Priceless. Not only the synthesis of childish 
fancies and interests, but alse the actual 
secrecy of them creates the sense of self, 
of separateness and individuality so essen- 
tial to adult maturity. 

. For those who request them, if we must, 
we can derive a set of “rules for childrear- 
ing” to enter in the competition with fads 
and fables. They have one advantage ovet 
most. They lay no claim to fame ; they are 
as old as time. They cannot be “cook- 
booked,” for they represent a way of life. 


Once incorporated within a family they can~ 
e 


not be destroyed. Furthermore, it is very ; 
difficult to misunderstand them. = 
1. The parent must be a person himself, 
with ideas, goals, moods, desires, and a) 
sions all his own. He must live within con- ; 
text of what he is, and consider so 
important that he cannot live vicariousl 
through his children. Similarly, if he cor 
sistently himself, he is an adult all the ti 
—and by “adult” I don’t mean serious or 
perfect or any other immature definitio: 
the word. He may laugh, share, play with 
his children, but he does not confuse the 
issue by becoming an emotional child when 
he plays, by competing with the chil 
other “pals,” or by identifying with the 
child’s viewpoint. As a person in his owr 
right, the parent can guide his child ; a 
“pal” he can only flounder along in a maz 
of role confusion. = 
2. The parent establishes authority. Th 
isn’t room in this vale of tears for any m 
uncertainty than necessary. Children are 
born knowing something about the needs 
of their bodies, and with innate urges toward 
personality growth; they are not born 
knowing how to compromise with society 
rules and consider the welfare of other peo- 
ple. Social adjustment is taught, and wheth 
er we wish to admit it or not it is taught 
almost exclusively by parents, who are the 
most enduring influence in a child’s life, No 
child should be left to guess about fluctuat- 
ing rules; he should know the limits, and 
know they will be enforced. As he grows 
each new set of limits should be we 
defined. He has a right to the security of - 
being able to “tote up the odds” if he plans 
to transgress against parental authority, and 
of knowing that his initiative and individu 
ality will be respected within established 
limits. If he thinks his parents are uncer- 
tain about right and wrong, why should he 
trust them any more than he trusts his best 
friend or his own momentary impulse ? And ~ 
if he doesn’t trust his parents to control him 
until he can control himself, his security lies 
shattered at his feet. ey 
3, According to age, children demand — 
varying degrees of privacy in thei inner 
lives and activities. This is true even of- 
babies, who sometimes get rocked (and 
thus kept awake) almost beyond their ca 
pacity to endure. If the limits of authority 


n his child. The problems children 

thin themselves build individual- 

e hurts they “live through” alone 
internal controls ; the resolutions they 
cuss with their friends aid the emancipa- 


seem insurmountable. To ask a 
nfide his every thought and ex- 
to demand a permanent voyeur- 

c role in his private life. 

. The parent should remember that see- 
a hild’s point of view doesn’t require 

ng with it, even if the child pillories 
vile traitor, For his young child, 
arent is the mentor of reality, and re- 
sible for teaching him to live with 
s as they are. Your 6-year-old’s pitched 

le in the school room may culminate a 


lif elong hate for the neighbor kid. who 


up his new trike—something you 
and the teacher doesn’t. But the 
teacher is going to “take it from there,” like _ 
most of the other people the child will en. 
counter throughout his life. The earlier he 


himself, and at very least to explain himself, 
the more comfortable he will be in his social - 
adjustment. i 
5. Within the limits of practicality and 
the requirements of education and home 
training, lst him develop his own interests 
and use his own time. A fabulous modern 
round of dancing lessons, sports lessons, | 
camps, parties, and other planned recrea- 
tional activities leaves most children limp 
with bewilderment and frustration. Some- 
times they want to play in their own rooms 
and their own back yards. In childhood, and 
only in childhood, does time stretch end- 
lessly ahead, to be allotted in an elemental 
way to the things that are most important. 
Lying on one’s back gazing at the sky, doing 
nothing—absolutely, totally nothing—is one 
of these priority activities. There must be 
@ reason why time and childhood go to- 
gether. 
F.G.E. 


APOLOGIA PRO VITA SUA 


I write depends much on the opinion and authority of others : nor erchance 
myself, I only follow in the steps of those that are. Yet I may be alittle off ; 


‘mad at one time or anoth 


, and that man, so I must be, too. 


er; you yourself, I think are touched, and 


AEN —RosERT BURTON 
(Tue ANATOMY OF MELANCHOLY) 


Tue AMERICAN NEUROLOGICAL Assocrs- 
on.—The 87th annual meeting of the 
merican Neurological Association will be 
eld at the Claridge Hotel, Atlantic City, 
ew Jersey, June 18-20, 1962 under the 
Presidency of Dr. James L. O'Leary. 
l For information write to the Secretary, 
Dr. Melvin D. Yahr, Neurological Institute, 
10 West 168th Street, New York 32, New 
ork.. 


Dr. Lesensonn DELIVERS THE ANNUAL 
oser Lecrure.—This annual lecture was 
lelivered at the Georgetown University 
chool of Medicine, Washington, D. C., on 
March 28, 1962 by Dr. Zigmond M. Leben- 


‘spect and Prospect.” 

This was the 38th Kober lecture, and the 
nly other psychiatrist who has given the 
lecture was Dr. William A. White in 1929, 


Larrare Mepan AWARDED To Dr. BRACE- 
Anp.—Dr, Francis J. Braceland, psychia- 
trist in chief at the Institute for Living, 
s Hartford, Conn., and former president of 
The American Psychiatric Association has 
‘been’ awarded the University of Notre 


the most significant annual Award con- 
ferred on Catholic laymen 
States, 

C Dr. Braceland has been associated with 
the Institute for Living at Hartford since 
“1951. During World War I he served as 
chief of the neuropsychiatry division of the 


He had served as dean and professor of 


NEWS AND NOTES 


psychiatry at Loyola University School of 3 
Medicine, Chicago for several years be- 
ginning in 1941. ; 

He has held numerous university and 
executive posts at home and abroad and 
holds honorary degress from several in- 
stitutions. X 


Am TraveL For Pareænrts.—The Ameri- 
can Medical Association and the A 
Medical Association have issued the fo 
ing statement as a guide for physicians. 

“Air travel is not harmful to a n s 
pregnancy, regardless of the duration of the” 
pregnancy. Infants seven days old and 
older may be transported by air. There 
no contraindications to flying based on age 
alone . . . Old people with well-compen-' 
sated cardiovascular and resipratory sys- 
tems tolerate air flight excellently.” : 

Copies of the report are available from” 
the Air Transport Association of America 
(ATA Public Relations Service, 1000 Con- 
necticut Avenue, N.W., Washington 6, D. 
C.) 


REPORT OF THE AMERICAN BAR FOUNDA- 
TION ON THE MENTALLY DISABLED AND THE 
Law.—This article is written jointly by a 
psychiatrist and a lawyer, respectively, Pro- 
fessor Ralph Slovenko and William C. Su- Q 
per, and published in the Virginia Law k 
Review, Vol. 47, No. 8, p. 1366. It is an a 
excellent review of the report of the Ameri- 3 
can Bar Foundation. Its scope encompasses i 
most of the principal topics in forensic psy- 
chiatry including commitment laws, consent q 
of the mentally incompetent person for 
treatment, sterilization, divorce and annul- ; 
ment, management of estates, sexual psy- 
chopaths and criminal responsibility. ‘a 

i 


THREE SUMMER INSTITUTES OFFERED. — 
Three summer Institutes in Public Health 
will be offered by University of California 
Medical Extension and the School of Public 
Health at UCLA, July 9 through August 3, 


1962. 
“The Challenge of Mental Retardation to 


1139 


NEWS AND Ni 


blic Health,” will come first, July 9-20. 
Institute II, “Preventing and Treating Psy- 
‘cho-Social Disability in Families,” on the 
ame dates, The Third Institute, “Social Re- 
search Strategies in Health,” July 23-August 
3. 


For further information or application 

‘blanks write to : Continuing Education in 

“Medicine and Health Sciences, University 

© of California Extension, Building 5 D, 
- Room 73, Los Angeles 24. 


‘Tue American BOARD OF PSYCHIATRY AND 
Nevrotocy, Inc.—The Board has scheduled 
the following examinations : Oct. 13, 15 and 
6, 1962—Detroit, Mich.; Dec. 8, 10 and 
11, 1962—New York, N. Y.; Mar. 30, April 
l and 2, 1963—New Orleans, La. Attention 
s called to the change of the date for the 
New York examination which previously 
was scheduled for a week later. 


Boston University Instru or Re- 
_ MABILITATION.—The fifth annual Institute on 
_ the Rehabilitation of the Mentally Dis- 
- turbed will be held at Boston University 
_ June 18-29, 1962, A high level of inter-disci- 
plinary faculty will cover the concepts and 
= Practices of rehabilitation from the hospital 
_ to the community. Three semester hours of 
credit, graduate or undergraduate, will be 
granted upon satisfactory completion of the 
Institute. The cost will be $95.00 plus living 
and travel expenses, 


Tue Heren D. Sarcenr Memoria 
Awanp.—The committee of the Menninger 
Foundation administering this Award 
has named Dr. Wayne H, Holtzman of the 
Texas as recipient of the 
2, especially noting his yol- 
Personality : 
The presenta- 
in Topeka 


Inc.—The following are 
o successfully com- 
given by 


PSYCHIATRY 


Andrews, Philip, M.D., Los Angeles, Calif. 
Alcerro-Castro, Ramon, M.D., Los Angeles, Calif. 
Ambler, Bruce, M.D., Roseburg, Ore. 

Anderson, Seawright W., M.D., Camarilloy Calif. 
Andrews, Philip, M.D., Los Angeles, Calif. 
Armstrong, Claresa Forbes Meyer, M.D., Chicago, Ill. 
Arthur, Ransom James, M.D., Oakland, Calif. 

Aug, Robert Gaenge, M.D., Fort Sam Houston, Tex, 
Axiotis, Anthony H., M.D., Indianapolis, Ind. 

Bakker, Cornelis B., M.D., Seattle, Wash. 

Barron, David William, M.D., San Diego, Calif. 
Bartholow, George W., M.D., Omaha, Neb. 

Bateman, John Johnson, M.D., Salt Lake City, Utah 
Bisharat, Maurice H., M.D., Rolling Hills, Calif. 
Blachly, Paul H., Portland, Ore. v 
Boudreau, Donald, M.D., Syracuse, N. Y. 
Brunstetter, Richard Worstall, M.D., San Rafael, Calif. 
Bullard, Dexter Means, Jr, M.D., Boston, Mass. 
Burris, Arthur, M.D., Los Angeles, Calif. 
Cabrera, Fernando J., M.D., Hato Rey, Puerto Rico 
Caesar, George Reynolds, M.D., Greenbrae, Calif. 
Cahill, Charles Adams, III, M.D., Milwaukee, Wis. 
Caruso, George Joseph, M.D., Baton Rouge, La. 
Christ, Adolph E., M.D., San Francisco, Calif. 
Clark, Gerald R., M.D., Elwyn, Pa. 
Clark, Lincoln Dufton, M.D., Salt Lake City, Utah 
Cohen, William P., M.D., Oakland, Calif, 
Dillinger, George, M.D., La Jolla, Calif. 
Dixon, Henry Hadley, Jr., M.D., Portland, Ore. 
Draper, Bruce, M.D, Ann Arbor, Mich. 
Ehbrecht, Martha Erdmuthe, M.D., Dayton, Ohio 
Eisler, Robert LeRoy, M.D., Butler, Pa. 
Faircloth, James R., M.D., San Francisccp Calif. 
Fisch, Richard, M.D., Palo Alto, Calif. 
Foster, Thomas V., M.D., Syracuse, Nv Y. 
Gallant, Donald M., M.D., New Orleans, La. $ 
Garetz, Floyd Kenneth, M.D., Minneapolis, Minn. 
Garnand, Richard Bryant, M.D., Denver, Colo. 
Glathe, John Parsons, M.D., Menlo Park, Calif. 
Golden, Joshua Sheldon, M.D., Los Angeles, Calif. 
Goldzband, Melvin G., M.D., San Diego, Calif. 
Gormley, Joseph J., M.D., San, Francisco, Calif. 
Gould, Miriam, M.D., San Francisco, Calif. 
Grabski, Daniel A.; M.D., Buena Park, Calif, 
Hernandez, Manuel, M.D., Boston, Mass. , 
Herron, B. Bernie, M.D., New York, N. Y. 
Herz, Marvin Ira, M.D., New York, N, Y. 
Hollingsworth, Stuart 
Hook, Harry N., M.D., Uki: 
Iverson, Richard Stanford, 
Jacobson, Charles Ray, M.D., San Francisco, Calif. 
Jenson, Carl P., M.D., Ukiah, Calif. a 
Josephson, Martin M., M.D., New York, N. Y. 
Kaufman, Paul, M.D., Watertown, Mass. 
Kershul, Victor William, M.D., Ypsilanti, Mich. 

er, Melvin G., M.D., San Francisco, Calif. 

Knoepfler, Peter T., M.D., Mount Vernon, N. Y. 
Kunin, Richard Allen, M.D., Minneapolis, Minn. 
Lahar, Elton B., M.D., Richmond, Calif. 
Lamb, H. Richard, M.D., San Mateo, Calif. 
Lauer, John W., M.D., Glencoe, Ill. 
Lazarus, Herbert R., M.D., San Antonio, Tex, 
Lief, Nina R., M.D., New Orleans, La. 
Lofft, John Gordon, M.D., Washington, D. C. 
Marx, Louis J, M.D., Ypsilanti, Mich. 
McDermott, Thomas J., M.D., Los Angeles, Calif. 
McLean, Dougald D., M.D., Lincoln, Neb. 
Miller, Miles David, M.D., New York, N. Y. 
Moncia J. a en Denver, Colo. 

loore, Harry G., Jr., 
Ornitz, Edward M., 
Pehz, Morris L, M.D., San Francisco, Calif. ® 
Peters, Robert H., M.D., New Haven, Conn.’ 
Phillips, 


Reis, Walter J., M.D., Pittsburgh, Pa. 
Rosalsky, Leonard, M.D., Los Angeles, Calif. 
St. John, Robert, M.D., Mayview, Pa, 
Shapito, Arthur K., M.D., New York, N. Y. 


Shapiro, Sumner L., M.D., Cano; 3 

Sherman, Alan M., M.D., Menk 

Shupp, David F., M.D., Sausalito, Calif. — 
Sidorowicz, Antonina Julia, MB., Medical A Wash. 
Siegel, Leonard, M.D., New. York, N, Y. 

Simon, Justin, M.D., San Francisco, C; 

Solomon, George Freeman, M.D., San. Francisco; Calif. 
Stross, Lawrence, M.D., Topeka, Kan, 

Sweeney, George H. MD. Auburn, Calif. 

Thomas, Albert G., M.D., Covina, Calif. 

Thum, Lawrence Charles, M.D., New York, N. Y. 
Trapnell, Richard H., M.D., San Francisco, Calif. 
Vitols, Mintauts Mickey, M.D., Goldsboro, N. C. 
Weinstein, Morton Raymond, M.D., San Francisco, Calif. 
White, Reginald Pace, M.D., Whitfield, Miss. 

Willer, Lee H., M.D., Chestnut Hill, Mass. 

Wilson, Donald Pettit, M.D., Napa, Calif. 

Wirth, Irwin, M.D., Seattle, Wash. 


Davis, Edward H., M.D., Los Angeles, Calif. 
(Certified in Supplementary Psychiatry) 


NEUROLOGY 


Benson, David Frank, M.D., SON Ore. 
Calverley, John Robert, MD, San Antonio, Tex. 
Decker, John Barry, M.D., San Francisco, Calif. 
Duvoisin, Roger C., M.D., Gladstone, N. J. 
Engel, William King, M.D., Bethesda, Md. 
Flaherty, Neil Francis, M.D., Atherton, Calif. 
Gilles, Floyd Harry, M.D., Baltimore, Md, 
Hauser, Harris Milton, M.D., San Antonio, Tex. 
Karnes, William E., M.D., Travis AFB, Calif. 
Liske, Edward A., Jr., M.D., Madison, Wis. 
Mackey, Edmund Anthony, M.D., New York, N. Y. 
Mavor, Huntington? M.D., Sale Lake City, Utah 
O'Reilly, Sean,'M.D,, San Francisco, Calif, 
Posner, Jerome Beebe, M.D., Seattle, Wash. 
‘Toglia, Joseph U., M.D., Houston, Tex, 

‘Waltz, Arthur Gerald, M.D., Rochester, Minn. 


Lachman, Jordan H., M.D., New York, N. Y. 

(Certified in Supplementary Neurology) 

® —S 
Fourra Wortp Concress or CarDIoLocy. 
—The Congress will be held in Mexico 
City, October 7-13, 1962. Contributions are 
invited from cardiologists who would like 
__ to participate in this fourth World Congress. 
. Papers should be presented through your 


> 
ae cn 
+; 


Active 


Hite the Secretariat o “ns 
Avenida Onaubtémop 300, México 


(S.0.S.).—This scientific group 
ized in New York City in Nov 
and the first National Conferer 

held June 15-17, ’62 at the Biltmore 
Professor Chauncey Leake, immediat 
president of the American Associat 
the Advancement of Science, will s 
Conference Chairman. More than 


tinguished scientists have been invi 


participate. The physical, social a 
chological consequences of the arms. i 
problems of disarmament, legal and 
ical obstacles to the preservation 
and prejudices that obstruct inte 
understanding will be topics deal 

Many distinguished scientists ani 
tific and educational bodies anı 
members of the A.A.A.S, are assisting 
Conference. 

For further information write 
Harry H. Lerner, Executive Direct 
- 90th Street, New York City. 


authors name. When there are 


_ Author Index should be consult 
historical materials, book reviews, 


itorial comment; H.N. a historical 


Te A 
Academie Lecture: The Heuristic Aspect of 
Psychiatry ; Seymour S. Kety, 385, Nov. 
61. 


62. 
a Adolf Meyer Lecture : Childhood Mourning 
and its Implications for Psychiatry ; John 
Bowlby, 481, Dec. ’61, 
Age: See Geriatrics, 
Albert Schweizer Hospital : Psychiatric Facili- 
r" ae at; George R, Andrews, 524, Dec. 


ÄLCOHOLISM : 
Alcoholism (Review of Psychiatric Progress 
1961) ; Karl M. Bowman, 618, laea 
Group Methods in Hospital Organization 
and Patient Treatment as Applied in the 
Psychiatric Treatment of; H. Walton 
410, Nov. 6L : 
_ Ambulatory Treatment of Depressed Patients : 
; Max L. Lurie, 152, 


g During Mellaril Treat- 
; Frederick Zuckerman, 947, 


Bh. 
AMERICAN Psycniarric Association : 


Chicago Meeting Highlights ; 
Tuy Or ighlig] (Ed.) ; 82, 


Coordinating Committee Chairman on Com. 
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ANNUAL INDEX 


uthor’s name in the list entitled Book Reviews in the Subject Index. 

Titles under the Subject Index are often inverted or shortened, and when there are two 

more authors, the name of only the first is shown. For the complete author reference, the 

. The Subject Index covers original articles, biographicai and 
in memoriams, and editorial comments. 

_ Complete book titles are listed under Book Reviews in the Subject Index. Ed. indicates 


note ; C.N. 
istrative note ; and Corr. correspondence. 


This periodical is indexed alphabetically under both Subject and Author entries. 

Tn searching for a specific article, the Author entry should be consulted if the name of 
author is known, since the complete bibliographical reference is to be found only after 
two or more authors for an article the complete entry 
appears only under the name of the first author. Under the names of each of the joint authors 
4 cross reference is made to the original author entry, 
The same applies to book reviews, a complete 


title of the book listed under the 


a clinical note; C.R. case report ; 


A SUBJECT INDEX 


ene Aspects of Psychiatry ; 276, Sept. 
61. 5 
Official Reports ; a 
Coordinating Committee Chairman of the - 
Committees on Professional Standards, 
278, Sept. ’61. 
Coordinating Committee Chairman on the 
Technical Aspects of Psychiatry; 273, 
Sept. ’61. . i 
The Editorial Board (Ed.) ; 84, July ’61. 
Report of the Chairman of the Board of 
Tellers ; 181, Aug. ’61. z 
Report of the Treasurer ; 273, Sept. ’6I. 
Summary of Meetings of Council “and 
Executive Committee, May 1960-May 
1961 ; 265, Sept. ’61. 
Anaesthesia : Relaxant, for Electroplexy; S. 
V. Marshall, 47, July 61. > 


ANXIETY : 


Anxiety-Depersonalization Syndrome: Pho-. 
bs (G.R.) ; I. Pierce James, 163, Aug. 


Anxiety States: The Effect of Ampheni- 
done (Dornwal) in (C.N.) ; H. Azima, 
159, Aug. ’61 : 
e Treatment of, in Prison Inmates 
(CNI; Harvey Bluestone, 245, Sept. 


Argentine : A Visit 
July 61. 


to the ; Joseph Wortis, 24, 


B 
BEHAVIOR : s 
Monism and Dualism in the Study of ; Max — 
Levin, 53, July ’61. 
e, 
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Therapy : Sexual Disorders and; S. Rach- 
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Apr. ’62, 
Andreevs B. V., auth., Wortis, J., ed. : Sleep 
Therapy in the Neuroses, 417, Nov. ’61. 
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auth. 
Andry, R.: Delinquency and Parental Pa- 
thology, 766, Feb. ’62. 
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Brady, R. O., and Tower, D. B., ed 
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Procress x Neurotocy anp PSYCHIATRY, 
Vou. XV. By E. A. Spiegel. (New York: 
Grune & Stratton, 1960, pp. 619, $12.50.) 


The fifteenth annual review in this series 
presents a comprehensive summary prepared 
by 59 conjfibutors and is a distillatén of prog- 
ress in thé fields of basic and clinical neurology, 
neurosujgery and psychiatry. Reference is 
made to more than 4400 publicgtions. The 

ractice is continued of yeviewing some areas 

¢enmially, In this volunte, these areas are the 
electrophysiological aspects of general neuro- 
physiology, the vascular system and shock 
treatment. The high standard df the annual 
series is maintained. 
Sranuey E. Gresen, M.D., 
University of Toronto. 


Tux Myo or Tar Murpener. By Manfred S. 
f Guttmacher, M.D. The 1958 Isaac Ray 
4 Lectur New York: Farrar, Straus and 
eon “1960, pp. 244. $4.50.) 
a Pea: 
À Murder is ag important cause of death in 
the United States. We psychiatrists are sup- 
posed to undergtand the vagaries of the mind, 
but we do not 3p to have travelled very far 
either Mmetiderstartdif¢eghe mind of the mur- 
derer or in reducin¥gthe murder rate. In the 
first of his Isaac Ra’ ectures, Guttmacher 
tackles _this problem. Hg classifies murderers 
into several large psychttatric groups : sadists, 
alcgholics, vengeful people, schizophrenics, 
those wi rary psychotic outbreaks, and 

“the in ua with no marked psychopa- 
ology.” (He al§o says, right on page 79, that 

“the slaying of’ women by their husbands is a 
~ common STRT ame I hope he is using an 

a uncommon defirition’ of “common.”) The lec- 

ture closes with an interesting and usable ac- 

count of the role g narcotizing drugs in the 

« examination of mitrderers. 

* The other two lectures have mo particular 
relation to the jtitle of the book—but they are 
interesting prelpntations: One deals with ex- 
pert testimony,/ the other with the patient’s 
“right to a lin, ate (35-page) lecture 
son expert testimony Yeviews the perplexing 
problem ofhow to give the jury the benefit of 

an expert psychiatric adviser without, on the 

i one ed, developing a corps of medical parti- 

A sans, ahd without, „on the other hand, having 

judBy“epd jury sur¥nder their function to the 

whims of a single and very human expert. 
Particularly thotight-provoking is the final 
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lecture on confidentiality in doctor-patient ‘e- 
lationships. Many physicians take the si ple x 
position that all doctor-patient communications 
should be privileged, but Dr. Guttmacher has 
a better-rounded and more three-dimensional — 
view. In Maryland such communications a 
not privileged and, he writes “In private pra 
tice, I have never been hampered by the fa 
that Maryland does not have physician-pa' 
privilege.” He does not favor a blanket pri 
lege for all doctors, but he does suggest 
by its nature, the psychiatrist-patient relai 
ship needs some protection against compul: 
exposure. However, he recognizes (as many 
less sophisticated doctors do not) that there A 
sometimes a duty of disclosure as well as the 
duty of remaining mute. A 
The book is written with grace and info 
mality leavened with wit and wisdom. _ 
Henry A, Davinson, M.D. 
Cedar Grove, N. 


Livinc Free. By Joy Adamson, (New York 
Harcourt, Brace & World, 1961, pp. 16 
$5.95.) 


In Born Free Joy Adamson told the story of 
Elsa the lioness that she and her husband 
George had raised from infancy and betwee 
whom a most devoted affection developed. 
the present volume Joy Adamson continues th 
story of Elsa and her three cubs. In spite | 
the usual predictions that after the birth of 
her cubs the lioness would revert to the wa; 
of the wild Elsa continued as affectionate as — 
ever toward her human friends, and brought 
her cubs over into the human world to show 
them, too, that human beings could really 
behave as good lions do. 

Mrs. Adamson’s two books should do a great 
deal toward breaking down the barriers be- 
tween the “animal” and “human” worlds, For 
too long we have been separated and alienated 
from the non-human world, even though the 
domestication of some animals is now about 
ten thousand years old. The myth of the 
“beast” has been very damaging and impoyer- 
ishing to the human spirit. It is to be hoped 
that Mrs. Adamson’s books will help humanity 
to arrive at a better understanding of its kin- 
ship with the remainder of animated, nature. 
In any event, her books are a delight, în addi- 
tion to constituting a substantial contribution 
to the science of ethology. - 

Asuiey Montacu, Px.D.,: 
Princeton, N. J. — 
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| After receiving his medical degree from. 


We 


-E AROLD G WOLKE MD. © 
OA E e 2 


‘medical outpatient department, a patient ~ 


with a gastric fistula which permitted the 


» direct observation of the, gastric’ mucosa, 


He employed this patient as a- Diener in 


“his laboratories in the Payne Whitrivy Psy- 
_ chiatric Clinic. Daily observations of the 


‘gastric functioning winder various strassfa-, 
situations led to a valuable increase in our’ 
knowledge of peptic ulcer and gastric neu- 


” f0sis, Latér ne investigated the relation of 


Various life situations and related emotional 
-reactions to digestive, nasal, respiratory, 
circulatory and genital functions. All these 
studies were done with meticulous obserya- 
tion and under the best planned experi- 
‘mental conditions possible. a 

Tn the last 10 years Dr. Wors 


td. Bes, 


. come increasingly preoccupieu with te 


„need to investigate the! mainer“in which, 
man's reaction to all aspects of his en- 
vironment affects his health: He developed 
a broadly conceived stnd*’ of human. health 
and the ecology of-iman. tis group ‘of able 
co-workers included “internists, psychia- 
trists, psychologists, and cultural anthrepol- 
ogists. Many valucdle studies from this 
group contributed to our kncwledge of psy- 


£ chological, social and cultural :ystors which 
_ are closely related to heaith.. ‘3 


` Harold Wolff was a great teacher of un- 
dergraduate and graduate students through 


ntire his unusual gifts of expressing himself, stim- 


ders, uding the relationship of 
somatic and psychological fictions: ‘in 
ness and health, In 1939 he saw, in the 


nality on neurological 


ulating questions and the need to search / 


for answers and ‘test bypocheses most crifi- 
cally. Above ally it wè- his personality: 


which made him the admired leader in his >” 


fields of neurology and psychiatry, 
: > Oskar Diy thelm, M.D. 
7 rN 
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